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SECTION 1.0 SCOPE OF CONTRACT

This Contract, by and between the Department of Medical Assistance Services (hereinafter
referred to as the Department or DMAS) and the Contractor, is for the provision of Medicaid
managed long term services and supports to individuals enrolled in the Department’s
Commonwealth Coordinated Care Plus (CCC Plus) Program. In accordance with MLTSS RFP-
2016-01, the initial period of this Contract is five (5) fiscal years starting on August 1, 2017 and
operating through June 30, 2022. The Department can extend the contract, for up to five (5) 12-
month extensions. Refer to Section 22.0 Terms and Conditions for terms and conditions. All
Contracts and rates will be renewed annually as needed, subject to CMS and Virginia legislative
approval.

Under this Contract, the Contractor shall operate in all six (6) regions of the Commonwealth and
in all localities in each region, except as outlined in Section 2.2 Readiness Review. The
Contractor shall provide the full scope of services and deliverables through an integrated and
coordinated system of care as required, described, and detailed herein, consistent with all
applicable laws and regulations, and in compliance with service and delivery timelines as
specified by this Contract.

1.1 APPLICABLE LAWS, REGULATIONS, AND INTERPRETATIONS
The documents listed herein shall constitute the Contract between the parties, and no other
expression, whether oral or written, shall constitute any part of this Contract. Any conflict,
inconsistency, or ambiguity among the Contract documents shall be resolved by giving legal
order of precedence in the following order:
* Federal Statutes
* Federal Regulations
« 1915(b)(c) CCC Plus Waivers
+ State Statutes
« State Regulations
» Virginia State Plan
« CCC Plus Contract, including all amendments and attachments including Medicaid
memos and relevant manuals, as updated
e CCC Plus Technical Manual including CCC Plus Core Performance Measures List, CCC
Plus Encounter Technical Manual, ARTS Technical Manual, and other technical manuals
« CCC Plus Program Operational Memoranda and Guidance Documents
» CCC Plus Model Member Handbook
« DMAS Network Submission Requirements Manual (NSRM)

Any ambiguity or conflict in the interpretation of this Contract shall be resolved in accordance
with the requirements of Federal and Virginia laws and regulations, including the State Plan for
Medical Assistance Services and Department memos, notices, and provider manuals.

Services listed as covered in any member handbook shall not take precedence over the services
required under this Contract or the State Plan for Medical Assistance.



1.1.1 Guidance Documents and Department Forms

The Department may issue guidance documents and program memoranda clarifying, elaborating
upon, explaining, or otherwise relating to Contract administration and clarification of coverage.
The Contractor shall comply with all such program memoranda. In addition, DMAS program
policy manuals, Medicaid Memos and forms used in the administration of benefits for Medicaid
individuals and referenced within this Contract are available on the DMAS web portal at
https://vamedicaid.dmas.virginia.gov/.

1.2 COMMITMENT TO DEPARTMENT GOALS FOR DELIVERY SYSTEM
REFORM AND PAYMENT TRANSFORMATION

The Contractor shall work collaboratively with the Department on Health Information Exchange,
Medicaid delivery system reform, payment reform, and other future key initiatives.

1.3 DEPARTMENTAL MEETINGS

The Contractor shall participate in meetings with the Department, including DMAS Managed
Care Advisory Committee, MCO Workgroup, Quality Collaborative, CFO Quarterly Meetings,
Compliance Collaborative, Program Integrity, CMO and Pharmacy Director, ARTS Workgroup,
or any other groups as necessary or when requested to do so by the Department. In-person
attendance is expected unless otherwise noted by the Department.

1.4 PARTNERSHIP FOR PETERSBURG

The Contractor will support the Partnership for Petersburg initiative and participate in at least
one activity or event per month in alignment with the Department’s goals to 1) provide mobile
health care clinics and community events to improve access to critical health screenings and
preventive care as well as enhance utilization of pediatric, primary care and dental services; 2)
improve Petersburg maternal and infant health outcomes; and 3) promote health literacy for
members residing within the City of Petersburg. Activities will be shared with the Department no
later than the 26th day of the calendar month prior to the scheduled date. No activities related to
Partnership for Petersburg are, or will be, considered in the development of the Contractor’s
capitation rate.
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SECTION 2.0 REQUIREMENTS PRIOR TO OPERATIONS
2.1 ORGANIZATIONAL STRUCTURE

2.1.1 Virginia Based Operations

The Contractor shall have a Virginia-based operation that is dedicated to this Contract. The
Department does not require claims, utilization management, customer service, pharmacy
management, or Member services to be physically located in Virginia; however, these service
areas must be located within the United States.

2.1.2 Dedicated Project Director and Project Manager

The Contractor shall have a dedicated Virginia CCC Plus Project Director and dedicated Project
Manager located in an operations/business office within the Commonwealth of Virginia. The
Contractor’s Project Director and Project Manager, if desired, may provide oversight for both the
Virginia CCC Plus program and the Virginia D-SNP program. The Contractor’s Project Director
and Project Manager are expected to attend all meetings required by DMAS.

2.1.2.1 Project Director

The Contractor’s Project Director shall be authorized and empowered to make contractual,
operational, and financial decisions including rate negotiations for Virginia business. The CCC
Plus Project Director shall be solely responsible to the Contractor (not a third party
administrator) and comply with all requirements of this Contract in that capacity.

2.1.2.2 Project Manager

The CCC Plus Project Manager shall have the ability to make timely decisions about the CCC
Plus program issues and shall represent the Contractor at the Department’s meetings. The CCC
Plus Project Manager must be able to respond to issues involving information systems and
reporting, appeals, quality improvement, Member services, service management, pharmacy
management, medical management, care coordination, claim payment, provider
relations/contracting, and issues related to the health, safety, and welfare of the Members.

2.1.3 Medical and Behavioral Health Leadership Staff

The Contractor’s Virginia-based location shall also include a dedicated full-time Virginia-
licensed Medical Director/Chief Medical Officer, starting July 1, 2019, a dedicated full-time, or
contracted, Medical Behavioral Health Director who is a Virginia-licensed psychiatrist and is
qualified in the diagnosis of mental illness, a Virginia-licensed Behavioral Health/Addiction
Recovery Treatment Clinical Director, Long Term Services and Supports Director, and Care
Coordination Manager able to perform comprehensive oversight and comply with all
requirements covered under this Contract.

2.1.4 Provider Relations Staff

The Contractor shall have a Provider Network Manager responsible for network development,
recruitment, credentialing, and management. The Contractor’s provider relations staff must be
located within the geographic region where the Contractor operates. The Contractor’s regional
provider relations staff shall work with providers, including face-to-face when necessary, to
ensure that appropriate and accurate information is collected during the credentialing process.
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The Contractor shall also ensure that this provider information is accurately reflected in the
Contractor’s provider directory, including but not limited to information on the provider’s
cultural competency, disability accessibility and open panels.

The Contractor shall have dedicated staff available at all times during business hours for
providers to call for assistance regarding the CCC Plus program including but not limited to
community based providers and nursing facilities. These dedicated provider assistance staff
shall be able to guide providers in all areas of the program and in all long term services and
supports offered by the program. Refer to Section 12.0 Provider Services and Claims Payment.

2.1.5 Consumer Direction Services Manager

The Contractor shall have a dedicated project manager for Consumer-Directed (CD) services.
The complexities of Consumer Direction require that the CD project manager focus on the many
areas of consumer direction, patient pay and working with the Fiscal/Employer Agent (F/EA).
The CD project manager shall be the chief liaison with the F/EA and serve as the Contractor’s
Subject Matter Expert (SME) for consumer direction. The CD project manager shall
troubleshoot payment issues, review submitted fraud allegations and report suspected fraud
waste and abuse issues to the agency. This individual shall not have major responsibility for any
other portion of the CCC Plus contract. Refer to the various sections of this Contract referencing
Consumer Direction and/or Patient Pay.

2.1.6 First-Tier, Downstream, and Related Entities

The Contractor shall have a detailed plan in place to monitor the performance on an ongoing
basis of all first-tier, downstream, and related entities to assure compliance with applicable
policies and procedures of the Contractor, including encounter data, enrollment, credentialing
and recredentialing policies and procedures. The plan shall be in compliance with 42 CFR §
438.230 (b), the Medicaid managed care regulation governing delegation and oversight of sub-
contractual relationships by managed care entities.

2.1.7 Care Coordination Staffing

The Contractor’s Care Coordination staff must be sufficient for its enrolled population and
located within the geographic region where the Contractor operates. Additionally, in each region
where the Contractor participates and serves CCC Plus Members, the Contractor shall have at
least one (1) dedicated Care Coordinator without a caseload to assist individuals with the goal of
transitioning from institutional care to the community. See Section 5.0 CCC Plus Model of Care
for more information.

2.1.8 Key Personnel

The Contractor’s Project Director, Project Manager, Chief Medical Officer/Medical Director,
Pharmacy Director, Medical Behavioral Health Director, Behavioral Health Director, Director of
Long Term Services and Support, Chief Financial Officer, Chief Operating Officer or Director
of Operations, Quality Director, Senior Manager of Clinical Services, Claims Director, IT
Director, Compliance Officer, ADA Compliance Director (can be the same as the Compliance
Officer), and/or equivalent position(s) are “key personnel.” Upon request by the Department
effective July 1, 2019, the Contractor shall submit to the Department the name, resume, and job
description for each of the key personnel to the Department within five (5) business days of the
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request. Reference Section 2.1.3 Medical and Behavioral Health Leadership Staff for additional
staffing qualifications for the Medical Behavioral Health Director. Reference Section 10.5 QI
Staffing for additional staffing qualifications for the Quality Director and quality management
and improvement related staffing requirements.

2.1.9 Notification of Key Personnel Changes

At any time during the effective dates of this Contract, if the Contractor substitutes another
individual in a key staff position or whenever a key staff person vacates the assigned position,
the Contractor shall notify the Department within five (5) business days and provide the name(s)
and resume(s) of qualified permanent or temporary replacement(s).

2.1.10 Department Concerns Related to Staffing Performance

If the Department is concerned that any of the key personnel are not performing the
responsibilities, including but not limited to, those provided for in the person’s position
description, the Contractor will be informed of this concern. The Contractor shall investigate said
concerns promptly, take any actions the Contractor reasonably determines necessary to ensure
full compliance with the terms of this Contract, and notify the Department of such actions. If the
Contractor’s actions fail to ensure full compliance with the terms of this Contract, as determined
by the Department, corrective action provisions may be invoked.

2.2 READINESS REVIEW

The Department and/or its duly authorized representatives shall conduct readiness review(s)
which may include desk reviews and site visits. This review may be conducted prior to
enrollment of any Members in the MCO, prior to the renewal of the Contract, prior to the
Contract being amended to add a new covered population or any new aid categories, and anytime
thereafter upon the Department’s request and at the Department’s discretion. This review(s) shall
be conducted prior to enrollment of any Members with the Contractor and/or prior to the renewal
of the Contract. The purpose of the review is to provide the Department with assurances that the
Contractor is able and prepared to perform all administrative functions and to provide high-
quality services to enrolled Members.

The review will document the status of the Contractor with respect to meeting program standards
set forth in the Federal and State regulations and this Contract, as well as any goals established
by the Department. The scope of the readiness review(s) shall include, but is not limited to, a
review of the following elements:
1) Network Provider composition and access;
2) Staffing, including Key Personnel and functions directly impacting Members (e.g.,
adequacy of Member Services staffing);
3) Care coordination capabilities;
4) Content of Provider Contracts, including any Provider Performance Incentives;
5) Member Services capability (materials, processes and infrastructure, e.g., call center
capabilities);
6) Comprehensiveness of quality management/quality improvement and utilization
management strategies;
7) Internal grievance and appeal policies and procedures;
8) Monitoring of all first tier, downstream, and related entities;
9) Fraud and abuse and program integrity policies and procedures;
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10) Financial solvency;

11) Information systems, including claims payment system performance, interfacing and
reporting capabilities and validity testing of Encounter Data, including IT testing and
security assurances.

In the instance where there is a change to the Contract terms that does not affect one or more of
the elements above, and when the Department has previously conducted a readiness review on
the non-impacted element(s), the Department has the discretion to deem that the previously
conducted readiness review for non-impacted items is sufficient to meet readiness requirements.

No individual shall be enrolled in the Contractor’s health plan prior to the Department making a
determination that the Contractor is ready and able to perform its obligations under the Contract
as demonstrated during the Readiness Review.

As a result of findings from the Readiness Review, the Department may make a determination
that the Contractor is not able to perform any or all of its obligations under this Contract. The
Department reserves the right to deny participation in some or all areas of the Commonwealth
for the CCC Plus program if the Contractor fails the Readiness Review within the timeframe
specified.

This Contract is for all contracted health plans to participate statewide in all regions and
localities. However, the Department further reserves the right to deny participation in certain
cities/counties where it is found the Contractor has either network or staffing inadequacy. At
that time, the Department may utilize one or all of the following: (1) issue a corrective action
plan outlining the problematic areas and the timeframe required for compliance; (2) freeze
enrollment statewide for any new Members until statewide participation is reached; and/or (3)
terminate this Contract (refer to Section 22.0 Terms and Conditions).

23 LICENSURE

The Contractor shall obtain and retain at all times during the period of this Contract a valid
license issued with “Health Maintenance Organization” Lines of Authority by the State
Corporation Commission and comply with all terms and conditions set forth in the Code of
Virginia 88 38.2-4300 through 38.2-4323, 14 VAC 5-211-10 et seq. and any and all other
applicable laws of the Commonwealth of Virginia, as amended. A copy of this license shall be
submitted with the signature page at each annual contract renewal.

24 CERTIFICATION OF QUALITY

Pursuant to 8 32.1-137.1 through 8 32-137.6 Code of Virginia, and 12 VAC 5-408-10 et seq., all
managed care health insurance plan licensees must obtain service area approval certification and
remain certified by the VDH Office of Licensure and Certification (formerly State Health
Commissioner Center for Quality Health Care Services and Consumer Protection) to confirm the
quality of the health care services they deliver. Failure to maintain certification may result in
termination of this Contract. A copy of this certification shall be submitted with the signature
page at each annual contract renewal.
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2.5 NATIONAL COMMITTEE FOR QUALITY ASSURANCE (NCQA)
ACCREDITATION

The Contractor shall obtain and retain health plan accreditation by the National Committee for
Quality Assurance (NCQA). If the Contractor is not accredited at start-up, the Contractor shall
adhere to NCQA standards while working toward accreditation based on the most current
version of NCQA Health Plan Accreditation Standards. Refer to Section 10.19 National
Committee for Quality Assurance (NCQA) Accreditation for more details regarding
requirements, milestones and related timelines.

The Contractor shall advise the Department within ten (10) calendar days if the Contractor has
received notification from NCQA of a change in its accreditation status.

2.6 DUAL ELIGIBLE SPECIAL NEEDS PLAN (D-SNP)

The Contractor shall have an approved Dual Eligible Special Needs Plan (D-SNP) contract in all
localities in each region where the health plan provides services under the CCC Plus program
Contract or begin operating a D-SNP in all localities in each region where the health plan
provides services under this Contract within three (3) years of being awarded a CCC Plus
program Contract. In any instance when the CMS approved D-SNP service areas do not match
the State’s approved CCC Plus service areas, the State may restrict the CCC Plus service area to
algin with the CMS approved D-SNP service areas. When appropriate, the State may work with
the Contractor to achieve fully aligned service areas prior to terminating the Contract.

At the Department’s discretion, failure to comply with this requirement may deem the Contractor
non-compliant and subject to termination of this Contract. Refer to Section 22.0, Terms and
Conditions.

2.6.1 Default Enrollment

Effective January 1, 2020, state-Contracted D-SNPs not previously approved by CMS for default
enrollment activities shall submit to CMS an initial application to perform such activities subject
to the requirements of 42 CFR 8 422.66, as outlined below, and applicable CMS regulatory sub-

guidance, including the Medicare Managed Care Manual, Chapter 2, Section 40.1.4.

CMS approval of an initial application to perform default enrollment activities shall be obtained
by no later than five (5) calendar days before initiating Default Enrollment activities. Once
authorized by CMS to perform default enrollment activities, state contracted D-SNPs shall renew
such authorizations in accordance with the requirements and timeframes of 42 CFR § 422.66 and
applicable CMS regulatory sub-guidance. State-contracted D-SNPs shall coordinate default
enrollment of newly Medicare eligible individuals who are currently enrolled only in its
companion Medicaid plan, who are aging-in to Medicare, as well as those qualifying for
Medicare upon completion of the 24-month waiting period due to a disability.

The conditions of default enrollment in 42 CFR § 422.66 are listed below. The Contractor shall
ensure that the following conditions are met before initiating default enrollment activities,
including enrolling individuals into a Medicare Advantage dual eligible special needs plan.

During an individual's initial coverage election period, an individual may be deemed to have
elected a MA special needs plan for individuals entitled to medical assistance under a
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State plan under Title XIX (including a fully integrated dual eligible special needs plan as
defined in § 422.2) offered by the organization provided all the following conditions are met:

1) At the time of the deemed election, the individual remains enrolled in an
affiliated Medicaid managed care plan. For purposes of this section, an
affiliated Medicaid managed care plan is one that is offered by the MA organization that
offers the dual eligible MA special needs plan or is offered by an entity that shares a
parent organization with such MA organization;

2) The state has approved the use of the default enrollment process in the contract described
in 8 422.107 and provides the information that is necessary for the MA organization to
identify individuals who are in their initial coverage election period;

3) The MA organization offering the MA special needs plan has issued the notice described
in paragraph (c)(2)(iv) of this section to the individual;

4) Prior to the effective date described in paragraph (c)(2)(iii) of this section, the individual
does not decline the default enrollment and does not elect to receive coverage other than
through the MA organization;

5) CMS has approved the MA organization to use default enrollment under paragraph
(c)(2)(ii)of this section;

6) The MA organization has a minimum overall quality rating from the most recently issued
ratings, under the rating system described in 88 422.160 through 422.166, of at least 3
stars or is a low enrollment contract or new MA plan as defined in § 422.252; and

7) The MA organization does not have any prohibition on new enrollment imposed
by CMS.

The state-contracted D-SNPs shall report on default enrollment statistics monthly to the
Department on an informational basis only, as specified in its state-contracted MIPPA
Agreement.

The Department will continue to establish requirements to improve alignment for dual eligible
members, including, but not limited to initiatives that enhance care coordination. State-
contracted D-SNPs shall collaborate with the Department, and CMS as applicable, in developing
and implementing additional strategies that enhance alignment of dual eligible members enrolled
in D-SNPs and companion Medicaid Plans.

2.6.2 Medicare and Medicaid Integration

Effective January 1, 2021, the Contractor’s approved D-SNP is now required to integrate its
Medicare and Medicaid service and benefit coverage in a manner that is consistent with, or
similar to, CMS requirements for Fully Integrated Dual Eligible Special Needs Plans (FIDE
SNP). DMAS will consider exceptions to this requirement on a case-by-case basis. Specific
integration requirements are fully described in the State’s D-SNP contract with the Contractor.

2.7 BUSINESS ASSOCIATE AGREEMENT (BAA)

The Contractor shall be required to enter into a DMAS-approved Business Associate Agreement
(BAA) (attached) with the Department to comply with regulations concerning the safeguarding
of protected health information (PHI) and electronic protected health information (ePHI). The
Contractor shall comply, and shall ensure that any and all subcontractors comply, with all State
and Federal laws and regulations with regards to handling, processing, or using the Department’s
PHI and ePHI. This includes but is not limited to 45 CFR Parts 160 and 164 Modification to the
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HIPAA Privacy, Security, Enforcement, and Breach Notification Rules Under the Health
Information Technology for Economic and Clinical Health Act and the Genetic Information
Nondiscrimination Act; Other Modifications to the HIPAA Rules; Final Rule, January 25, 2013,
and related regulations as they pertain to this agreement. The Contractor shall keep abreast of the
regulations. The Contractor shall comply with all current and future HIPAA regulations at no
additional cost to the Department or CMS. A sample of the BAA is shown as Attachment 2.

2.8 AUTHORIZATION TO CONDUCT BUSINESS IN THE COMMONWEALTH
The Contractor, as a stock or non-stock corporation, limited liability company, business trust, or
limited partnership, or registered as a limited liability partnership, shall be authorized to transact
business in the Commonwealth as a domestic or foreign business entity if so required by Title
13.1 or Title 50 of the Code of Virginia or as otherwise required by law. Any business entity
described above that enters into a contract with a public body pursuant to the Virginia Public
Procurement Act shall not allow its existence to lapse or its certificate of authority or registration
to transact business in the Commonwealth, if so required under Title 13.1 or Title 50, to be
revoked or cancelled at any time during the term of the contract. A public body may void any
contract with a business entity if the business entity fails to remain in compliance with the
provisions of this section.

2.9 CONFIDENTIALITY STATUTORY REQUIREMENTS

The Contractor understands and agrees that DMAS may require specific written assurances and
further agreements regarding the security and privacy of protected health information that are
deemed necessary to implement and comply with standards under HIPAA as implemented in 45
CFR, parts 160 and 164. The Contractor further represents and agrees that, in the performance of
the services under this Contract, it will comply with all legal obligations as a holder of personal
data under the Code of Virginia § 32.1-127.1:03. The Contractor represents that it currently has
in place policies and procedures that will adequately safeguard any confidential personal data
obtained or created in the course of fulfilling its obligations under this Contract in accordance
with applicable State and Federal laws. The Contractor is required to design, develop, or
operate a system of records on individuals, to accomplish an agency function subject to the
Privacy Act of 1974, Public Law 93-579, December 31, 1974 (5 USCS8 552a) and applicable
agency regulations. Violation of the Act may involve the imposition of criminal penalties.

2.9.1 Federal Confidentiality Rules Related to Drug Abuse Diagnosis and Treatment

The Contractor shall comply with Federal confidentiality law and regulations (codified as 42
USC § 290dd-2 and 42 CFR Part 2 (“Part 2”)), which outlines under what limited circumstances
information about the patient’s substance use disorder treatment may be disclosed with and
without the client’s consent. 42 CFR Part 2 applies to any individual or entity that is Federally
assisted and holds itself out as providing, and provides, alcohol or drug abuse diagnosis,
treatment or referral for treatment (42 CFR § 2.11). The regulations restrict the disclosure and
use of alcohol and drug patient records which are maintained in connection with the performance
of any Federally assisted alcohol and drug abuse program (42 CFR § 2.3(a)). The restrictions
apply to any information disclosed by a covered program that “would identify a patient as an
alcohol or drug abuser ...” (42 CFR § 2.12(a) (1)). With limited exceptions, 42 CFR Part 2
requires patient consent for disclosures of protected health information even for the purposes of
treatment, payment, or health care operations. Consent for disclosure must be in writing.
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The Contractor will not be held accountable to provide care coordination under Addiction and
Recovery Treatment Services (ARTS) (See Section 23.1, Definitions) if they have not received
written disclosure from the Member’s provider (See Attachment 4 of this Contract, Sample
Consent for the Release of Confidential Alcohol or Drug Treatment Information).

2.10 DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST

In accordance with Federal regulations contained in 42 CFR 88 455.100 through 455.106, 42
CFR § 438.604(a)(6), 42 CFR § 438.608(c)(2) and 42 CFR § 438.610 the Contractor shall
disclose all of the following for the Contractor’s owner(s) and managing employee(s) or persons
or corporations with an ownership or control interest in the Contractor’s plan:

e Information on ownership and control (42 CFR § 455.104);

e Name, address, date of birth, and Social Security Number of any managing employee;

e Information on whether a person or corporation with an ownership or control interest in
the Contractor’s plan of five percent (5%) or more interest is related to another person
with ownership or control interest in the health plan as a spouse, parent, child or sibling
(42 CFR 8 438.604(a)(6); 42 CFR § 455.104(b)(2); 42 CFR § 438.608(c)(2));

e Information on whether a person or corporation with an ownership or control interest in
any subcontractor in which the Contractor has a five percent (5%) or more interest is
related to another person with ownership or control interest in the MCP as a spouse,
parent, child, or sibling;

e Information of any other disclosing entity in which an owner of the Contractor has an
ownership or control interest;

e Information related to business transactions (42 CFR § 455.105); and,

e Information on persons convicted of crimes against Federally related health care
programs (42 CFR § 455.106).

The Contractor shall provide the required information using the Disclosure of Ownership and
Control Interest Statement (DMAS 1513), included as part of the Contractor Specific Contract
Terms and Signature Pages, annually at the time of Contract signing. A copy of the form may be
found on the DMAS website at this link. The Contractor shall also disclose the information
described in this section at least five (5) calendar days prior to any change in ownership,
concerning each Person with Ownership or Control Interest. In accordance with Section
1903(m)(4)(B) of the Act, the Contractor shall make any reports of transactions between the
Contractor and parties in interest that are provided to the state, or other agencies available to its
Members upon reasonable request.

Additionally, the Contractor shall submit the completed form to the Department within thirty-
five (35) calendar days of the Department’s request. Failure to disclose the required information
accurately, timely, and in accordance with Federal and Contract standards may result in refusal
to execute this Contract, sanction as described in the Section 18.0 Enforcement, Remedies and
Compliance of this Contract, and/or termination of this Contract by the Department.

The Contractor shall maintain such disclosed information in a manner which can be periodically
reviewed by the Department. In addition, the Contractor shall comply with all reporting and
disclosure requirements of 42 USC § 1396b(m)(4)(A), 42 CFR § 438.610 and 42 CFR 8
455.436.
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The Contractor shall conduct monthly checks for all of the Contractor’s owners and managing
employees against the Federal listing of excluded individuals and entities (LEIE) database. The
LEIE database is available at https://oig.hhs.gov/exclusions/exclusions_list.asp.

Federal database checks shall be consistent with the requirements at 42 CFR 8§ 455.436. The
Contractor shall confirm the identity and determine the exclusion status of the Contractor’s its
subcontractors, as well as any person with an ownership or control interest, or who is an agent or
managing employee of the Contractor/subcontractor through routine checks of Federal databases.

2.10.1 Change in Contractor Organizational Structure or Operations

Any changes to Contractor organizational structure and/or operations that have significant
impact on Virginia Medicaid require advance notification to the Department. A change in
Organizational Structure may require a Contract Amendment. At a minimum, these include any
of the changes described below.

1) Uninterrupted services and ongoing adequate access to care and choice for Members.

2) The ability to maintain and support the Contract requirements including the commitments
in the proposal submitted to DMAS during the procurement process, as modified by the
contracting process with DMAS.

3) Major functions of the Contractor’s organization, as well as DMAS programs and
members, are not adversely affected.

4) The integrity of a fair, competitive DMAS procurement process for Managed Care
contracts.

The Contractor shall submit notice to the Department for review and approval, no less than thirty
(30) days in advance of implementing a change to any, all of the following:

1) Changes to the organizational structure and operations of the Contractor, its parent
company, or affiliated entities that have significant impact on Virginia Medicaid, as
determined by the Department.

2) Significant changes in, contracting or a change from the original proposal submitted by
the Contractor in response to the Department’s Request for Proposal (RFP).

3) Significant decisions by the Contractor, its parent company, or affiliated entities affecting
Medicaid business in Virginia or other states.

4) Contractor and subcontractor changes and terms directly related to the delivery of
healthcare to Medicaid members, including, but not limited to:

PBM and specialty pharmacy
Transportation

Information management
TPA arrangements

Claims payment vendor
Medical management
Utilization management

Care coordination/case management
Program Integrity

Fraud Waste and Abuse
Specialty services

Marketing and outreach
Provider contracting services
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e Value Based Purchasing

e Actuarial Services

Quality Improvement

Data Management

Financial Management

Provider Relations and Network Management
Member Materials

Compliance

DMAS reserves the right to suspend a Contractor’s new Member enrollment including, but not
limited to, auto-assignment pending DMAS review and final determination regarding a
Contractor’s Change in Organizational Structure. In addition, DMAS may offer open enrollment
to the Members assigned to the Contractor should a significant change in organizational structure
or operations occur that impacts Virginia Medicaid, as determined by the Department.

A change in organizational structure may require a Contract amendment.

2.11 PROHIBITED AFFILIATIONS WITH ENTITIES DEBARRED BY FEDERAL
AGENCIES

In accordance with 42 USC § 1396 u-2(d)(1), and further explained in 42 CFR 8§ 438.610 and
455 Subpart B, and the State Medicaid Director Letter SMDL #08-003, the Contractor or its
subcontractors shall not knowingly have an employment, consulting, provider agreement, or
other agreement or relationship for the provision of items and services that are significant and
material to the Contractor’s obligations under this Contract with any person, or affiliate of such
person, who is excluded, under Federal law or regulation, from certain procurement and non-
procurement activities. Further, no such person may have beneficial ownership of more than five
(5) percent of the Contractor’s equity or be permitted to serve as a director, officer, or partner of
the Contractor. Additionally, the Contractor and its subcontractor are further prohibited from
contracting with providers who have been terminated from the Medicaid program by DMAS for
fraud, waste and abuse.

The Contractor shall report to the Department within five (5) calendar days of discovery of any
Contractor or subcontractor owners or managing employees identified on the Federal List of
Excluded Individuals/Entities (LEIE) database and the action taken by the Contractor.

Failure to disclose the required information accurately, timely, and in accordance with Federal
and Contract standards may result in refusal to execute this Contract, termination of this
Contract, and/or sanction by the Department.

In accordance with 42 CFR § 438.610(d)(3); 42 CFR 8§ 438.610(a); Exec. Order No. 12549, if
the Department finds that the Contractor is not in compliance and has a prohibited relationship
with an individual or entity that is debarred, suspended, or otherwise excluded from participating
in procurement activities under the Federal Acquisition Regulation (FAR), or from participating
in nonprocurement activities under regulations issued under Executive Order No. 12549, or if the
Contractor has a relationship with an individual who is an affiliate of such an individual, the
Department:

1) Shall notify the Secretary of the noncompliance;
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2) May continue an existing agreement with the Contractor unless the Secretary directs
otherwise; and,

3) May not renew or otherwise extend the duration of an existing agreement with the
Contractor unless the Secretary provides to the State and to Congress a written statement
describing compelling reasons that exist for renewing or extending the agreement despite
the prohibited affiliations.

In accordance with 42 CFR § 438.610(d)(3) and 42 CFR § 438.610(b) if the Department learns
that the Contractor has a prohibited relationship with an individual or entity that is excluded from
participation in any Federal health care program under section 1128 or 1128A of the Social
Security Act, the Department may not renew or extend the existing agreement with the
Contractor unless the Secretary provides to the Department’s and to Congress a written statement
describing compelling reasons that exist for renewing or extending the agreement despite the
prohibited affiliation.

2.12 EXCLUDED ENTITIES
The Contractor shall, upon obtaining information or receiving information from the Department
or from another verifiable source, exclude from participation in the Contractor’s plan for this
Contract all provider or administrative entities who have been excluded from participation in the
Medicare, Medicaid, and/or SCHIP programs pursuant to Sections 1128 or 1156 of the Social
Security Act or who are otherwise not in good standing with the DMAS Medicaid or FAMIS
programs. The Contractor shall also exclude from participation in the Contractor’s plan any
provider or administrative entities which have a direct or indirect substantial contractual
relationship with such an excluded or debarred individual or entity. A substantial contractual
relationship is defined as any contractual relationship which provides for one or more of the
following services:
1) The administration, management, or provision of medical services;
2) The establishment of policies pertaining to the administration, management, or provision
of medical services; or
3) The provision of operational support for the administration, management, or provision of
medical services.
4) Entities who are to be excluded per Code of Virginia § 32.1- 325.
5) Prohibited Affiliations with Entities Debarred by Federal Agencies, see §13.3(a).

2.13 CONTRACTOR COMPLIANCE PROGRAM
The Contractor shall have an effective compliance program that applies to its operations,
consistent with 42 CFR 88 438.600-610, 42 CFR 8 455. The compliance program shall, at a
minimum, include written policies, procedures and standards of conduct that:
1) Articulate the Contractor's commitment to comply with all applicable Federal and State
standards;
2) Describe compliance expectations as embodied in the standards of conduct;
3) Implement the operation of the compliance program;
4) Provide guidance to employees and others on dealing with potential compliance issues;
5) Identify how to communicate compliance issues to appropriate compliance personnel;
6) Describe how potential compliance issues are investigated and resolved by the
Contractor; and,
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7) Include a policy of non-intimidation and non-retaliation for good faith participation in the
compliance program, including but not limited to reporting potential issues, investigating
issues, conducting self-evaluations, audits and remedial actions, and reporting to
appropriate officials.

2.14 COVID-19

The Contractor must work with the Department to support current and future COVID-19
activities including but not limited to the transition to pre-COVID-19 policies, such as the
unwinding of maintenance of effort (MOE) requirements protecting Members from loss of
coverage. This includes supporting efforts as identified by the Department to redetermine
Member eligibility to maintain Medicaid and CHIP coverage wherever possible. Expectations of
the Contractor include but are not limited to providing Member and provider notifications and
communications, and implementation of care coordination and service delivery flexibilities that
assure minimal Member disruption and access to care. Details on how the Contractor is expected
to help support the Department with COVID-19 and related unwinding activities may be issued
by the Department in memorandum and guidance documents outside of this Contract.
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SECTION 3.0 ENROLLMENT AND ASSIGNMENT PROCESS

3.1 ELIGIBILITY AND ENROLLMENT RESPONSIBILITIES

The Department shall have sole responsibility for determining the eligibility of an individual for
Medicaid funded services. The Department shall also have sole responsibility for determining
enrollment with the Contractor and such determinations shall be final and are not subject to
review or appeal by the Contractor.

3.1.1 Eligible Populations

The Contractor shall enroll and provide coverage for Members as determined by the Department.
The following populations shall be included in the CCC Plus program:

1) Dual eligible individuals with full Medicaid and any Medicare A and/or B coverage.

2) Non-dual eligible individuals who receive LTSS, either through:
a) An institution; or,
b) These HCBS 1915(c) waivers:
i.  Building Independence (Bl);
ii. Commonwealth Coordinated Care (CCC) Plus;
iii. Community Living (CL); and,
iv. Family and Individual Supports (FIS).
This includes individuals who transition from Medallion.

3) ABD population (non-duals and those who do not receive LTSS). The majority of this
population transitioned from the Department’s Medallion program to the CCC Plus program
on January 1, 2018.

4) The CCC Plus program populations listed above may include individuals enrolled in the
Medicaid Works program, Native Americans, individuals with other comprehensive
insurance, children in foster care and adoption assistance, individuals with Alzheimer’s
disease and persons with dementia, and individuals approved by DMAS as inpatients in long-
stay hospitals (the Department recognizes two facilities: Lake Taylor [Norfolk] and Hospital
for Sick Children [Washington, DC]).

5) Individuals enrolled in the Developmental Disability (DD) Waivers will be enrolled in the
CCC Plus program for their non-waiver services only (e.g., acute, behavioral health,
pharmacy, and non-LTSS waiver transportation services).

6) Medicaid expansion population, which includes individuals who meet the following criteria:
a) Adults ages nineteen (19) through sixty-four (64),

i) Who are not already eligible for Medicare coverage,
i) Who are not already eligible for a mandatory coverage group (such as pregnant
women or disabled individuals),
iii) Whose income does not exceed 138% of the Federal Poverty Level (FPL), and
iv) Who have been identified as Medically Complex through the MCO Member Health
Screening (MMHS) as described in Section 5.2, Medically Complex Determination (Non-
medically complex individuals are covered under the Medallion 4.0 program.)
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Individuals eligible through Medicaid expansion will be assigned to one of the following
aid categories:

Medicaid Expansion Population Aid Categories
Aid Category Description
100 Caretaker Adult, less than or equal to 100% of Federal Poverty Level (FPL),
and greater than the low-income families with children (LIFC) covered group
101 Caretaker Adult, greater than 100% FPL
102 Childless Adults, less than or equal to 100% FPL
103 Childless Adults, greater than 100% FPL

Individuals eligible through Medicaid expansion that are known to the Department, either
because they were in a partial benefit plan (such as GAP or Plan First) will be enrolled
with a Contractor with an effective date of January 1, 2019. The enrollment process for
this group is described in Section 3.2.3, Enrollment Process for Medicaid Expansion

Population.

Individuals eligible through Medicaid Expansion because they are in the Supplemental
Nutrition Assistance Program (SNAP) or are a parent of a current Medicaid enrollee will
be enrolled with a Contractor with an effective date as soon as January 1, 2019. The
enrollment process for this group is described in Section 3.2.3, Enrollment Process for
Medicaid Expansion Population.

Individuals eligible through Medicaid expansion who are not known to the Department
will be enrolled through the standard Medicaid application process with a CCC Plus
effective date as soon as January 1, 2019 and no later than sixty (60) days of approval of
the application.

For the full list of covered services for this population, refer to Attachment 5, Summary of
Covered Services — Part 5 — Preventive Services for Medicaid Adults, and Section 4.17,
ACA Minimum Essential Benefits for Medicaid Expansion Population.

Individuals may apply for coverage through Cover Virginia at http://www.coverva.org, as
well as through local Departments of Social Services.

7) The Department reserves the right to transition additional populations and services into the
CCC Plus program in the future.

3.1.2 Exclusions From CCC Plus Program Participation

Individuals enrolled in CCC Plus program who subsequently meet one or more of the criteria
outlined below shall be excluded as appropriate by DMAS. The Department shall also have sole
responsibility for determining the program exclusion for these individuals. Individuals excluded
from CCC Plus program enrollment shall receive Medicaid services under the current FFS
system unless eligible for one of DMAS’ other managed care programs. When individuals no
longer meet the criteria for CCC Plus program exclusion, they shall be required to re-enroll in
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the CCC Plus program. DMAS shall exclude individuals who meet at least one of the exclusion
criteria listed below:

1)

2)
3)

4)

5)

6)

7)
8)

9)

10)
11)

12)

Individuals enrolled in the Commonwealth’s Medallion and Title XXI CHIP programs
(FAMIS, FAMIS MOMS).
Individuals enrolled in a PACE program.
Newborns whose mothers are CCC Plus Members on their date of birth. However, the
Contractor must adhere to a process that assures newborns get enrolled in Medicaid as soon
as possible by completing the DMAS-213 form, which can be found at this link. Dual
eligible individuals without full Medicaid benefits, such as:

a. Qualified Medicare Beneficiaries (QMBS);

b. Special Low-Income Medicare Beneficiaries (SLMBS);

c. Qualified Disabled Working Individuals (QDWIs); or,

d. Qualifying Individuals (QIs). Medicaid pays Part B premium.

Individuals who have any insurance purchased through the Health Insurance Premium
Payment (HIPP) program.
Individuals with temporary coverage or who are in limited coverage groups, including:

a. Individuals enrolled in Plan First (DMAS’ family planning program for coverage of
limited benefits surrounding pregnancy prevention) who are not included in the
Medicaid expansion population.

Individuals enrolled in a Medicaid-approved hospice program will not be auto-enrolled.
However, if an individual enters a hospice program while enrolled in the CCC Plus
program, the Member will remain enrolled in CCC Plus for those services.

Individuals who live on Tangier Island.

Individuals under age twenty-one (21) years of age who are approved for DMAS
Psychiatric Residential Treatment Facility (formerly known as Level C PRTC) programs)
as defined in Emergency Regulation 12VAC 30-50-130
(http://reqgister.dls.virginia.gov/details.aspx?id=6233).

Individuals with end stage renal disease (ESRD) and in fee-for-service at the time of
enrollment will be auto-enrolled into the CCC Plus program but may request to be
disenrolled and remain in fee-for-service. DMAS will manually exclude these individuals
if requested by the Member within the first ninety (90) days of CCC Plus enrollment.
However, an individual who does not request exclusion within the first ninety (90) days of
CCC Plus enrollment or who develops ESRD while enrolled in the CCC Plus program will
remain in CCC Plus.

Individuals who are institutionalized in State or private ICF/ID and State ICF/MH facilities.
A State acute care facility is not excluded.

Individuals who reside at Piedmont, Hiram Davis, and Hancock State facilities operated by
DBHDS.

Individuals who reside in nursing facilities operated by the Veterans Administration, or
individuals who elect to receive nursing facility services in The Virginia Home Nursing
Facility or in local government-owned nursing homes. These include the following nursing
facilities:

CCC Plus Excluded Nursing Facilities
Bedford County Nursing Home
Birmingham Green

Dogwood Village of Orange County Health
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13)

14)

Lake Taylor Transitional Care Hospital
(Different from Lake Taylor Long-Stay Hospital)
Lucy Corr Nursing Home

The Virginia Home Nursing Facility

Virginia Veterans Care Center

Sitter & Barfoot Veterans Care Center
Individuals participating in the CMS Independence at Home (IAH) demonstration (DMAS
will manually exclude these individuals). However, IAH individuals may enroll in the
CCC Plus program if they choose to disenroll from IAH.

Individuals receiving care/treatment in facilities located outside of Virginia as authorized
by DMAS prior to CCC Plus enrollment date.

15) Individuals who are incarcerated. (Individuals on house arrest are not considered
incarcerated.)
16) Individuals who reside in the Virginia Home Nursing Facility will be temporarily excluded

17)
18)

19)

from CCC Plus. DMAS will transition the enrollment for Virginia Home residents to CCC
Plus during a later implementation phase and through a transition plan that addresses the
unique needs of the Virginia Home population and its system of care. DMAS will develop
the transition plan in collaboration with the Virginia Home and the CCC Plus health plans.
Individuals enrolled in the Birth Injury Fund (refer to Section 23.1, Definitions).
Individuals who are included in the Medicaid expansion populations who are not identified
as “medically complex” as described in Section 5.2, Medically Complex Determination of
this Contract. These individuals are covered through the Medallion 4.0 program.

Pregnant individuals who are within their first ninety (90) days of initial managed care
enrollment, in their third trimester of pregnancy, and their provider is not participating with
the Contractor, upon request of the Member.

The Department shall, upon new State or Federal regulations or Department policy, modify the
list of excluded individuals as appropriate. If the Department modifies the exclusion criteria, the
Contractor shall comply with the amended list of exclusion criteria.

3.2

CCC PLUS ENROLLMENT PROCESS

Enrollment in the CCC Plus program is mandatory for eligible individuals as described in
Section 3.1, Eligibility and Enrollment Responsibilities above. All eligible Members, except
those meeting one of the exclusions outlined in Section 3.1.2, Exclusions from CCC Plus
Program Participation above, shall be enrolled in CCC Plus program.

The Contractor may receive enrollment on an individual who lives in a locality (i.e., Richmond)
outside of the enrollment region (i.e., Norfolk). Unless these individuals meet a specific

requirement for exclusion, these individuals shall remain enrolled with the Contractor for all
contractually required and medically necessary services under this Contract. The Contractor
shall coordinate care and work with providers in the locality where the Member is receiving
Services.

The Contractor shall designate a CoverVA liaison to assist Members with MCO related issues.
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3.2.1 Enrollment and Health Plan Assignment Process

The CCC Plus program enrollment and auto assignment process runs monthly on the

18™. Individuals determined to be eligible as of the 18" of the month have an effective date of
the first of the following month. (For example, an individual is identified as being eligible on
May 7. The effective date is June 1.) Individuals found to be eligible after the 18" are enrolled
with an effective date of the first of the second month. (For example, an individual is identified
as being eligible on May 19. The effective date is July 1.)

The CCC Plus program will determine potential eligibly through a daily process. Newly eligible
Members shall receive a notification letter and have the opportunity to select a health plan prior
to auto assignment on the 18™. If no health plan is selected by the 18™ of the month preceding the
effective date (May 18 for a June 1 effective date), the Member is assigned to a health plan. The
Member health plan default assignment is based upon the plans that have been approved by
DMAS for participation in the Member’s locality of residence and the Department’s intelligent
assignment rules.

3.2.2 Intelligent Assignment

DMAS will use the following intelligent assignment methodology to determine the Member’s
default health plan assignment, in the following order of priority:

1) If known, most recent previous Medicare (excluding Part D only plans) managed care
enrollment within the past two (2) months;

2) Most recent previous Medicaid managed care enrollment (i.e., Medallion, CCC, CCC
Plus) within the past two (2) months;

3) Individuals in a Nursing Facility will be assigned to a Contractor that includes the
individual’s Nursing Facility in its network, based upon the Contractor’s successful
submission of the provider record on the PSF106 file. If the Nursing Facility is in more
than one Contractor’s network, the assignment will be random between the Contractors
with the Nursing Facilities in the network;

4) Individuals in the CCC Plus Waiver who receive adult day health care (ADHC) services
will be assigned to a Contractor that includes the individual’s ADHC provider in its
network, based upon the Contractor’s successful submission of the provider record on the
PSF106 file. If more than one Contractor’s network includes the individual’s ADHC
provider in its network, the assignment will be random between the Contractors;

5) Individuals in the CCC Plus program receiving technology assistance under the CCC Plus
HCBS waiver will be assigned to a Contractor that includes the individual’s private duty
nursing provider, based upon the Contractor’s successful submission of the provider
record on the PSF106 file. If more than one Contractor’s network includes the
individual’s private duty nursing provider in its network, the assignment will be random
between the Contractors;
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6) If the expansion Member has a child in Managed Care, the Member will be enrolled in
the same MCO as the child. If the Member does not have a child in Managed Care, the
Member will be randomly assigned an MCO; and,

7) If none of the above applies to the individual, the Member will be randomly assigned to a
Contractor in the individual’s locality (in approximately equal numbers by Contractor).
A limit of 70% of enrolled lives within an operational region may be placed on any
Contractor participating within that region. Should a Contractor's monthly enrollment
within an operational region exceed 70%, the Department reserves the right to suspend
random assignments to that Contractor until the enrolled lives are reflected at 70% or
below. However, the enrollment cap may be exceeded due to Member-choice assignment
changes, for continuity of care, or other reasons as the Department deems necessary.

The Department reserves the right to revise the intelligent assignment methodology, as needed
based upon DMAS’ sole discretion.

3.2.3 Enrollment Process for Medicaid Expansion Population

DMAS will use the following Enrollment process for the Medicaid expansion population.

1) For Members with a Medicaid case history, such as parents of children already enrolled
in Medicaid, who attest to having complex medical needs, the Department shall assign
the parent to the same Contractor as their dependent is enrolled with. Those stating that
they do not have complex medical shall be assigned to a Medallion 4.0 contracted health
plan.

2) For other individuals who are known by the Department (as described in Section 3.1.1,
Eligible Populations (7) a.), and who attest to having complex medical needs, or are
deemed by the Department to have complex medical needs such as GAP Members, the
Department shall randomly assign each Member to a health plan in the individual’s
locality. Those stating that they do not have complex medical needs shall be assigned to a
Medallion 4.0 contracted health plan.

3) Notwithstanding the provisions in Section 3.2.18, Loss of CCC Plus Enrollment,
Members will have ninety (90) days from their enrollment start date to actively choose a
different health plan until the next open enrollment period for expansion Members.

3.2.3.1 GAP Transition Special Provisions
The Contractor is required to honor existing Fee-For-Service authorizations through the
Behavioral Health Services Administrator, KePRO, pharmacy, etc.

To ensure continuity of care and a smooth transition for all GAP Members at all times, the CCC
Plus Contractor shall:

1) Maintain the Member’s current GAP SMI providers for up to thirty (30) days;

2) Honor SAs issued prior to enrollment, including those through out of network providers,
for up to thirty (30) days or until the authorization expires, whichever comes first; and,
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3) Extend this timeframe as necessary to ensure continuity of care pending the provider’s
contracting with the Contractor or the Member’s safe and effective transition to a
qualified provider within the MCO’s provider network or as authorized by the MCO out-
of-network.

Exceptions to these continuity of care provisions include the following circumstances:

1) The Member requests a change;

2) The provider chooses to discontinue providing services to a Member as currently allowed
by Medicaid;

3) The MCO or DMAS identify provider performance issues that affect a Member’s health or
welfare; or,

4) The provider is excluded under State or Federal exclusion requirements.

The Contractor must have a transition plan in place that utilizes the data that the Department
shares with the Contractor. The Department shares medical, behavioral health, ARTS claims, and
authorizations data with the Contractor. The Contractor shall be prepared to load this data, honor
the authorizations, and risk-stratify the GAP population to mitigate any service gaps and to
outreach to these members as expeditiously as the Member’s condition requires. Refer to the
CCC Plus Technical Manual.

3.2.4 Enrollment Process for Individuals Hospitalized at Time of Enrollment

Individuals who are hospitalized under fee-for-service at the time of enrollment (other than those
listed in Section 3.1.2, Exclusions from CCC Plus Program Participation of this Contract) will
be enrolled through the CCC Plus enrollment process described above. If payment for the
facility is made using the DRG process, then FFS is responsible for coverage of the facility for
the entire inpatient stay; however, the Contractor shall be responsible for coverage ancillary and
provider services while the Member is inpatient. The Contractor shall be responsible for the
Member’s care from the effective date of enrollment with the Contractor, and as such shall make
every effort to reach out to these Members immediately upon learning of their enrollment/
hospitalization to assure care coordination services and discharge planning are handled
appropriately. Refer to Section 12.4.9 of this Contract, Hospital Payment Using DRG
Methodology, for payment of services for individuals hospitalized at time of enrollment.

3.2.5 Enrollment Process for Pregnant Individuals

Members who are pregnant, other than those listed in Section 3.1.2, Exclusions from CCC Plus
Program Participation of this Contract, will be enrolled following the described CCC Plus
enrollment process. The Contractor shall reach out to these individuals immediately upon
learning of the pregnancy to assure continuity of care and care coordination services are handled
appropriately.

3.2.6 Enrollment Process for Newborns

When a CCC Plus Member is enrolled with the Contractor and gives birth during this enroliment,
the newborn’s related birth and subsequent charges are not the responsibility of the Contractor.
The Contractor shall inform mother/parent/guardian that in order for the newborn to be covered,
the mother/parent/guardian must report the birth of the child by either calling the Cover Virginia
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Call Center at (855) 242-8282 or by contacting the Member’s local Department of Social
Services. The Contractor must also adhere to a process that assures newborns get enrolled in
Medicaid as soon as possible by completing the DMAS-213 form available at this link. Once
Medicaid-enrolled, the newborn is the responsibility of FFS Medicaid until such time as the
newborn is enrolled in one of the Department’s Medicaid managed care programs.

3.2.7 Enrollment Process for Foster Care and Adoption Assistance Children

The Contractor shall cover services for CCC Plus program enrolled foster care & adoption
assistance children. Foster Care and Adoption Assistance children shall be considered one of the
CCC Plus vulnerable sub-populations. Refer Attachment 10, MOC Assessment (HRA) and
Individualized Care Plan (ICP) Requirements by Population, for guidance on assessment,
reassessment, and ICP development timelines.

For individuals enrolled with the Contractor who are former foster care children (Aid Category
070), the Contractor shall communicate with the Member directly for any care coordination,
service and/or program related issues. These individuals have the same restrictions on health
plan enroliment changes as any other CCC Plus program enrolled Member except foster care and
adoption assistance individuals (See Section 3.2.15, Health Plan Enrollment Changes.)

3.2.7.1 Foster Care Transition Planning

Members in foster care enrolled in Medicaid who are aging out of the foster care system have
their Medicaid coverage automatically renewed in VaCMS at the time the foster care coverage
ends. These members are placed in an appropriate Medicaid group, such as the Former Foster
Care coverage group and will continue to receive full Medicaid coverage. Annual
redeterminations of eligibility are required, but youth can be eligible in this group until they turn
age 26.

The Contractor must develop and maintain transition of care policies and procedures for children
in foster care who are transitioning out the child welfare system. The policies and procedures
must include provisions for convening a comprehensive treatment team meeting prior to Member
leaving the child welfare system to discuss the services and supports the Member’s needs post-
separation. If the services are not covered by Medicaid, the Contractor must inform the Member,
or their authorized representative, of available community programs that may be able to meet
their needs and make the necessary referrals, as needed. If the Member has an ICP, the
Contractor must include transition needs in the updated ICP.

The Contractor must establish a process to notify youth in foster care who are approaching age
seventeen (17) of the programs that provide continued health care coverage, specifically former
foster care and Fostering Futures. The Contractor must ensure Care Management continues
during this transition period.

The Contractor must start transition planning one (1) year prior to the expected date upon which
an enrollee will age-out of the child welfare system or immediately upon notification that an
enrollee has achieved permanency status. The Contractor must assist the Member with all aspects
of the eligibility determination process and coordinate with the local Department of Social
Services to ensure transition to Aid Category 70 (Former Foster Care children and youth in
Fostering Futures).

30


https://www.dmas.virginia.gov/media/1946/newborn-enrollment-dmas-213-form.pdf

The Contractor must provide youth aging out of foster care with a “health summary”
consolidating key medical information (e.g., providers, appointments, prescriptions).

3.2.8 Assignment Process Related to Change in Medically Complex Determination

Members who attested to having complex medical needs but were later determined not to have
complex medical needs through a MCO Member Health Screening (MMHS) (conducted by the
Member’s health plan as described in Section 5.2.2, MCO Member Health Screening, and
submitted to the Department by the end of the month), shall be transferred from the CCC Plus
program to the Medallion 4.0 program at the beginning of the following month. Members shall
remain in the same health plan in Medallion 4.0 that they had for CCC Plus.

Members who attested to not having complex medical needs, or who did not respond to the
question regarding their medical complexity status on the enrollment application but who are
later determined to have complex health care needs through a MMHS conducted by the
Member’s health plan (as described in Section 5.2.2, MCO Member Health Screening and
submitted to the Department by the end of the month), shall be transferred from the Medallion
4.0 program to the CCC Plus program at the beginning of the following month. Members shall
remain in the same health plan in CCC Plus that they had for Medallion 4.0.

Upon being transferred from Medallion 4.0 to CCC Plus Members will have ninety (90) days to
switch plans in accordance with Section 3.2.15, Health Plan Enrollment Changes, and can make
a request to change health plans as described in Section 3.2.16, Cause for Enrollment Changes.

3.2.9 Alignment with D-SNP

Dual eligible Members will have the option of having their CCC Plus program and Medicare
services coordinated by the same Contractor. Therefore, the Contractor shall educate the
Member on benefits of alignment and encourage dual Members that are enrolled with them for
the CCC Plus program to also enroll in their companion D-SNP for the Medicare portion of their
benefits. However, these Members will continue to have the option of receiving their Medicare
benefits from fee-for-service Medicare or through another Medicare Advantage/D-SNP Plan.

3.2.10 Contractor Responsibilities Related to Enrollment

The Contractor shall accept assignment for any eligible Member. Such determinations shall be
final and are not subject to review or appeal by the Contractor. This does not preclude the
Contractor from providing the Department with information to ensure that enrollment with the
Contractor is correct.

In accordance with 42 CFR § 438.56, the Contractor shall not request that the Department
disenroll a Member for any reason, including but not limited to: because of an adverse change in
the enrollee's health status; the Member’s utilization of medical services; a Member’s diminished
mental capacity, or a Member’s uncooperative or disruptive behavior resulting from his or her
special needs.

The Contractor shall refer Members and Potential Members who inquire about CCC Plus
eligibility or enrollment to the Department’s Enrollment Broker. The Contractor may provide
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factual information about the Contractor’s plan and its benefits prior to referring a request
regarding managed care eligibility or plan enrollment to the Enrollment Broker. The Contractor
is prohibited from being on an enrollment broker call, app or website with Members. The
Contractor is permitted to facilitate a warm transfer of the Member to the Enrollment Broker but
must exit the call as soon as the transfer is complete or when requested by the Enroliment
Broker. The Contractor is not permitted to remain on the call while the Member discusses their
eligibility or enrollment options with the Enrollment Broker.

In conducting any enrollment-related activities permitted by this Contract, or otherwise approved
by the Department, the Contractor shall assure that Member enrollment is without regard to
health status, physical or mental condition or disability, age, sex, national origin, race, or creed.

The Contractor shall notify the Department within two (2) business days upon learning that a
Member meets one or more of the CCC Plus exclusion criteria. The Contractor shall report to
the Department any Members it identifies as incarcerated within two (2) business days of
knowledge of the incarceration. (See CCC Plus Technical Manual for reporting requirements.)

The Contractor shall be responsible for keeping its network providers informed of the enrollment
status of each Member. The Contractor shall report and ensure enrollment to network providers
through electronic means.

The Contractor shall notify the Member of his or her enrollment in the Contractor’s plan in
accordance with requirements described in Section 11.11, Member Communications and
Enrollment Materials.

3.2.11 DMAS Initial Enrollment Notice

At the time an individual is determined to be eligible, a letter shall be sent to the individual by
DMAS stating that the individual is being enrolled into the CCC Plus program and that the
individual may pre-select a health plan.

This initial notification letter specifies a “call by” date for Members to pre-select a health plan
and information about how to contact the Managed Care Enrollment Broker. The Member’s
initial notice also explains if the Member does not call by the “call by date” they will be enrolled
with a default MCO, and provides the default MCO enrollment effective date.

3.2.12 Enrollment Assignment Notice

The assignment letter is mailed to the Member and includes the Member’s MCO assignment and
the CCC Plus MCO comparison chart. It explains the Member’s right to change from one MCO
to another during their initial ninety (90) calendar days of CCC Plus program enrollment and
during open enrollment.

3.2.13 Enrollment Effective Time

All enrollments are effective 12:00 a.m. on the first day of the first month in which they appear
on the enrollment report. The Contractor shall not be liable for the cost of any covered services
prior to the effective date of enrollment/eligibility but shall be responsible for the costs of
covered services obtained on or after 12:00 a.m. on the effective date of enrollment/eligibility.
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3.2.14 Automatic Re-enrollment

CCC Plus program individuals who have been previously enrolled with the Contractor and who
regain eligibility for the CCC Plus program within sixty (60) calendar days of the effective date
of exclusion or disenrollment will be reassigned to the Contractor without going through the
selection or assignment process. The Department will send Members a notice informing them of
their re-enrollment with the Contractor.

3.2.15 Health Plan Enrollment Changes

Individuals will be permitted to change from one Contractor to another for cause at any time and
without cause as follows:

1) For the initial ninety (90) calendar days (3 calendar months) following the effective date
of CCC Plus program enrollment with a health plan, the individual will be permitted to
change from one Contractor to another without cause. This ninety (90) day time frame
applies only to the individual’s initial program start date of enrollment. It does not reset or
apply to any subsequent enrollment periods with a different Contractor. After the initial
ninety (90) day period following the initial enrollment date, he or she may not disenroll
without cause until the next open enrollment period.

2) Inaccordance with 42 CFR 8 438.56(c)(2)(iv), when the Department imposes the
intermediate sanction specified in 42 CFR § 438.702(a)(4).

3) Following their initial 90-day enrollment period, individuals (other than Foster Care and
Adoption Assistance children) shall be restricted to their Contractor selection until the
open enrollment period, unless disenrolled under one of the conditions described and
pursuant to Section 1932 (a)(4)(A) of Title XIX. The individual may disenroll from any
contracted Contractor to another at any time, for cause, as defined in Section 3.2.16,
Cause for Enrollment Changes of this Contract.

4) DMAS will notify individuals of their ability to change Contractors during an annual open
enrollment period at least sixty (60) calendar days before the end of their enrollment
period.

5) Upon automatic reenrollment, if the temporary loss of Medicaid eligibility has caused the
individual to miss the annual disenrollment opportunity.

3.2.16 Cause for Enrollment Changes

Consistent with § 1932(a)(4) of the Social Security Act, as amended (42 USC § 1396u-2), the
Department must permit a Member to disenroll from one health plan to another at any time for
cause. In accordance with 42 CFR § 438.56, a Member may disenroll from his/her current plan
to another plan for the following reasons:

1) The Member moves out of the Contractor’s service area;

2) The Contractor does not, because of moral or religious objections, cover the service the
Member seeks;
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3) The Member needs related services (for example, a cesarean section and a tubal ligation)
to be performed at the same time; not all related services are available within the provider
network; and the Member’s primary care provider or another provider determines that
receiving the services separately would subject the Member to unnecessary risk;

4) The Member who receives LTSS would have to change their residential, institutional, or
employment supports provider based on that provider’s change in status from an in-
network to an out-of-network provider with the Contractor and, as a result, would
experience a disruption in their residence or employment;

5) Other reasons as determined by the Department, including poor quality of care, lack of
access to services covered under this Contract, or lack of access to providers experienced
in dealing with the Member’s care needs; and,

6) A Medicaid expansion Member may disenroll from one health plan to another after
transitioning from the Medallion 4.0 program to the CCC Plus program or vice versa.

The request may be submitted orally or in writing to the Department and cite the reason(s) why
he or she wishes to disenroll. The Department will review the request in accordance with cause
for disenrollment criteria defined in 42 CFR § 438.56(d)(2). The Department will respond to
“cause” requests, in writing, within fifteen (15) business days of the Department’s receipt of the
request. In accordance with 42 CFR § 438.56(e)(2), if the Department fails to make a
determination by the first day of the second month following the month in which the Member
files the request, the disenrollment request shall be considered approved and effective on the date
of approval.

If the Member is dissatisfied with the Department’s decision, the Member may appeal through
the State Fair Hearing Process in Section 15.4.4.3 of this Contract, State Fair Hearing Process.

3.2.17 Disenrollment Effective Time

All disenrollments are effective 11:59 p.m. on the last day of enrollment. If the disenrollment is
the result of a plan change, it is effective the last day of the month. If the disenrollment is the
result of any exclusion, it may be effective any day during the month.

3.2.18 Loss of CCC Plus Enrollment

A Member’s enrollment in the CCC Plus program will end upon occurrence of any of the
following events:

1) Death of the Member;

2) Cessation of Medicaid eligibility;

3) Member meets at least one of the exclusion criteria listed in Section 3.1.2, Exclusions
from CCC Plus Program Participation of this Contract (the Department shall determine
if the Member meets the criteria for exclusion);

4) Transfer to a Medicaid eligibility category not included in this Contract; or,

5) Certain changes made within the Medicaid Management Information System by
eligibility case workers at the Department of Social Services.

In certain instances, a Member may be excluded from participation effective with retroactive
dates of coverage. Reference Section 4.0, Benefits and Service Requirements.
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3.2.19 Informing of Potential Ineligibility

At least monthly, the Department or its enroliment broker will share with the Contractor data
regarding reasons for enrollment and disenrollment (via the MCO Change Report). When a
Member for whom services have been authorized but not provided as of the effective date of
exclusion or disenrollment, the Contractor shall provide to the Department and the relevant
provider the history for that Member upon request. The Contractor shall provide this service
authorization history to the Department using the Medical Transition Reporting process
described in the CCC Plus Technical Manual.

3.2.20 Monthly and Weekly Enrollment File (834)

An 834 enrollment file will be sent to the Contractor weekly on the 6th and 13th of each month
(known as weekly files), monthly on the 19th (known as mid-month), and monthly on the last
day of the month. The weekly 834 files will contain any changes of Member information, and
enrollment adds and terminations (drops) for CCC Plus MCO program disenrollments. The
monthly 834 file will contain information about the Contractor’s CCC Plus membership,
including audit, add and termination records for full eligibility/enrollment for current and future
enrollment dates. Medicaid expansion Members will be included in the enrollment files
described in this section. There will be no separate enrollment file for this population. The 834
includes all related CCC Plus Members’ Level of Care (LOC) benefit information, including
retro changes, based upon the transaction date. For example, the 834:
1) Includes current assignments;
2) Includes both future-ended and open-ended Members;
3) Reflects Members cancelled as of current month-end as dropped;
4) Includes retro enrollments for level of care (LOC);
5) Files on the 6th and 13th will only include audit (changes)/adds/drops since last 834
was created;
6) Files on the 6th and 13th are also triggered by a Member’s health plan change, benefit
plan, or exception indicator (anything that is included on the 834);
7) Reflects if Member is added and then dropped within a couple of days (within same
report period and same health plan) as both an ADD and a DROP;
8) Reflects moving from the Contractor’s plan to a new plan as a DROP and moving from
another plan to the Contractor’s Plan as an ADD; and
9) Reflects changes to the LOC or other information as an AUDIT (CHANGE), not both a
DROP and ADD.

3.2.21 Medical Transition Report (MTR) File

The Department will send a Medical Transition Report (MTR) File to the Contractor (with the
834) on the 6th, 13th, 19th, and at the end of each month (EOM). The Contractor will receive
one full MTR with the earliest 834 run that reflects a Member’s enrollment with the Contractor.
The full MTR includes claims and encounter history for the past two (2) years and any active
Service Authorization (SA) history for the previous six (6) months.

The Contractor will also receive interim MTRs (which will include SA information only) on the
6th, 13th, 19th, and EOM. An interim MTR is only sent for Members who have experienced SA
changes since the prior full/interim MTR. If a Member has not had any changes since the last
report, the Member will not appear on the Contractor’s interim MTR. The MTR and 834 may
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not match for the same reporting period. The Contractor shall have established procedures in
which this critical service information is reviewed, incorporated into the Contractor’s system(s)
as needed, SAs are created and honored as specified in Section 5.15, Continuity of Care, and care
coordination is initiated for these Members.

When the Contractor is notified by the Department that a Member has disenrolled from its plan,
the Contractor shall send MTR files for the Member’s active service authorizations (SA only) to
DMAS. (Note: Pharmacy service authorizations will follow a different process as noted below.)
The files shall be sent to the Department within three (3) business days of notification on the 834
that shows that the Member is being disenrolled. The Contractor shall send MTR files on the
9th, 16th, 22nd, and the 3rd. The Contractor shall also send an interim MTR one day prior to the
last day of the month, for a total of five (5) MTR reports during a month. Only changes from the
prior MTR are to be reported. MCO MTR information shall be sent using the established MTR
format reflected in the CCC Plus Technical Manual. In circumstances where a Member changes
from one MCO to another, DMAS will share the prior MCO’s MTR information with the new
MCO for care coordination, utilization management and other related activities.

On a weekly basis, the Contractor shall submit all Pharmacy service authorizations completed
during the past week, for all CCC Plus members to DMAS via the NCPDP Standard Format, as
defined in the CCC Plus Technical Manual. The Contractor shall submit no more than one (1)
file per week. Should the Contractor not submit the file timely as outlined in the CCC Plus
Technical Manual or should DMAS reject the file submitted due to not meeting NCPDP
Standard Format requirements, the Contractor shall submit two weeks of Pharmacy service
authorization information by the next week’s timeframe.
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SECTION 4.0 BENEFITS AND SERVICE REQUIREMENTS

4.1 GENERAL BENEFITS PROVISIONS

Throughout the term of this Contract, the Contractor shall promptly provide, arrange, purchase or
otherwise make available the full continuum of services required under this Contract to all of its
Members, including acute and primary, institutional and community-based long-term services
and supports (LTSS), behavioral health, and special Medicaid services outlined in this section.
As provided in 42 CFR 8 438.210 (a)(5)(i), the Contractor’s medical necessity criteria shall not
be more restrictive than the Department’s criteria. The Contractor’s coverage rules for contract
covered services shall also ensure compliance with Federal EPSDT coverage requirements for
Members under the age of 21. The Contractor shall provide services at least in equal amount,
duration, and scope as available under Medicaid fee-for-service program and as described in the
Attached CCC Plus Coverage Chart.

The Contractor shall assume responsibility for all covered medical conditions of each Member as
of the effective date of coverage under the CCC Plus program, regardless of the date on which
the condition was first diagnosed. The Contractor shall cover all pre-existing conditions.

The Contractor must provide written notification to all affected participating providers at least
sixty (60) days prior to the effective date of changes to any operational process that would affect
services to members, including but not limited to claims processing, service authorizations,

etc. This requirement applies to all services covered under this Contract.

The Department may modify covered services required by this Contract through a contract
amendment or regulatory change, and, if applicable, will adjust the capitation payment in an
amount deemed acceptable by the Department and the Contractor. The Department shall notify
the Contractor in advance of any mid-year modification to the services, contract and/or capitation
payment.

4.1.1 Laboratories

In accordance with 42 CFR 88 493.1 and 493.3, all laboratory testing sites providing services
under this Contract are required to have either a Clinical Laboratory Improvement Amendments
(CLIA) certificate or waiver of a certificate of registration along with a CLIA identification
number.

4.2 BEHAVIORAL HEALTH SERVICES

In accordance with Item Y'Y, Chapter 552, of the 2021 Reconvened Special Session I, the
Department is developing and implementing a new suite of behavioral health services including
new service definitions, prior authorization and utilization review criteria, provider
qualifications, and reimbursement rates. Assertive Community Treatment (ACT), Mental Health
Intensive Outpatient (MH-10P), and Mental Health Partial Hospitalization Program (MH-PHP)
became effective July 1, 2021 and all relevant changes are reflected in this contract. Functional
Family Therapy (FFT), Multisystemic Therapy (MST) and Crisis services (Mobile Crisis
Response, Community Stabilization, Twenty-three (23) hour crisis stabilization and residential
crisis stabilization unit services) became effective December 1, 2021. Additionally, 2021 Special
Session Acts of Assembly, Item 313.CCCCCC directed the Department to add coverage for the
current procedural terminology (CPT) codes for Applied Behavioral Analysis (ABA) effective
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December 1, 2021. All Behavioral Health Services are listed in Attachment 5, CCC Plus
Coverage Chart, Summary of Covered Services Part 2B — Mental Health Services (MHS)* &
Residential Treatment Services.

4.2.1 Inpatient and Outpatient Services

The Contractor shall provide coverage for Medicaid-covered inpatient and outpatient behavioral
health treatment services to its CCC Plus Members within the amount, duration, and scope
described in the Attachment 5, CCC Plus Covered Services Chart. The Contractor’s medical
necessity criteria shall be consistent with Federal, State, and the Department’s guidelines. The
Contractor’s coverage rules and authorization practices shall at all times comply with the Mental
Health Parity and Addiction Equity Act (MHPAEA). Reference State Plan Substituted Services
(In Lieu of Services).

4.2.2 Mental Health Services (MHS)

The Contractor shall provide coverage for the subset of behavioral health services now known as
Mental Health Services (MHS) and formerly known as Community Mental Health Rehabilitation
Services (CMHRS). MHS are listed in Attachment 5, CCC Plus Covered Services Chart.

The Contractor shall be fully responsible for meeting the MHS network adequacy standards.
The Department will review and approve the Contractor’s complete behavioral health provider
network and transition plan. Also refer to Section 8.2, Specialized Network Provisions, and
Section 7.5, Behavioral Health Services Administrator.

The Contractor shall work with the Department to implement the MHS benefit and facilitate care
coordination between MHS and other healthcare providers to improve integrated-care-based
delivery systems for individuals with mental health disorders.

The Contractor’s MHS criteria shall be consistent with the Department’s criteria for the MHS
benefit as defined in 12 VAC 30-50-130, 12VAC30-50-226, 12VAC30-60-5, 12VAC30-60-61
and 12VAC30-60-143. The Contractor’s medical necessity guidelines, program specifications
and service components for mental health services must, at a minimum, be submitted to the
Department for review and approval in accordance with the requirements in the CCC Plus
Technical Manual.

For services that require a Comprehensive Needs Assessment, providers are required to perform
a Comprehensive Needs Assessment as described in the Mental Health Services Manual prior to
submitting a request for MHS. All MHS services will require a service authorization or
registration to qualify for reimbursement. The Contractor shall follow all guidelines set forth in
the DMAS Mental Health Doing Business Spreadsheet. MHS service authorization and
registration provider requirements are described in Section 6.2.5.2 of this Contract, Mental
Health Services.

The Contractor shall respond to the provider’s service authorization submission with the results
of the Contractor’s independent assessment following NCQA requirements for urgent preservice
and concurrent decisions, within seventy-two (72) hours of the request for placement at Mental
Health Intensive Outpatient and Mental Health Partial Hospitalization Program.
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The Contractor shall implement all MHS requirements, provider training goals and targeted
programmatic improvements as directed by the Department. The Contractor shall work with the
Department to ensure that the Contractor’s MHS system of care is able to meet its Members’
needs.

4.2.2.1 MHS Services Registrations and Authorizations

All MHS services will require a service authorization or registration to qualify for
reimbursement. Providers are required to perform an assessment as described in the Mental
Health Services Manual prior to submitting a request for MHS. The Contractor must follow the
service authorization or registration requirements in accordance with the ARTS and MHS Doing
Business with the MCOs Spreadsheet, available on the DMAS website at this link. “Register” or
“Registration” means the provider’s notification to the Contractor that an individual will be
receiving services that require a registration but do not require service authorization. Discretion
with the utilization management requirements described below is allowed by the Contractor with
Department approval.

4.2.2.2 MHS Standards of Care

The Contractor shall use the DMAS defined medical necessity criteria for coverage of MHS. In
order to receive MHS services, the Member must be enrolled in the CCC Plus program and must
meet the service specific medical necessity criteria as defined in the MHS Provider Manual. The
Contractor shall review the requests on an individual basis and determine the length of treatment
and service limits are based on the individual’s most current clinical presentation.

4.2.2.3 MHS Network Development Plan

The Contractor’s MHS network shall ensure sufficient Member access to high quality service
providers with demonstrated ability to provide evidence-based treatment services that consist of
person centered, culturally competent and trauma informed care using a network of high quality,
credentialed, and knowledgeable providers in each level of care within the access to care and
quality of care standards as defined by the Department. Reference Section 8.2, Specialized
Network Provisions.

4.2.2.4 MHS Provider Qualifications

The Contractor shall use DMAS recognized licensed and credentialed treatment professionals as
defined in 12VAC30-50-226, 12VAC30-50-130, 12VAC30-60-143 and 12VAC30-60-61. The
Contractor shall verify that registration requirements for peer recovery specialists and qualified
mental health professionals are met as directed by the Department of Health Professions in
accordance with all applicable regulat