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This guide covers the standards that are used by the Centers for Medicare & Medicaid Services (CMS)
Regional Office staff to review and approve State contracts with Medicaid managed care organizations
(MCO), prepaid inpatient health plans (PIHP), prepaid ambulatory health plans (PAHP), non-emergency
medical transportation prepaid ambulatory health plans (NEMT PAHP), primary care case managers
(PCCM), primary care case manager entities (PCCM entity), and health insuring organizations (HI0).*
The guide is intended to provide transparency on the criteria for contract approvals and to help states
verify that contracts with Medicaid managed care entities meet all CMS requirements.? This guide is an
update to the 2015 State Guide to CMS Criteria for Managed Care Contract Review and Approval.

The guide is organized into four sections. Section I of this guide outlines the contract requirements based
on existing federal requirements in Title XIX of the Social Security Act (referred to as “the Act”), 42
CFR 8438 and other applicable laws, including requirements incorporated into the Medicaid and
Children’s Health Insurance Program Managed Care Final Rule (referred to as “the Final Rule”)
published May 6, 2016 and effective on July 5, 2016. 3 This section is organized by topic and describes
existing standards as well as standards that were updated or added by the Final Rule. * A requirement is
classified as an “existing standard” if it was in effect prior to the release of the Final Rule (i.e., in effect in
42 CFR part 438 contained in 42 CFR parts 430 to 481, edition revised as of October 1, 2015) and did not
materially change within the Final Rule.

L In accordance with 42 CFR 438.3(p), contracts with HIOs that began operating on or after January 1, 1986 and that
the statute does not explicitly exempt from the requirements in section 1903(m) of the Social Security Act are
subject to all Federal requirements outlined in 42 CFR §438 that apply to MCOs.

2 This guide is not intended as a substitute to legal advice or review of the applicable law; it does not grant rights or
impose obligations. It is a tool to aid states in their contract development practices. Federal requirements outlined in
statute and regulation control over this guide.

3 The Medicaid and Children’s Health Insurance Program (CHIP) Managed Care Final Rule (CMS-2390-F, 81 FR
27498) is available at: https://www.medicaid.gov/medicaid-chip-program-information/by-topics/delivery-
systems/managed-care/downloads/implementation-dates.pdf.

4 To serve as a more functional tool for states’ contract development efforts, the Table of Contents is structured in
the order in which requirements may be found within contracts rather than following the Code of Federal
Regulations.
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Each requirement in Section | contains: 1) an item number; 2) the contract requirement(s) °; 3) the entity
types (i.e., MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity, HIO) to which the requirement
applies; 4) the governing statutory, regulatory, and/or other policy citation(s); and 5) the date by which
CMS will enforce the contract requirement. The guide also notes where the regulatory citations have
changed and where existing standards have been applied to additional managed care plan (MCP) types
under the Final Rule. ® As applicability dates vary within the Final Rule, many contract requirements
codified in 42 CFR part 438 contained in 42 CFR parts 430 to 481, edition revised as of October 1, 2015,
remain in effect for a period of time beyond July 5, 2016.

To aid states in understanding the contract requirements in effect at any given time, Section 11 of this
guide outlines the contract requirements in effect until the applicability dates in the Final Rule are in
effect (when applicability dates do not coincide with the July 5, 2016 effective date of the Final Rule).
This section references the requirements outlined in the 2015 State Guide to CMS Criteria for Managed
Care Contract Review and Approval. These requirements maintain their numbering and subtopic headings
from the 2015 State Guide; they do not always correspond to the requirement numbering of Section I.
CMS intends that once all the provisions in the Final Rule have passed the applicability dates, Section Il
of this guide will be obsolete.

Sections 111 and IV of this guide provide additional resources to help states in their contract development
efforts. Section 111 includes tips to aid states in their interpretation of federal requirements. Asterisks (*)
are used in Section | to indicate contract requirements to which a tip or tips apply in Section Ill. Users
should consult Section 111 of the guide to identify items that apply to each contract requirement according
to its item number. Section IV of this guide contains a glossary that describes commonly used terms and
the applicable federal regulatory citations for each definition.

This guide is designed specifically for review of Medicaid managed care contracts. Separate guidance
specific to the review of Children’s Health Insurance Program (CHIP) managed care provisions will be
issued in the future. However, federal policy governing managed care contracts for separate CHIPs
largely aligns with federal policy governing Medicaid managed care contracts. Therefore, separate CHIPs
can use this guide to inform their contract development to the extent that the federal Medicaid
requirements are applied to separate CHIPs. CMS will begin reviewing managed care contracts for
separate CHIPs (whether included in a single contract covering both Medicaid and CHIP or are in a
separate contract) covering the state fiscal year beginning on or after July 1, 2018.

Note that this guide is not an exhaustive list of all federal requirements, and is only a tool to aid states in
development of contracts with its HIOs, MCOs, PIHPs, PAHPs, NEMT PAHPs, PCCMs and PCCM
entities. For example, it does not describe all the federal managed care requirements a state must comply
with, only those that are required in contracts with MCPs.

> This guide includes the contract requirement number(s) that correspond to CMS’s internal review tool to aid in
conversations between states and the CMS Regional Offices during contract review.

6 CMS utilizes the term “managed care plan” to encompass all types of managed care delivery (i.e. MCO, HIO,
PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity) to which a federal requirement applies.
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Section I: Contract Requirements in Effect with the Final Rule
I.A. Contract Completeness

LA.1.01

1.LA.1.02

.LA.1.03

I.LA.1.04

I.LA.1.05

I.LA.1.06

I.LA.1.07

I.LA.1.08

[Applies to all entity types]
The contract submission is signed and dated by all parties. [Existing standard]

[Applies to all entity types]
The contract submission is complete. That is: 1) All pages, appendices, attachments, etc. were

submitted to CMS; 2) Any documents incorporated by reference (including, but not limited to,
state statute, state regulation, or other binding document, such as a member handbook) to
comply with federal regulations and the requirements of this review tool were submitted to
CMS. [Existing standard]

[Applies to all entity types]
If the contract submission is an amendment, CMS has received and approved all previous
amendments to the base contract. [Existing standard]

[Applies to HIO, MCO, PIHP, PAHP]*

If the contract submission implements capitation rates or a change in the contract may impact
42 CFR 438.4, CMS has received a rate certification concurrently with the state's submission
of the contract action. [42 CFR 438.7(a)] [Effective: 7/5/2016]

[Applies to HIO, MCO, PIHP, PAHP]

If the contract submission implements capitation rates or a change in the contract may impact
42 CFR 438.4, the Regional Office (RO) received the state's summary description of Medical
Loss Ratio (MLR) reports received from the HIO(s), MCO(s), PIHP(s) and PAHP(s) under
contract with the state. [42 CFR 438.74(a)] [Effective: No later than the rating period for
contracts starting on or after 7/1/2017]

[Applies to all entity types]

The contract submission complies with the federal authority(ies) approved by CMS. For
example, if the contractor delivers services for a program authorized under section
1915(b)/1915(c) concurrent authority, the contract is in compliance with the approved section
1915(b)/1915(c) waivers. Another example: if the contract action includes a new benefit,
assure that CMS has approved an appropriate Medicaid authority for this service. [EXisting
standard]

[Applies to HIO, MCO]*

If the state is providing any services to MCO enrollees using a delivery system other than the
MCO delivery system, the state has provided documentation of how the requirements of 42
CFR part 438, subpart K regarding parity in mental health and substance use disorder benefits
are met with the submission of the MCO contract. [42 CFR 438.3(n)(2)] [Effective:
10/2/2017]

[Applies to HIO, MCO, PIHP, PAHP]*
If the contract includes initiatives under 42 CFR 438.6(c), CMS has approved these
arrangements prior to the implementation of such initiatives and these arrangements are

Section I: Contract Requirements in Effect with the Final Rule. Asterisks (*) indicate that more
information is available in Section IlI. 8



described in the Managed Care Plan (MCP) contract consistent with the state’s description of
the initiative approved under separate cover. [42 CFR 438.6(c)] [Effective: No later than the
rating period for contracts starting on or after 7/1/2017]

I.LA.1.09 - 1.LA.1.12 [Applies to HIO, MCO, PIHP, PAHP]*

LA.1.13

LA.1.14

LA.1.15

For any contract arrangements that direct the MCP’s expenditures under 42 CFR
438.6(c)(1)(i) or (ii), the MCP contract:

e Must make participation in the value-based purchasing initiative, delivery system reform
or performance improvement initiative available, using the same terms of performance,
to a class of providers providing services under the contract related to the reform or
improvement initiative.*

e Must use a common set of performance measures across all of the payers and
providers.*

e May not set the amount or frequency of the expenditures.*

e Does not allow the state to recoup any unspent funds allocated for these arrangements
from the MCO, PIHP, or PAHP.*

[42 CFR 438.6(c)] [Effective: No later than the rating period for contracts starting on or after
7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, PCCM entity]

If the state is implementing a managed care program, whether the program is voluntary or
mandatory, the state has submitted a readiness review in accordance with 42 CFR
438.66(d)(2), (d)(3), and (d)(4). [42 CFR 438.66(d)(1)(i)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, PCCM entity]

If the MCP has not previously contracted with the state, the state has submitted a readiness
review in accordance with 42 CFR 438.66(d)(2), (d)(3), and (d)(4). [42 CFR 438.66(d)(1)(ii)]
[Effective: No later than rating the rating period for contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, PCCM entity]

If the MCP currently contracting with the state will provide or arrange for the provision of
covered benefits to new eligibility groups, the state has submitted a readiness review in
accordance with 42 CFR 438.66(d)(2), (d)(3), and (d)(4). [42 CFR 438.66(d)(1)(iii)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

1.B. Enrollment and Disenrollment
1.B.1 No Discrimination

1.B.1.01

1.B.1.02

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]

The contract requires the MCP to accept new enrollment from individuals in the order in
which they apply without restriction, unless authorized by CMS, up to the limits set under the
contract. [42 CFR 438.3(d)(1)] [Existing standard. The federal regulatory citation changed
effective 7/5/2016]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract prohibits the MCP from discriminating against individuals eligible to enroll on
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the basis of health status or need for health care services. [42 CFR 438.3(d)(3)] [Existing
standard. The federal regulatory citation changed effective 7/5/2016]

1.B.1.03  [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract prohibits the MCP from discriminating against individuals eligible to enroll on
the basis of race, color, national origin, sex, sexual orientation, gender identity, or disability.
[42 CFR 438.3(d)(4)] [Effective: 7/5/2016]

1.B.1.04 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract prohibits the MCP from using any policy or practice that has the effect of
discriminating against individuals eligible to enroll on the basis of race, color, national origin,
sex, sexual orientation, gender identity, or disability. [42 CFR 438.3(d)(4)] [Effective:
7/5/2016]

1.B.1.05 [Appliesto PCCM]
The contract prohibits the MCP from discriminating in enrollment, disenrollment, and re-
enrollment against individuals on the basis of health status or need for health care services. [42
CFR 438.3(g)(4)] [Existing standard. The federal regulatory citation will change effective
7/1/2017]

1.B.2 Choice of Doctor

1.B.2.01 [Appliesto HIO, MCO, PIHP, PAHP]
The contract requires that for enrollees who qualify under the rural resident exception (under
which a state may limit a rural area resident to a single MCP), the limitation on the enrollee’s
freedom to change between primary care providers (PCP) can only be as restrictive as the
limitations on disenroliment from the MCP as requested by the enrollee in accordance with 42
CFR 438.56(c). [42 CFR 438.52(b) - (d); 42 CFR 438.56(c)] [Existing standard]

1.B.2.02  [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract requires the MCP to allow each enrollee to choose his or her network provider to
the extent possible and appropriate. [42 CFR 438.3(1)] [Existing standard. The federal
regulatory citation changed effective 7/5/2016]

1.B.3 Opt Out

1.B.3.01 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract provides that MCP enrollment is voluntary, except when CMS has approved
federal authority allowing the state to mandate enroliment. [42 CFR 438.3(d)(2)] [Existing
standard. The federal regulatory citation changed effective 7/5/2016]

1.B.4 Reenrollment

1.B.4.01 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
If specified by the federal authority (State Plan Amendment (SPA) or waiver) approved by
CMS, the contract provides for automatic reenrollment of a recipient who is disenrolled solely
because he or she loses Medicaid eligibility for a period of 2 months or less. [42 CFR
438.56(g)] [Existing standard]

Section I: Contract Requirements in Effect with the Final Rule. Asterisks (*) indicate that more
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1.B.5 Disenrollment

1.B.5.01 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract specifies the reasons for which the MCP may request disenrollment of an
enrollee. [42 CFR 438.56(b)(1)] [Existing standard]

1.B.5.02 - 1.B.5.05 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract provides that the MCP may not request disenroliment because of:

e An adverse change in the enrollee’s health status.

e The enrollee’s utilization of medical services.

e The enrollee’s diminished mental capacity.

e The enrollee’s uncooperative or disruptive behavior resulting from his or her special
needs (except when his or her continued enrollment seriously impairs the MCPs ability
to furnish services to the enrollee or other enrollees).

[Section 1903(m)(2)(A)(v) of the Act; 42 CFR 438.56(b)(2)] [Existing standard]

1.B.5.06 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract specifies the methods by which the MCP assures the state that it does not request
disenrollment for reasons other than those permitted under the contract. [42 CFR
438.56(b)(3)] [Existing standard]

1.B.5.07 - 1.B.5.10 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
For states that limit disenrollment, the contract requires that enrollees have the right to
disenroll from their MCP:
e For cause, at any time.
o Without cause 90 days after initial enroliment or during the 90 days following
notification of enrollment, whichever is later.
e Without cause at least once every 12 months.
o Without cause upon reenrollment if a temporary loss of enrollment has caused the
enrollee to miss the annual disenrollment period.
[42 CFR 438.3(q)(5); 42 CFR 438.56(c)(1); 42 CFR 438.56(c)(2)(i) - (iii)] [Existing standard]

I.B.5.11 [Applies to HIO, MCO, PCCM, PCCM entity]*
For states that limit disenrollment, the contract requires that enrollees have the right to
disenroll from their MCP without cause when the state imposes intermediate sanctions on the
MCP. [42 CFR 438.3(q)(5); 42 CFR 438.56(c)(2)(iv)] [Existing standard]

1.B.5.12 - 1.B.5.13 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP PCCM, PCCM entity]
The contract allows enrollees to request disenrollment if:
e The enrollee moves out of the service area.
e The plan does not cover the service the enrollee seeks, because of moral or religious
objections.
[42 CFR 438.56(d)(2)(i) - (ii)] [Existing standard]

1.B.5.14 [Applies to HIO, MCO, PIHP, PAHP, PCCM, PCCM entity]*
The contract allows enrollees to request disenrollment if the enrollee needs related services to
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be performed at the same time and not all related services are available within the provider
network. The enrollee's PCP or another provider must determine that receiving the services
separately would subject the enrollee to unnecessary risk. [42 CFR 438.56(d)(2)(iii)] [Existing
standard]

1.B.5.15 [Applies to HIO, MCO, PIHP, PAHP]
The contract allows enrollees who use Managed Long-Term Services and Supports (MLTSS)
to request disenrollment if a provider's change in status from an in-network to an out-of-
network provider with the MCP would cause the enrollee to have to change their residential,
institutional, or employment supports provider, and, as a result, the enrollee would experience
a disruption in their residence or employment. [42 CFR 438.56(d)(2)(iv)] [Effective: No later
than the rating period for contracts starting on or after 7/1/2017]

1.B.5.16  [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract allows enrollees to request disenrollment for other reasons, including poor
quality of care, lack of access to services covered under the contract, or lack of access to
providers experienced in dealing with the enrollee's care needs. [42 CFR 438.56(d)(2)(v)]
[Existing standard. The federal regulatory citation changed effective 7/5/2016]

1.B.6 Disenrollment Request Process

1.B.6.01 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract specifies that a recipient (or his or her representative) must request disenrollment
by submitting an oral or written request, as required by the state, to the state (or its agent) or
the MCP, if the state allows the MCP to process disenrollment requests. [42 CFR
438.56(d)(1)(i)-(ii)] [Existing standard]

1.B.6.02 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract specifies that the MCP may approve a request for disenrollment by or on behalf
of the enrollee, if the state allows the MCP to process disenrollment requests, or refer the
request to the state. [42 CFR 438.56(d)(3)(i)] [Existing standard]

1.B.6.03 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract requires that the effective date of an approved disenroliment must be no later
than the first day of the second month following the month in which the enrollee requests
disenrollment or the MCP refers the request to the state. [42 CFR 438.56(¢e)(1) - (2); 42 CFR
438.56(d)(3)(ii); 42 CFR 438.3(q); 42 CFR 438.56(c)] [Effective: 7/5/2016]

1.B.6.04  [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract requires that if the entity or state agency (whichever is responsible) fails to make
a disenrollment determination within the specified timeframes (i.e., the first day of the second
month following the month in which the enrollee requests disenrollment or the MCP refers the
request to the state), the disenrollment is considered approved for the effective date that would
have been established had the state or MCP made a determination in the specified timeframe.
[42 CFR 438.56(e)(1) - (2); 42 CFR 438.56(d)(3)(ii); 42 CFR 438.3(q); 42 CFR 438.56(c)]
[Effective: 7/5/2016]
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1.B.7 Special Rules for American Indians

1.B.7.01

1.B.7.02

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]*

For Indian managed care entities (IMCEs), the contract allows the MCP to restrict enrollment
of Indians in the same manner as Indian Health Programs may restrict the delivery of services
to Indians. [Section 1932(h)(3) of the Act; State Medicaid Director Letter (SMDL) 10-001; 42
CFR 438.14(d)] [Existing standard for HIO, MCO, PCCM, and PCCM entity. New
requirement for PIHP, PAHP, and NEMT PAHP, effective no later than the rating period for
contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]

The contract requires that any Indian enrolled in an MCP, that is not a IMCE, and eligible to
receive services from an Indian health care provider (IHCP) PCP participating as a network
provider, is permitted to choose that IHCP as their PCP, as long as that provider has capacity
to provide the services. [American Reinvestment and Recovery Act (ARRA) 5006(d); SMDL
10-001; 42 CFR 438.14(b)(3)] [Existing standard for HIO, MCO, PCCM, and PCCM entity.
New requirement for PIHP, PAHP, and NEMT PAHP, effective no later than the rating period
for contracts starting on or after 7/1/2017]

I.C. Beneficiary Notification
I.C.1 Language and Format

1.C.1.01

1.C.1.02

1.C.1.03

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]*

The contract requires the MCP to provide information to enrollees and potential enrollees in a
manner and format that may be easily understood and is readily accessible by such enrollees
and potential enrollees. [42 CFR 438.10(c)(1)] [Existing standard]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]

The contract requires the MCP to have in place mechanisms to help enrollees and potential
enrollees understand the requirements and benefits of their plan. [42 CFR 438.10(c)(7)]
[Existing standard for HIO, MCO, and PIHP. New requirement for PAHP, NEMT PAHP, and
PCCM entity, effective no later than the rating period for contracts starting on or after
7/1/2017. The federal regulatory citation will change effective 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

The contract requires the MCP to make its written materials that are critical to obtaining
services, including, at a minimum, provider directories, enrollee handbooks, appeal and
grievance notices, and denial and termination notices available in the prevalent non-English
languages in its particular service area. [42 CFR 438.10(d)(3)] [Effective: No later than the
rating period for contracts starting on or after 7/1/2017]

1.C.1.04 - 1.C.1.06 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]

The contract requires that the MCP’s written materials:
e Are available in alternative formats upon request of the potential enrollee or enrollee at
no cost.
¢ Include taglines in the prevalent non-English languages in the state, as well as large
print, explaining the availability of written translation or oral interpretation to understand
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the information provided.

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

[42 CFR 438.10(d)(3)] [Effective: No later than the rating period for contracts starting on or
after 7/1/2017]

I.C.1.07 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]
The contract requires the MCP to make auxiliary aids and services available upon request of
the potential enrollee or enrollee at no cost. [42 CFR 438.10(d)(3)] [Effective: No later than
the rating period for contracts starting on or after 7/1/2017]

I.C.1.08 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The contract requires the MCP to make interpretation services, including oral interpretation
and the use of auxiliary aids such as TTY/TDY and American Sign Language (ASL), free of
charge to each enrollee. [42 CFR 438.10(d)(4)] [Effective: No later than the rating period for
contracts starting on or after 7/1/2017]

1.C.1.09 - I.C.1.11 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The contract requires the MCP to notify its enrollees that:
e Oral interpretation is available for any language, and how to access those services.*
e Written translation is available in prevalent languages, and how to access those services.
e Auxiliary aids and services are available upon request at no cost for enrollees with
disabilities, and how to access those services.
[42 CFR 438.10(d)(5)(i) - (iii)] [Existing standard. The federal regulatory citation will change
effective 7/1/2017]

1.1.C.1.12 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract requires the MCP to provide all written materials for potential enrollees and
enrollees in an easily understood language and format. [42 CFR 438.10(d)(6)(i)] [Existing
standard. The federal regulatory citation will change effective 7/1/2017]

I.C.1.13 - C.1.16 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract requires the MCP to:

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

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

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

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

[42 CFR 438.10(d)(6)(ii) - (iv)] [Effective: No later than the rating period for contracts
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starting on or after 7/1/2017]

1.C.2 Enrollee Handbook

I.C.2.01 [Appliesto HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The contract requires the MCP to use the state developed model enrollee handbook. [42 CFR
438.10(c)(4)(ii)] [Effective: No later than the rating period for contracts starting on or after
7/1/2017]

I.C.2.02 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The contract requires the MCP to provide each enrollee an enrollee handbook, which serves as
a summary of benefits and coverage, within a reasonable time after receiving notice of the
beneficiary's enrollment. [42 CFR 438.10(g)(1); 45 CFR 147.200(a)] [Effective: No later than
the rating period for contracts starting on or after 7/1/2017]

1.C.2.03 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The content of the enrollee handbook must include information that enables the enrollee to
understand how to effectively use the managed care program. [42 CFR 438.10(g)(2)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

1.C.2.04 - 1.C.2.07 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes information:

o  On benefits provided by the MCP. This includes information about the Early and
Periodic Screening, Diagnostic and Treatment (EPSDT) benefit and how to access
component services if individuals under age 21 entitled to the EPSDT benefit are
enrolled in the MCP.*

¢ About how and where to access any benefits provided by the state, including EPSDT
benefits delivered outside the MCP, if any.*

e About cost sharing on any benefits carved out of the MCP contract and provided by the
state.*

e About how transportation is provided for any benefits carved out of the MCP contract
and provided by the state.*

[42 CFR 438.10(9)(2)(i) - (ii)] [Effective: No later than the rating period for contracts starting
on or after 7/1/2017]

1.C.2.08 - 1.2.09 [Applies to HIO, MCO, PIHP, PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes detail that in the case of a counseling or referral service that the MCP does not cover
because of moral or religious objections, the MCP inform enrollees:
e That the service is not covered by the MCP.*
e How they can obtain information from the state about how to access those services.*
[42 CFR 438.10(9)(2)(ii)(A) - (B); 42 CFR 438.102(b)(2)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

1.C.2.10 - 1.C.2.11 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
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1.C.2.12

includes:

e The amount, duration, and scope of benefits available under the contract in sufficient
detail to ensure that enrollees understand the benefits to which they are entitled.*

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

[42 CFR 438.10(g)(2)(iii) - (iv)] [Effective: No later than the rating period for contracts

starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes the extent to which, and how, after-hours care is provided. [42 CFR 438.10(g)(2)(v)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

1.C.2.13 - 1.C.2.17 [Applies to HIO, MCO, PIHP, PAHP, PCCM entity]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes:

o How emergency care is provided.*

e Information regarding what constitutes an emergency medical condition.*

¢ Information regarding what constitutes an emergency service.*

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

e The fact that the enrollee has a right to use any hospital or other setting for emergency

care.*

[42 CFR 438.10(g)(2)(v)] [Effective: No later than the rating period for contracts starting on
or after 7/1/2017]

1.C.2.18 - 1.C.2.19 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

1.C.2.20

1.C.2.21

The MCP is required to utilize the model enrollee handbook developed by the state that
includes:
e Any restrictions on the enrollee's freedom of choice among network providers.*
e The extent to which, and how, enrollees may obtain benefits, including family planning
services and supplies from out-of-network providers.*
[42 CFR 438.10(g)(2)(vi) - (vii)] [Effective: No later than the rating period for contracts
starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes an explanation that the MCP cannot require an enrollee to obtain a referral before
choosing a family planning provider. [42 CFR 438.10(g)(2)(vii)] [Effective: No later than the
rating period for contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes cost sharing for services furnished by the MCP, if any is imposed under the state
plan. [42 CFR 438.10(g)(2)(viii)] [Effective: No later than the rating period for contracts
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starting on or after 7/1/2017]

1.C.2.22 - 1.C.2.27 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes enrollee rights and responsibilities, including the enrollee’s right to:
e Receive information on beneficiary and plan information.*
o Be treated with respect and with due consideration for his or her dignity and privacy.*
o Receive information on available treatment options and alternatives, presented in a
manner appropriate to the enrollee's condition and ability to understand.*
e Participate in decisions regarding his or her health care, including the right to refuse
treatment.*
e Be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience or retaliation.*
e Request and receive a copy of their medical records and request that they be amended or
corrected.*
[42 CFR 438.10(g)(2)(ix); 42 CFR 438.100(b)(2)(i) - (vi)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

1.C.2.28 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes enrollee rights and responsibilities, including the enrollee's right to obtain available
and accessible health care services covered under the MCP contract. [42 CFR
438.10(g)(2)(ix); 42 CFR 438.100(b)(3)] [Effective: No later than the rating period for
contracts starting on or after 7/1/2017]

1.C.2.29 [Applies to HIO, MCO, PIHP, PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes the process of selecting and changing the enrollee's PCP. [42 CFR 438.10(g)(2)(X)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

I.C.2.30  [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The MCP is required to utilize the model enrollee handbook developed by the state that
includes grievance, appeal, and fair hearing procedures and timeframes in a state-developed or
state-approved description. [42 CFR 438.10(g)(2)(xi)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

1.C.2.31 - 1.C.2.36 [Applies to HIO, MCO, PIHP, PAHP]*
The MCP is required to utilize the model enrollee handbook developed by the state that:

¢ Includes the enrollee's right to file grievances and appeals.*

¢ Includes the requirements and timeframes for filing a grievance or appeal.*

o Includes information on the availability of assistance in the filing process for
grievances.*

¢ Includes information on the availability of assistance in the filing process for appeals.*

e Includes the enrollee's right to request a state fair hearing after the MCP has made a
determination on an enrollee's appeal which is adverse to the enrollee.*
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1.C.2.37

1.C.2.38

o Specifies that, when requested by the enrollee, benefits that the MCP seeks to reduce or
terminate will continue if the enrollee files an appeal or a request for state fair hearing
within the timeframes specified for filing, and that the enrollee may, consistent with
state policy, be required to pay the cost of services furnished while the appeal or state
fair hearing is pending if the final decision is adverse to the enrollee.*

[42 CFR 438.10(g)(2)(xi)(A) - (E)] [Effective: No later than the rating period for contracts

starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes how to exercise an advance directive. [42 CFR 438.10(g)(2)(xii); 42 CFR 438.3(j)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

[Applies to PAHP]*

The MCP is required to utilize the model enrollee handbook developed by the state that
includes how to exercise an advance directive, if the MCP includes any of the following
providers in its network: hospitals, critical access hospitals, home health agencies, providers of
home health care (and for Medicaid purposes, providers of personal care services), hospices,
and religious nonmedical health care institutions. [42 CFR 438.10(g)(2)(xii); 42 CFR 438.3(j);
42 CFR 489.102(a)] [Effective: No later than the rating period for contracts starting on or after
7/1/2017]

1.C.2.39 - 1.C.2.44 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

1.C.2.45

1.C.2.46

The MCP is required to utilize the model enrollee handbook developed by the state that
includes:
e How to access auxiliary aids and services, including additional information in alternative
formats or languages.™
e The toll-free telephone number for member services.*
e The toll-free telephone number for medical management.*
o The toll-free telephone number for any other unit providing services directly to
enrollees.*
¢ Information on how to report suspected fraud or abuse.*
e Any other content required by the state.*
[42 CFR 438.10(g)(2)(xiii) - (xvi)] [Effective: No later than the rating period for contracts
starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

The contract requires the MCP to provide each enrollee notice of any significant change, as
defined by the state, in the information specified in the enrollee handbook at least 30 days
before the intended effective date of the change. [42 CFR 438.10(g)(4)] [Existing standard.
The federal regulatory citation will change effective 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, PCCM, PCCM entity]
The contract specifies that the MCP is required to utilize the model enrollee handbook and
notices that describe the transition of care policies for enrollees and potential enrollees. [42
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CFR 438.62(b)(3)] [Effective: No later than the rating period for contracts starting on or after
7/1/2018]

1.C.3 Enrollee Handbook Dissemination

I.C.3.01 [Appliesto HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]
The contract specifies that handbook information provided to the enrollee is considered to be
provided if the MCP:

e Mails a printed copy of the information to the enrollee's mailing address.

o Provides the information by email after obtaining the enrollee's agreement to receive the
information by email.

e Posts the information on its website and advises the enrollee in paper or electronic form
that the information is available on the Internet and includes the applicable Internet
address, provided that enrollees with disabilities who cannot access this information
online are provided auxiliary aids and services upon request at no cost. OR

¢ Provides the information by any other method that can reasonably be expected to result
in the enrollee receiving that information.

[42 CFR 438.10(g)(3)(i) - (iv)] [Effective: No later than the rating period for contracts starting
on or after 7/1/2017]

1.C.4 Network Provider Directory
1.C.4.01 - 1.C.4.08 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
For each of the following provider types covered under the contract (physicians, including
specialists; hospitals; pharmacies; behavioral health providers; and Long-Term Services and
Supports (LTSS) providers, as appropriate), the contract requires the MCP to make the
following information on the MCP’s network providers available to the enrollee in paper form
upon request and electronic form:
o Names, as well as any group affiliations.*
e Street addresses.*
e Telephone numbers.*
o Website URLs, as appropriate.*
e Specialties, as appropriate.*
e Whether network providers will accept new enrollees.*
e The cultural and linguistic capabilities of network providers, including languages
(including ASL) offered by the provider or a skilled medical interpreter at the provider's
office, and whether the provider has completed cultural competence training.*
e Whether network providers' offices/facilities have accommodations for people with
physical disabilities, including offices, exam room(s) and equipment.*
[42 CFR 438.10(h)(2)(i) - (viii); 42 CFR 438.10(h)(2)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

1.C.4.09 - 1.C.4.10 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*
The contract requires that the MCP's provider network information included in:
e A paper provider directory must be updated at least monthly.*
e An electronic provider directory must be updated no later than 30 calendar days after the
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1.C.4.11

MCP receives updated provider information.*
[42 CFR 438.10(h)(3)] [Effective: No later than the rating period for contracts starting on or
after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]*

The contract requires that provider directories must be made available on the MCP's website
in a machine readable file and format as specified by the Secretary. [42 CFR 438.10(h)(4)]
[Effective: No later than the rating period for contracts starting on or after 7/1/2017]

1.C.5 Formulary
1.C.5.01 - 1.C.5.03 [Applies to HIO, MCO, PIHP, PAHP, PCCM entity]*

The contract requires the MCP to provide:
o Information in electronic or paper form about which generic and name brand
medications are covered.*
o Information in electronic or paper form about what tier each medication is on.*
e Formulary drug lists on the MCP's website in a machine readable file and format as
specified by the Secretary.*
[42 CFR 438.10(i)(1) - (3)] [Effective: No later than the rating period for contracts starting on
or after 7/1/2017]

1.C.6 Provider Terminations and Incentives

1.C.6.01

1.C.6.02

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]

The contract requires the MCP to make a good faith effort to give written notice of
termination of a contracted provider, within 15 calendar days after receipt or issuance of the
termination notice, to each enrollee who received his or her primary care from, or was seen on
a regular basis by, the terminated provider. [42 CFR 438.10(f)(1)] [Existing standard. The
federal regulatory citation will change effective 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP, PCCM entity]

The contract requires the MCP to make available, upon request, any physician incentive plans
in place. [42 CFR 438.10(f)(3); 42 CFR 438.3(i)] [Existing standard. The federal regulatory
citation will change effective 7/1/2017]

1.C.7 Marketing
I.C.7.01 - 1.C.7.04 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]*

The contract:
o Prohibits the MCP from distributing marketing materials without first obtaining state
approval.
e Requires the MCP to distribute marketing materials to its entire service area as indicated
in the contract.
e Requires that the MCP does not seek to influence enrollment in conjunction with the sale
or offering of any private insurance.*
¢ Prohibits the MCP from directly or indirectly engaging in door-to-door, telephone, e-
mail, texting, or other cold-call marketing activities.
[42 CFR 438.104(b)(2)(i) - (ii); 42 CFR 438.104(b)(1)(iv) - (v)] [Existing standard]
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I.C.7.05 - 1.C.7.07 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]
The contract:

o Specifies how the MCP ensures to the state that its marketing, including plans and
materials, is accurate and does not mislead, confuse, or defraud the recipients or the
state.

o Requires that the MCP’s materials cannot contain any assertion or statement (whether
written or oral) that the recipient must enroll in the MCP to obtain benefits or to not lose
benefits.

o Requires that the MCP’s materials cannot contain any assertion or statement (whether
written or oral) that the MCP is endorsed by CMS, the Federal or state government, or a
similar entity.

[42 CFR 438.104(b)(2)(i) - (ii)] [Existing standard]

1.C.8 General Information Requirements
1.C.8.01 - 1.C.8.06 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM, PCCM entity]*
The contract requires that if the MCP chooses to provide required information electronically to
enrollees:
e It must be in a format that is readily accessible.*
e The information must be placed in a location on the MCP's website that is prominent and
readily accessible.*
e The information must be provided in an electronic form which can be electronically
retained and printed.*
e The information is consistent with content and language requirements.*
e The MCP must notify the enrollee that the information is available in paper form without
charge upon request.*
e The MCP must provide, upon request, information in paper form within 5 business
days.*
[42 CFR 438.10(c)(6)(i) - (v)] [Effective: No later than the rating period for contracts starting
on or after 7/1/2017]

1.C.8.07 [Applies to HIO, MCO, PIHP, PAHP]
The contract requires the MCP to provide adult enrollees with written information on advance
directives policies, and include a description of applicable state law. [42 CFR 438.3(j)(3)]
[Existing standard. The federal regulatory citation changed effective 7/5/2016]

1.C.8.08 [Applies to HIO, MCO, PIHP, PAHP]
The contract requires the MCP to reflect changes in state law in its written advance directives
information as soon as possible, but no later than 90 days after the effective date of the
change. [42 CFR 438.3(j)(4)] [Existing standard. The federal regulatory citation changed
effective 7/5/2016]

1.C.8.09 [Appliesto HIO, MCO, PIHP, PAHP]
The contract requires the MCP to notify enrollees when it adopts a policy to discontinue
coverage of a counseling or referral service based on moral or religious objections at least 30
day prior to the effective date of the policy for any particular service. [42 CFR
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438.102(b)(21)(i)(B), 42 CFR 438.10(g)(4)] [Existing standard. The federal regulatory citation
changed effective 7/5/2016]

1.C.8.10 - 1.C.8.29 [Applies to HIO, MCO, PIHP, PAHP, PCCM Entity]
The contract requires the MCP to use the state-developed definition for the following terms:
appeal; durable medical equipment; emergency medical condition; emergency medical
transportation; emergency room care; emergency services; grievance; habilitation services and
devices; home health care; hospice services; hospitalization; hospital outpatient care;
physician services; prescription drug coverage; prescription drugs; primary care physician;
PCP; rehabilitation services and devices; skilled nursing care; and specialist.
[42 CFR 438.10(c)(4)(i)] [Effective: No later than the rating period for contracts starting on or
after 7/1/2017]

1.C.8.30 - 1.C.8.41 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]
The contract requires the MCP to use the state-developed definition for the following terms:
co-payment; excluded services; health insurance; medically necessary; network; non-
participating provider; plan; preauthorization; participating provider; premium; provider;
urgent care. [42 CFR 438.10(c)(4)(i)] [Effective: No later than the rating period for contracts
starting on or after 7/1/2017]

1.C.8.42 [Applies to HIO, MCO, PIHP, PAHP]*
The contract requires that the MCP disseminate practice guidelines to enrollees and potential
enrollees upon request. [42 CFR 438.236(c)] [Existing standard]

1.C.8.43 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP, PCCM entity]
The contract requires the MCP to use state developed enrollee notices. [42 CFR
438.10(c)(4)(ii)] [Effective: No later than the rating period for contracts starting on or after
7/1/2017]

1.C.8.44 [Applies to HIO, MCO, PIHP, PAHP]*
If the state delegates this function, the MCP contract specifies any state fair hearing notice
requirements that are the responsibility of the MCP. [42 CFR 438.228(b)] [Existing standard
for HIO, MCO, and PIHP. New requirement for PAHP, effective 7/5/2016]

1.C.9 Sales and Transactions

1.C.9.01 [Applies to HIO, MCO]
The contract requires the MCP to make any reports of transactions between the MCP and
parties in interest that are provided to the state, or other agencies available to MCP enrollees
upon reasonable request. [Section 1903(m)(4)(B) of the Act] [Existing standard]

1.D. Payment

1.D.1 General

1.D.1.01 [Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP]*
The contract specifies the final capitation rates for each MCP. [42 CFR 438.3(c)(1)(i)]
[Existing standard]
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1.D.1.02

1.D.1.03

1.D.1.04

1.D.1.05

[Applies to HIO, MCO, PIHP, PAHP, NEMT PAHP]*
The contract specifies that capitation payments may only be made by the state and retained by
the MCP for Medicaid-eligible enrollees. [42 CFR 438.3(c)(2)] [Effective: 7/5/2016]

[Applies to HIO, MCO, PIHP, PAHP]*

The contract specifies that, if used in the payment arrangement between the state and the
MCP, all applicable risk-sharing mechanisms, such as reinsurance, risk corridors, or stop-loss
limits, are described in the contract. [42 CFR 438.6(b)(1)] [Effective: 7/5/2016]

[Applies to HIO, MCO, PIHP, PAHP]*

The contract includes all delivery system and payment initiatives at the state's option as
outlined in 42 CFR 438.6(c) so long as the initiative has been approved prior to the
implementation of the contract and is described consistently with the approval of that
imitative under separate cover. [42 CFR 438.6(c)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP]*

This contract specifies the state will only make a monthly capitation payment to the MCP for
an enrollee aged 21-64 receiving inpatient treatment in an Institution for Mental Diseases
(IMD), as defined in 42 CFR 435.1010, so long as the facility is a hospital providing
psychiatric or substance use disorder inpatient care or a sub-acute facility providing
psychiatric or substance use disorder crisis residential services, and length of stay in the

IMD is for a short term stay of no more than 15 days during the period of the monthly
capitation payment. [42 CFR 438.6(e)] [Effective: 7/5/2016]

1.D.2 Incentive Arrangements

1.D.2.01 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that all incentive arrangements are for a fixed period of time. [42 CFR
438.6(b)(2)(i)] [Existing standard. The federal regulatory citation changed effective 7/5/2016]
1.D.2.02 [Applies to HIO, MCO, PIHP, PAHP]*

The contract specifies that performance for all incentive arrangements is measured during the
rating period under the contract in which the incentive arrangement is applied. [42 CFR
438.6(b)(2)(i)] [Effective: 7/5/2016]

.D.2.03 - 1.D.2.05 [Applies to HIO, MCO, PIHP, PAHP]*

The contract specifies that incentive arrangements:

e Are not renewed automatically.*

e Are made available to both public and private contractors under the same terms of
performance.*

e Do not condition MCP participation in the incentive arrangement on the MCP entering
into or adhering to intergovernmental transfer agreements.*

[42 CFR 438.6(b)(2)(ii) - (iv)] [Existing standard. The federal regulatory citation changed

effective 7/5/2016]

1.D.2.06  [Applies to HIO, MCO, PIHP, PAHP]*
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The contract specifies that all incentive arrangements are necessary for the specified activities,
targets, performance measures, or quality-based outcomes that support program initiatives as
specified in the state's quality strategy. [42 CFR 438.6(b)(2)(v); 42 CFR 438.340] [Effective:
7/5/2016]

1.D.3 Withhold Arrangements
1.D.3.01 - 1.D.3.06 [Applies to HIO, MCO, PIHP, PAHP]*
For all withhold arrangements, the contract must provide that:

e The arrangement is for a fixed period of time.*

e That performance is measured during the rating period under the contract in which the
withhold arrangement is applied.*

e The arrangement is not to be renewed automatically.*

e The arrangement is made available to both public and private contractors under the same
terms of performance.*

e The arrangement does not condition MCP participation in the withhold arrangement on
the MCP entering into or adhering to intergovernmental transfer agreements.*

e The arrangement is necessary for the specified activities, targets, performance measures,
or quality-based outcomes that support program initiatives as specified in the state's
quality strategy.™

[42 CFR 438.6(b)(3)(i) - (v); 42 CFR 438.340] [Effective: No later than the rating period for
contracts starting on or after 7/1/2017]

1.D.4 Medical Loss Ratio (MLR)

1.D.4.01 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that the MCP is required to calculate/report a MLR for each MLR
reporting year, consistent with MLR standards. [42 CFR 438.8(a)] [Effective: No
later than the rating period for contracts starting on or after 7/1/2017]

1.D.4.02 [Appliesto HIO, MCO, PIHP, PAHP]*
If a state elects to mandate a remittance with its MLR for its MCPs, the contract specifies that
the minimum MLR must be equal to or higher than 85 percent. [42 CFR 438.8(c)] [Effective:
No later than the rating period for contracts starting on or after 7/1/2017]

1.D.4.03 [Appliesto HIO, MCO, PIHP, PAHP]*
The contract specifies that the MLR calculation for each MCP in a MLR reporting year is the
ratio of the numerator (as defined in accordance with 42 CFR 438.8(e)) to the denominator (as
defined in accordance with 42 CFR 438.8(f)). [42 CFR 438.8(d) - (f)] [Effective: No later than
the rating period for contracts starting on or after 7/1/2017]

1.D.4.04 - 1.D.4.05 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that:

o Each MCP expense must be included under only one type of expense, unless a portion of
the expense fits under the definition of, or criteria for, one type of expense and the
remainder fits into a different type of expense, in which case the expense must be pro-
rated between types of expenses.*
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o Expenditures that benefit multiple contracts or populations, or contracts other than those
being reported, must be reported on pro rata basis.*
[42 CFR 438.8(g)(1)(i) - (ii)] [Effective: No later than the rating period for contracts starting
on or after 7/1/2017]

1.D.4.06 - 1.D.4.08 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that:

o Expense allocation must be based on a generally accepted accounting method that is
expected to yield the most accurate results.*

e Shared expenses, including expenses under the terms of a management contract, must be
apportioned pro rata to the contract incurring the expense.*

e Expenses that relate solely to the operation of a reporting entity, such as personnel costs
associated with the adjusting and paying of claims, must be borne solely by the reporting
entity and are not to be apportioned to the other entities.*

[42 CFR 438.8(g)(2)(i) - (iii)] [Effective: No later than the rating period for contracts starting
on or after 7/1/2017]

1.D.4.09 - 1.D.4.12 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that:

e The MCP may add a credibility adjustment to a calculated MLR if the MLR reporting
year experience is partially credible.*

e The credibility adjustment is added to the reported MLR calculation before calculating
any remittances, if required by the state.*

o The MCP may not add a credibility adjustment to a calculated MLR if the MLR
reporting year experience is fully credible.*

e If an MCP's experience is non-credible, it is presumed to meet or exceed the MLR
calculation standards.*

[42 CFR 438.8(h)(1) - (3)] [Effective: No later than the rating period for contracts starting on
or after 7/1/2017]

1.D.4.13 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that the MCP will aggregate data for all Medicaid eligibility groups
covered under the contract with the state unless the state requires separate reporting and a
separate MLR calculation for specific populations. [42 CFR 438.8(i)] [Effective: No later than
the rating period for contracts starting on or after 7/1/2017]

1.D.4.14  [Appliesto HIO, MCO, PIHP, PAHP]*
The contract specifies that, if required by the state, the MCP must provide a remittance for a
MLR reporting year if the MLR for that MLR reporting year does not meet the minimum
MLR standard of 85 percent or higher. [42 CFR 438.8(j); 42 CFR 438.8(c)] [Effective: No
later than the rating period for contracts starting on or after 7/1/2017]

1.D.4.15 - 1.D.4.29 [Applies to HIO, MCO, PIHP, PAHP]*
The contract specifies that the MCP must submit a MLR report to the state that includes, for
each MLR reporting year:
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1.D.4.30

1.D.4.31

e Total incurred claims.*

e Expenditures on quality improving activities.*

o Expenditures related to activities compliant with program integrity requirements.*

e Non-claims costs.*

e Premium revenue.*

o Taxes.*

e Licensing fees.*

e Regulatory fees.*

e Methodology(ies) for allocation of expenditures.*

o Any credibility adjustment applied.*

e The calculated MLR.*

e Any remittance owed to the state, if applicable.*

e A comparison of the information reported with the audited financial report.*

e A description of the aggregation method used to calculate total incurred claims.*

e The number of member months.*
[42 CFR 438.8(K)(1)(i) - (xiii); 42 CFR 438.608(a)(1) - (5); 42 CFR 438.608(a)(7) - (8); 42
CFR 438.608(b); 42 CFR 438.3(m); 42 CFR 438.8(i)] [Effective: No later than the rating
period for contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP]*

The contract specifies that the MCP must submit the MLR report in a timeframe and manner
determined by the state, which must be within 12 months of the end of the MLR reporting
year. [42 CFR 438.8(k)(2); 42 CFR 438.8(k)(1)] [Effective: No later than the rating period for
contracts starting on or after 7/1/2017]

[Applies to HIO, MCO, PIHP, PAHP]*

The contract specifies that the MCP must require any third party vendor providing claims
adjudication activities to provide all underlying data associated with MLR reporting to the
MCP within 180 days of the end of the MLR reporting year or within 30 days of being
requested by the MCP, whichever comes sooner, regardless of current contractual limitations,
to calculate and validate the accuracy of MLR reporting. [42 CFR 438.8(k)(3)] [Effective: No
later than the rating period for contracts starting on or