DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicalid Services

7500 Securlty Boulevard, Mail Stop 52-14-26 ‘ : M s
Baitimore, Maryland 21244-1850

CENTERS FOR MEDTCARE & MEDICATD SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Disabled & Elderly Health Programs Group

December 22, 2014

Stephen Fitton, Director

Medical Services Administration

Michigan Department of Community Health
Capitol Commons Center

400 South Pine

P.O. Box 30479

Lansing, Michigan 48913

Dear Mr. Fitton:

The Centers for Medicare & Medicaid Sexrvices (CMS) is approving the request for an initial 1915(c)
Home and Community-Based Services (HCBS) waiver for individuals who are aged 65 and older and
for individuals with physical disabilities from ages 18 through 64 years old. This waiver will provide
HCBS for individuals who, absent the waiver, would require services in a nursing facility. The State
has titled the waiver “HealthLink” and it has been assigned control number MI1126.R00, which
should be referenced in all future correspondence relating to this program.

Concurrently, CMS is approving Michigan’s initial 1915(b) program authorized under the section
1915(b)(1), 1915(b)(2), and 1915(b)(4) of the Social Security Act (the Act) under CMS control
number MI 19.R00.00. This 1915(b) waiver allows Michigan to require mandatory enrollment of all
individuals dually eligible for Medicare and Medicaid who choose to participate in MI HealthLink,
into the state’s contracted managed care organizations for Medicaid state plan services and services
approved under the 1915(c) waiver.

Coverage under both the (b) and (c) waivers is for eligible Medicare-Medicaid Enrollees who have
chosen to participate in the MI HealthLink Financial Alignment Demonstration. The Demonstration
is governed by a Memorandum of Understanding and a 3-way contract between CMS, the State of
Michigan, and the selected Medicare-Medicaid Plans. The 3-way contracts were executed on
October 7, 2014.

For the 1915(c) wavier, the State has requested a waiver of 1902(a)(1) of the Act in order to waive
statewide coverage. The managed care program is authorized under section 1915(b)(1), 1915(b)(2),
and 1915(b)(4) of the Act and provides for waivers of the following sections of Title XIX:

e Section 1902(a)(1) Statewideness
e Section 1902(a)(10)(B) Comparability of Services
e Section 1902(a)(23) Freedom of Choice

The 1915(c) waiver will provide participant self-direction opportunities and will offer the following
services: adult day program, respite, adaptive medical equipment and supplies, fiscal intermediary,
assistive technology, chore services, community transition services, environmental modifications,



expanded community living supports, home delivered meals, non-medical transportation, personal
emergency response system, preventive nursing services, and private duty nursing.

The following number of unduplicated recipients and the estimates of average per capita cost of
waiver services have been approved:

Waiver Year Unduplicated Community Total Waiver
Recipients Costs Costs
(Factor C) (Factor D+D") (Factor C x Factor D)

1 -(01/01/2015 | 3500 7431.96 21,964,845

to 12/31/2015)

2 - (01/01/2016 | 5000 7585.51 32,216,500

to 12/31/2016)

3 - (01/01/2017 | 5000 7760.90 33,152,250

to 12/31/2017)

4 —(01/01/2018 | 5000 7947.11 34,157,300

to 12/31/2018)

5 -(01/01/2019 | 5000 8161.83 35,230,900

to 12/31/2019)

These approvals are subject to the agreement to serve no more individuals than those indicated above.
If the State wishes to serve more individuals or make any other alterations to these waivers, an
amendment must be submitted for approval.

Additionally, our decision is based on the evidence submitted to CMS demonstrating that the state’s
managed care proposal is consistent with the purposes of the Medicaid program, will meet all of the
statutory and regulatory requirements for assuring beneficiaries’ access to and quality of services, and
will be a cost-effective means of providing services to those beneficiaries in Michigan’s Medicaid
population.

These waivers are effective for a five year period beginning January 1, 2015 through December 31,
2019 and operate concurrently. The state may request renewal of these authorities by providing
evidence and documentation of satisfactory performance and oversight. Michigan's request that
these authorities be renewed should be submitted to CMS no later than October 1, 2019. The state
will report all managed care waiver expenditures on the CMS-64 and 1915(c) waiver expenditures on
the CMS 372 report. Michigan will also be responsible for documenting cost-effectiveness, cost
neutrality, access and quality in subsequent renewal requests.

We appreciate the cooperation and effort provided by you and your staff during the development of
these new waiver programs. If you have any questions related to this approval letter, please contact
Patricia Helphenstine, CMS CO analyst at (410) 786 5900 or by email at

Patricia.Helphenstinel @cms.hhs.gov or Scott Manning, CMS CO analyst at (410) 786 6881 or by
email at Scott. Manning @cms.hhs.gov. You may also contact Keri Toback, Chicago Regional Office,
at (312)353-1754 or Keri.Toback @cms.hhs.gov.



Sincerely,

Aupt. ot fege Tt i

Ralph F. Lollar James 1. Golden, PhD

Director Director

Division of Long Term Services and Supports Division of Managed Care Plans
Systems

cc:  Jacqueline Coleman
Kathy Stiffler
Gretchen Nye, MMCO
Kerry Branick, MMCO
Verlon Johnson, Chicago ARA

Bec: Mara Siler-Price, Celestine Curry, Leslie Campbell, Mary Ann McGuire, Keri Toback, Pat
Helphenstine, Scott Manning, Chong Tieng (HRSA), Hunter Kellett (OMB), Anna Arroyo
(OMB), Christopher Carroll (SAMHS), Shantell Franklin
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Facesheet: 1. Request Information (1 of 2)

A. The State of Michigan requests a waiver/amendment under the authority of section 1915(b) of the Act. The Medicaid
agency will directly operate the waiver.
B. Name of Waiver Program(s): Please list each program name the waiver authorizes.

Short title (nickname) Long title Type of Program
MI Health Link MI Health Link MCO;

Waiver Application Title (optional - this title will be used to locate this waiver in the finder):
MI Health Link
C. Type of Request. This is an:

Initial request for a new waiver.

Migration Waiver - this is an existing approved waiver

Provide the information about the original waiverbeing migrated
Base Waiver Number: Requested Approval Period:(For waivers

requesting three, four, or five year

approval periods, the waiver must serve

Effective Date: (nn/dd/yy) kﬂﬂh“.'c‘lﬁé"in“é“& zgfcgtsgl)ly eligible for

Amendment Number (if applicable):

1 year 2 years 3 years 4 years 5 years

Draft ID:M1.030.00.00
Waiver Number:MI1.0717.R00.00

D. Effective Dates: This waiver is requested for a period of 5 years. (For beginning date for an initial or renewal request,
please choose first day of a calendar quarter, if possible, or if not, the first day of a month. For an amendment, please
identify the implementation date as the beginning date, and end of the waiver period as the end date)
Proposed Effective Date: (mm/dd/yy)

01/01/15

Proposed End Date:12/31/19
Calculated as "Proposed Effective Date" (above) plus "Requested Approval Period"” (above) minus one day.
Approved Effective Date: 01/01/15

Facesheet: 2. State Contact(s) (2 of 2)

E. State Contact: The state contact person for this waiver is below:

Name: Jacqueline Coleman Phone: If the State
(517) 241-7172 Ext: TTYContact
information is
Fax: (517) 241-5112 E-mail: colemanj@michigan.gov different for any

of the authorized
programs, please check the program name below and provide the contact information.
The State contact information is different for the following programs:

MI Health Link

Note: If no programs appear in this list, please define the programs authorized by this
waiver on the first page of the

Section A: Program Description

Part I: Program Overview

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015



Print application selector for 1915(b)Waiver: M1.0717.R00.00 - Jan 01, 2015 Page 2 of 78

Tribal consultation.

For initial and renewal waiver requests, please describe the efforts the State has made to ensure Federally recognized tribes in
the State are aware of and have had the opportunity to comment on this waiver proposal.

On June 24, 2011, a notice was sent to the Tribes informing them of the intent to participate in the Demonstration to integrate
care for individuals eligible for both Medicare and Medicaid. On July 1, 2011, a notice was sent to the Tribes requesting
participation in a stakeholder forum. In August 2011, a notice was sent to Tribes and all interested stakeholders requesting
participation in a stakeholder and beneficiary input forum. On September 14, 2011, a notice was sent to the Tribes requesting
additional stakeholder input. On October 7, 2011, a notice was sent to Tribes requesting participation in Integrated Care/MI
Health Link workgroups. Another notice was sent to the Tribes on March 8, 2012, informing them of MDCH's intent to
submit a proposal for the Demonstration program and requesting comments. Notice was sent to the Tribes on August 29,
2013, informing them of the intent to submit 1915(b) and 1915(c) waiver applications. An additional notice was sent to
Tribes on August 1, 2014, as a request for comment on the 1915(b) and 1915(c) waiver applications. MDCH also participated
in Tribal Health Directors Meetings in person in October 2013 and April 2014 to provide information about the MI Health
Link program.

Program History required for renewal waivers only.
Section A: Program Description

Part I: Program Overview
A. Statutory Authority (1 of 3)

1. Waiver Authority. The State's waiver program is authorized under section 1915(b) of the Act, which permits the
Secretary to waive provisions of section 1902 for certain purposes. Specifically, the State is relying upon authority
provided in the following subsection(s) of the section 1915(b) of the Act (if more than one program authorized by this
waiver, please list applicable programs below each relevant authority):

a. 1915(b)(1) - The State requires enrollees to obtain medical care through a primary care case management

(PCCM) system or specialty physician services arrangements. This includes mandatory capitated
programs.
-- Specify Program Instance(s) applicable to this authority

MI Health Link

b. 1915(b)(2) - A locality will act as a central broker (agent, facilitator, negotiator) in assisting eligible

individuals in choosing among PCCMs or competing MCOs/PIHPs/PAHPs in order to provide enrollees
with more information about the range of health care options open to them.
-- Specify Program Instance(s) applicable to this authority

MI Health Link

c. 1915(b)(3) - The State will share cost savings resulting from the use of more cost-effective medical care

with enrollees by providing them with additional services. The savings must be expended for the benefit of
the Medicaid beneficiary enrolled in the waiver. Note: this can only be requested in conjunction with
section 1915(b)(1) or (b)(4) authority.
-- Specify Program Instance(s) applicable to this authority

MI Health Link

d. 1915(b)(4) - The State requires enrollees to obtain services only from specified providers who undertake to

provide such services and meet reimbursement, quality, and utilization standards which are consistent with
access, quality, and efficient and economic provision of covered care and services. The State assures it will
comply with 42 CFR 431.55(f).
-- Specify Program Instance(s) applicable to this authority

MI Health Link

The 1915(b)(4) waiver applies to the following programs
MCO
PIHP
PAHP
PCCM (Note: please check this item if this waiver is for a PCCM program that limits who is eligible

to be a primary care case manager. That is, a program that requires PCCMs to meet certain
quality/utilization criteria beyond the minimum requirements required to be a fee-for-service
Medicaid contracting provider.)

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015
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FFS Selective Contracting program
Please describe:

Section A: Program Description

Part I: Program Overview
A. Statutory Authority (2 of 3)

2. Sections Waived. Relying upon the authority of the above section(s), the State requests a waiver of the following
sections of 1902 of the Act (if this waiver authorizes multiple programs, please list program(s) separately under each
applicable statute):

a. Section 1902(a)(1) - Statewideness--This section of the Act requires a Medicaid State plan to be in effect

in all political subdivisions of the State. This waiver program is not available throughout the State.
-- Specify Program Instance(s) applicable to this statute
MI Health Link
b. Section 1902(a)(10)(B) - Comparability of Services--This section of the Act requires all services for

categorically needy individuals to be equal in amount, duration, and scope. This waiver program includes
additional benefits such as case management and health education that will not be available to other
Medicaid beneficiaries not enrolled in the waiver program.
-- Specify Program Instance(s) applicable to this statute
MI Health Link
c. Section 1902(a)(23) - Freedom of Choice--This Section of the Act requires Medicaid State plans to permit

all individuals eligible for Medicaid to obtain medical assistance from any qualified provider in the State.
Under this program, free choice of providers is restricted. That is, beneficiaries enrolled in this program
must receive certain services through an MCO, PIHP, PAHP, or PCCM.
-- Specify Program Instance(s) applicable to this statute

MI Health Link

d. Section 1902(a)(4) - To permit the State to mandate beneficiaries into a single PIHP or PAHP, and restrict
disenrollment from them. (If state seeks waivers of additional managed care provisions, please list here).

-- Specify Program Instance(s) applicable to this statute
MI Health Link

e. Other Statutes and Relevant Regulations Waived - Please list any additional section(s) of the Act the
State requests to waive, and include an explanation of the request.

-- Specify Program Instance(s) applicable to this statute
MI Health Link

Section A: Program Description

Part I: Program Overview
A. Statutory Authority (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

MI Health Link is a program that will coordinate supports and services for individuals who are dually eligible for both
Medicare and Medicaid programs and reside in any one of the four regions as indicated in Section A, Part I (D) of this
application, and meet the following other eligibility criteria.

Included population:
Individuals who are aged and/or disabled, age 21 or older, eligible for full benefits under Medicare Part A, and enrolled under

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015
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Parts B and D, receiving full Medicaid benefits, and living in Region 1,4, 7, or 9. Also included are individuals who are
eligible for Medicaid through expanded financial eligibility limits associated with nursing facility placement or under a 1915
(c) HCBS waiver.

Excluded population:

* Persons without full Medicaid coverage.

* Persons with Medicaid who reside in a State psychiatric hospital.

* Persons with commercial HMO coverage.

* Persons with Medicare Advantage through an employer.

* Persons disenrolled due to Special Disenrollment from Medicaid managed care.

* Persons incarcerated in a city, county, State, or federal correctional facility.

* Persons not living in a Demonstration region.

* Persons with Additional Low Income Medicare Beneficiary/Qualified Individuals (ALMB/QI).

* Persons enrolled in the Program of All-Inclusive Care for the Elderly (PACE) or the MI Choice waiver program.
* Individuals under age 21 who participate in the Children's Special Health Care Services (CSHCS) program operating under
the authority of Title V.

Medicare and Medicaid supports and services will be provided through managed care organizations called Integrated Care
Organizations (ICOs) under a three-way contract with CMS and MDCH. All enrolled individuals may receive Medicaid
State Plan physical health care supports and services through the MI Health Link §1915(b) waiver. This MI Health Link
§1915(b) waiver operates concurrently with the §1915(c) waiver called MI Health Link HCBS. The MI Health Link HCBS
waiver offers home and community-based services (HCBS) to MI Health Link enrollees who are elderly and/or physically
disabled, dually eligible for Medicare and Medicaid, and meet nursing facility level of care.

Under the entire MI Health Link §1915(b)/(c) waiver program, there are three capitation rate Tiers in which enrollees may be
placed based on their needs. Tier 1 is for enrollees who reside in nursing facilities. Tier 1 enrollees will be given the choice
of remaining in the nursing facilities or transitioning to the community and receiving home and community based services
(HCBS). Tier 2 is for enrollees who participate in the MI Health Link HCBS waiver. Tier 2 enrollees would, if not for the
provision of such home and community based services, require services in a nursing facility. The goal is to provide home
and community based supports and services to participants using a person-centered planning process that allows them to
maintain or improve their health, welfare, and quality of life. Tier 3 is for enrollees living in the community but are not
eligible for MI Health Link HCBS. Michigan’s Nursing Facility Level of Care Determination (NFLOCD) tool will be used
to determine in which Tier an enrollee will be placed. Tier 1 enrollees may transition to the MI Health Link HCBS waiver
and would then become under the Tier 2 category.

The waiver is administered by the Michigan Department of Community Health (MDCH), Medical Services Administration
(MSA), which is the Single State Agency. MDCH exercises administrative discretion in the administration and supervision of
the waiver, as well as all related policies, rules, and regulations. CMS and MDCH contract with Integrated Care
Organizations (ICOs) to provide services to MI Health Link enrollees and carry out the waiver obligations. The ICOs are
paid a monthly capitation rate for services rendered to MI Health Link enrollees. Each ICO must sign a provider agreement
with MDCH assuring that it meets all program requirements. ICOs may use written contracts meeting the requirements of 42
CFR 434.6 to deliver other services. Entities or individuals under contract or subcontract with the ICO must meet provider
standards described elsewhere in the waiver application. Provider contracts or subcontracts also assure that providers of
services receive full reimbursement for services outlined in the waiver application. Providers meeting the requirements
outlined in the waiver are permitted to participate.

MI Health Link §1915(b)/(c) waiver program enrollees also may receive supports and services for needs related to behavioral
health, intellectual/developmental disability, or substance use disorders through the PIHPs under the Managed Specialty
Services and Supports §1915(b) waiver. ICOs are required to work with the PIHPs to coordinate all supports and services for
enrollees.

Participants enrolled in the MI Health Link HCBS waiver may not be enrolled simultaneously in another of Michigan’s
§1915(c) waivers. Individuals who are enrolled in the Habilitation Supports Waiver through the PIHPs may receive services
through the MI Health Link 1915(b) waiver but are not permitted to participate in the MI Health Link HCBS waiver.
Section A: Program Description

Part I: Program Overview

B. Delivery Systems (1 of 3)

1. Delivery Systems. The State will be using the following systems to deliver services:

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015
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a. MCO: Risk-comprehensive contracts are fully-capitated and require that the contractor be an MCO or
HIO. Comprehensive means that the contractor is at risk for inpatient hospital services and any other

mandatory State plan service in section 1905(a), or any three or more mandatory services in that
section. References in this preprint to MCOs generally apply to these risk-comprehensive entities.

b. PIHP: Prepaid Inpatient Health Plan means an entity that: (1) provides medical services to enrollees

under contract with the State agency, and on the basis of prepaid capitation payments or other
payment arrangements that do not use State Plan payment rates; (2) provides, arranges for, or
otherwise has responsibility for the provision of any inpatient hospital or institutional services for its
enrollees; and (3) does not have a comprehensive risk contract. Note: this includes MCOs paid on a
non-risk basis.

The PIHP is paid on a risk basis
The PIHP is paid on a non-risk basis

c. PAHP: Prepaid Ambulatory Health Plan means an entity that: (1) provides medical services to

enrollees under contract with the State agency, and on the basis of prepaid capitation payments, or
other payment arrangements that do not use State Plan payment rates; (2) does not provide or arrange
for, and is not otherwise responsible for the provision of any inpatient hospital or institutional
services for its enrollees; and (3) does not have a comprehensive risk contract. This includes capitated
PCCMs.

The PAHP is paid on a risk basis
The PAHP is paid on a non-risk basis

d. PCCM: A system under which a primary care case manager contracts with the State to furnish case
management services. Reimbursement is on a fee-for-service basis. Note: a capitated PCCM is a
PAHP.

e. Fee-for-service (FFS) selective contracting: State contracts with specified providers who are willing

to meet certain reimbursement, quality, and utilization standards.
the same as stipulated in the state plan

different than stipulated in the state plan
Please describe:

f. Other: (Please provide a brief narrative description of the model.)

Section A: Program Description

Part I: Program Overview
B. Delivery Systems (2 of 3)

2. Procurement. The State selected the contractor in the following manner. Please complete for each type of managed
care entity utilized (e.g. procurement for MCO; procurement for PIHP, etc):
Procurement for MCO

Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process (in which any qualifying contractor may participate)

Sole source procurement

Other (please describe)

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015
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Procurement for PIHP
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Procurement for PAHP
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Procurement for PCCM
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Procurement for FFS

Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process (in which any qualifying contractor may participate)

Sole source procurement

Other (please describe)

Section A: Program Description

Part I: Program Overview

B. Delivery Systems (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:
For the MI Health Link program, MCOs are referred to as Integrated Care Organizations (ICOs).
Section A: Program Description

Part I: Program Overview

C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (1 of 3)

1. Assurances.

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015
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The State assures CMS that it complies with section 1932(a)(3) of the Act and 42 CFR 438.52, which require that

a State that mandates Medicaid beneficiaries to enroll in an MCO, PIHP, PAHP, or PCCM must give those
beneficiaries a choice of at least two entities.
The State seeks a waiver of section 1932(a)(3) of the Act, which requires States to offer a choice of more

than one PIHP or PAHP per 42 CFR 438.52. Please describe how the State will ensure this lack of choice of
PIHP or PAHP is not detrimental to beneficiaries’ ability to access services.

2. Details. The State will provide enrollees with the following choices (please replicate for each program in waiver):
Program: " MI Health Link. "
Two or more MCOs

Two or more primary care providers within one PCCM system.
A PCCM or one or more MCOs

Two or more PIHPs.

Two or more PAHPs.

Other:

please describe
Region 1 will have one MCO under a Rural Exception.

Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (2 of 3)

3. Rural Exception.
The State seeks an exception for rural area residents under section 1932(a)(3)(B) of the Act and 42 CFR 438.52
(b), and assures CMS that it will meet the requirements in that regulation, including choice of physicians or case
managers, and ability to go out of network in specified circumstances. The State will use the rural exception in the
following areas ( "rural area" must be defined as any area other than an "urban area" as defined in 42 CFR 412.62
(H(1)()):
The rural exception is operated in the following Michigan counties (Region 1): Alger, Baraga, Chippewa, Delta,
Dickinson, Gogebic, Houghton, Iron, Keweenaw, Luce, Mackinac, Marquette, Menominee, Ontonagon, and
Schoolcraft.

4. 1915(b)(4) Selective Contracting.
Beneficiaries will be limited to a single provider in their service area
Please define service area.

Beneficiaries will be given a choice of providers in their service area
Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/vQ/print/PrintSelector.jsp 1/7/2015



Print application selector for 1915(b)Waiver: M1.0717.R00.00 - Jan 01, 2015 Page 8 of 78

Section A: Program Description

Part I: Program Overview
D. Geographic Areas Served by the Waiver (1 of 2)

1. General. Please indicate the area of the State where the waiver program will be implemented. (If the waiver authorizes
more than one program, please list applicable programs below item(s) the State checks.
m Statewide -- all counties, zip codes, or regions of the State
-- Specify Program Instance(s) for Statewide
MI Health Link

m Less than Statewide
-- Specify Program Instance(s) for Less than Statewide
MI Health Link

2. Details. Regardless of whether item 1 or 2 is checked above, please list in the chart below the areas (i.e., cities,
counties, and/or regions) and the name and type of entity or program (MCO, PIHP, PAHP, HIO, PCCM or other entity)
with which the State will contract.

. . Type of Program (PCCM, .
City/County/Region MCO, PIHP, or PAHP) Name of Entity (for MCO, PIHP, PAHP)
Region 1 MCO Upper Peninsula Health Plan
Region 4 MCO f/leltc%e: g]zitter Health, Meridian Health Plan of
Region 7 MCO United HealthCare, Molina, Aetna Better Health,
g AmeriHealth, HAPMidwest, Fidelis
Region 9 MCO United HealthCare, Molina, Aetna Better Health,
g AmeriHealth, HAPMidwest, Fidelis

Section A: Program Description

Part I: Program Overview
D. Geographic Areas Served by the Waiver (2 of 2)

Additional Information. Please enter any additional information not included in previous pages:
Regions and associated counties:

Region 1: Alger, Baraga, Chippewa, Delta, Dickinson, Gogebic, Houghton, Iron, Keweenaw, Luce, Mackinac, Marquette,
Menominee, Ontonagon, Schoolcraft

Region 4: Barry, Berrien, Branch, Calhoun, Cass, Kalamazoo, St. Joseph, Van Buren
Region 7: Wayne

Region 9: Macomb

ICO Names:

AmeriHealth Michigan

Aetna Better Health

Fidelis SecureCare

Meridian Health Plan of Michigan
HAP Midwest Health Plan

Molina Healthcare of Michigan
United Healthcare Community Plan
Upper Peninsula Health Plan
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Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver (1 of 3)

Please note that the eligibility categories of Included Populations and Excluded Populations below may be modified as needed
to fit the State’s specific circumstances.

1. Included Populations. The following populations are included in the Waiver Program:

Section 1931 Children and Related Populations are children including those eligible under Section 1931,
poverty-level related groups and optional groups of older children.

Mandatory enrollment

Voluntary enrollment

Section 1931 Adults and Related Populations are adults including those eligible under Section 1931, poverty-
level pregnant women and optional group of caretaker relatives.

Mandatory enrollment

Voluntary enrollment

Blind/Disabled Adults and Related Populations are beneficiaries, age 18 or older, who are eligible for Medicaid
due to blindness or disability. Report Blind/Disabled Adults who are age 65 or older in this category, not in Aged.
Mandatory enrollment
Voluntary enrollment

Blind/Disabled Children and Related Populations are beneficiaries, generally under age 18, who are eligible for
Medicaid due to blindness or disability.

Mandatory enrollment

Voluntary enrollment

Aged and Related Populations are those Medicaid beneficiaries who are age 65 or older and not members of the
Blind/Disabled population or members of the Section 1931 Adult population.

Mandatory enrollment

Voluntary enrollment

Foster Care Children are Medicaid beneficiaries who are receiving foster care or adoption assistance (Title I'V-
E), are in foster-care, or are otherwise in an out-of-home placement.

Mandatory enrollment

Voluntary enrollment

TITLE XXI SCHIP is an optional group of targeted low-income children who are eligible to participate in

Medicaid if the State decides to administer the State Children’s Health Insurance Program (SCHIP) through the
Medicaid program.

Mandatory enrollment
Voluntary enrollment

Other (Please define):

Individuals who are aged and/or disabled, age 21 or older, eligible for full benefits under Medicare Part A, and
enrolled under Parts B and D, receiving full Medicaid benefits, and living in Region 1,4, 7, or 9. Also included
are individuals who are eligible for Medicaid through expanded financial eligibility limits associated with
nursing facility placement or under a 1915(c) HCBS waiver.

Enrollees who are in need of services related to behavioral health (BH), intellectual/developmental disability
(I/DD), and/or substance use disorders (SUD), will receive these services through Michigan's Managed Specialty
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Services and Supports Program 1915(b) waiver. Participants who are eligible for the Habilitation Supports
Waiver (HSW) 1915(b)/(c) waiver, may choose to participate in the HSW instead of the MI Health Link HCBS
1915(c) waiver program, but will receive physical health supports and services through the MI Health Link 1915
(b) waiver. The MI Health Link 1915(b) enrollees who are also enrolled in the HSW will also be able to receive
all care coordination functions and requirements including use of the Care Bridge.

Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver (2 of 3)

2. Excluded Populations. Within the groups identified above, there may be certain groups of individuals who are
excluded from the Waiver Program. For example, the “Aged” population may be required to enroll into the program,
but “Dual Eligibles” within that population may not be allowed to participate. In addition, “Section 1931 Children”
may be able to enroll voluntarily in a managed care program, but “Foster Care Children” within that population may be
excluded from that program. Please indicate if any of the following populations are excluded from participating in the
Waiver Program:

Medicare Dual Eligible --Individuals entitled to Medicare and eligible for some category of Medicaid benefits.
(Section 1902(a)(10) and Section 1902(a)(10)(E))

Poverty Level Pregnant Women -- Medicaid beneficiaries, who are eligible only while pregnant and for a short
time after delivery. This population originally became eligible for Medicaid under the SOBRA legislation.

Other Insurance --Medicaid beneficiaries who have other health insurance.

Reside in Nursing Facility or ICF/IID --Medicaid beneficiaries who reside in Nursing Facilities (NF) or
Intermediate Care Facilities for the Individuals with Intellectual Disabilities (ICF/IID).

Enrolled in Another Managed Care Program --Medicaid beneficiaries who are enrolled in another Medicaid
managed care program

Eligibility Less Than 3 Months --Medicaid beneficiaries who would have less than three months of Medicaid
eligibility remaining upon enrollment into the program.

Participate in HCBS Waiver --Medicaid beneficiaries who participate in a Home and Community Based Waiver
(HCBS, also referred to as a 1915(c) waiver).

American Indian/Alaskan Native --Medicaid beneficiaries who are American Indians or Alaskan Natives and
members of federally recognized tribes.

Special Needs Children (State Defined) --Medicaid beneficiaries who are special needs children as defined by

the State. Please provide this definition.
Individuals under age 21 who participate in the Children's Special Health Care Services (CSHCS) program
operating under the authority of Title V.

SCHIP Title XXI Children — Medicaid beneficiaries who receive services through the SCHIP program.
Retroactive Eligibility — Medicaid beneficiaries for the period of retroactive eligibility.

Other (Please define):

- Persons without full Medicaid coverage.

- Persons with spend-down.

- Persons with Medicaid who reside in a State psychiatric hospital.

- Persons with commercial HMO coverage.

- Persons with Medicare Advantage through an employer.

- Persons disenrolled due to Special Disenrollment from Medicaid managed care.
- Persons incarcerated in a city, county, State, or federal correctional facility.
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- Persons not living in a Demonstration region.

- Persons with Additional Low Income Medicare Beneficiary/Qualified Individuals (ALMB/QI).

- Persons enrolled in the Program of All-Inclusive Care for the Elderly (PACE) or the MI Choice waiver
program.

Section A: Program Description

Part I: Program Overview

E. Populations Included in Waiver (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

To avoid duplication of services, persons enrolled in either the Program of All-Inclusive Care for the Elderly (PACE) or the
MI Choice 1915(b)/(c) waiver program may participate in the MI Health Link Program, but must first disenroll from PACE
or MI Choice.

Section A: Program Description

Part I: Program Overview

F. Services (1 of 5)

List all services to be offered under the Waiver in Appendices D2.S. and D2.A of Section D, Cost-Effectiveness.

1. Assurances.

The State assures CMS that services under the Waiver Program will comply with the following federal

requirements:
m Services will be available in the same amount, duration, and scope as they are under the State Plan per 42
CFR 438.210(a)(2).
m Access to emergency services will be assured per section 1932(b)(2) of the Act and 42 CFR 438.114.
m Access to family planning services will be assured per section 1905(a)(4) of the Act and 42 CFR 431.51(b)
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the

regulatory requirements listed above for PIHP or PAHP programs. Please identify each regulatory
requirement for which a waiver is requested, the managed care program(s) to which the waiver will
apply, and what the State proposes as an alternative requirement, if any. (See note below for limitations
on requirements that may be waived).

The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of 42 CFR 438.210(a)(2), 438.114, and 431.51 (Coverage of Services,
Emergency Services, and Family Planning) as applicable. If this is an initial waiver, the State assures that
contracts that comply with these provisions will be submitted to the CMS Regional Office for approval prior
to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care regulations

do not apply. The State assures CMS that services will be available in the same amount, duration, and scope
as they are under the State Plan.

The state assures CMS that it complies with Title I of the Medicare Modernization Act of 2003, in so far as
these requirements are applicable to this waiver.

Note: Section 1915(b) of the Act authorizes the Secretary to waive most requirements of section 1902 of the Act for the
purposes listed in sections 1915(b)(1)-(4) of the Act. However, within section 1915(b) there are prohibitions on
waiving the following subsections of section 1902 of the Act for any type of waiver program:

m Section 1902(s) -- adjustments in payment for inpatient hospital services furnished to infants under age 1, and
to children under age 6 who receive inpatient hospital services at a Disproportionate Share Hospital (DSH)
facility.

m Sections 1902(a)(15) and 1902(bb) — prospective payment system for FQHC/RHC
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m Section 1902(a)(10)(A) as it applies to 1905(a)(2)(C) — comparability of FQHC benefits among Medicaid
beneficiaries

m Section 1902(a)(4)(C) -- freedom of choice of family planning providers

m Sections 1915(b)(1) and (4) also stipulate that section 1915(b) waivers may not waive freedom of choice of
emergency services providers.

Section A: Program Description

Part I: Program Overview

F. Services (2 of 5)

2. Emergency Services. In accordance with sections 1915(b) and 1932(b) of the Act, and 42 CFR 431.55 and 438.114,
enrollees in an MCO, PIHP, PAHP, or PCCM must have access to emergency services without prior authorization,
even if the emergency services provider does not have a contract with the entity.

The PAHP, PAHP, or FFS Selective Contracting program does not cover emergency services.

Emergency Services Category General Comments (optional):

3. Family Planning Services. In accordance with sections 1905(a)(4) and 1915(b) of the Act, and 42 CFR 431.51(b),
prior authorization of, or requiring the use of network providers for family planning services is prohibited under the
waiver program. Out-of-network family planning services are reimbursed in the following manner:

The MCO/PIHP/PAHP will be required to reimburse out-of-network family planning services.

The MCO/PIHP/PAHP will be required to pay for family planning services from network providers, and the State
will pay for family planning services from out-of-network providers.

The State will pay for all family planning services, whether provided by network or out-of-network providers.

Other (please explain):

Family planning services are not included under the waiver.

Family Planning Services Category General Comments (optional):

Section A: Program Description

Part I: Program Overview
F. Services (3 of 5)

4. FQHC Services. In accordance with section 2088.6 of the State Medicaid Manual, access to Federally Qualified
Health Center (FQHC) services will be assured in the following manner:

The program is voluntary, and the enrollee can disenroll at any time if he or she desires access to FQHC services.

The MCO/PTHP/PAHP/PCCM is not required to provide FQHC services to the enrollee during the enrollment
period.

The program is mandatory and the enrollee is guaranteed a choice of at least one MCO/PIHP/PAHP/PCCM
which has at least one FQHC as a participating provider. If the enrollee elects not to select a
MCO/PIHP/PAHP/PCCM that gives him or her access to FQHC services, no FQHC services will be required to
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be furnished to the enrollee while the enrollee is enrolled with the MCO/PIHP/PAHP/PCCM he or she selected.
Since reasonable access to FQHC services will be available under the waiver program, FQHC services outside the
program will not be available. Please explain how the State will guarantee all enrollees will have a choice of at
least one MCO/PIHP/PAHP/PCCM with a participating FQHC:

Enrollees will have access to FQHCs either in the regional service area or out-of-network if an FQHC does not
exist within the service area.

The program is mandatory and the enrollee has the right to obtain FQHC services outside this waiver program

through the regular Medicaid Program.

FQHC Services Category General Comments (optional):

5. EPSDT Requirements.

The managed care programs(s) will comply with the relevant requirements of sections 1905(a)(4)(b) (services),

1902(a)(43) (administrative requirements including informing, reporting, etc.), and 1905(r) (definition) of the Act
related to Early, Periodic Screening, Diagnosis, and Treatment (EPSDT) program.

EPSDT Requirements Category General Comments (optional):

This waiver program will enroll only those individuals who are age 21 and older, therefore EPSDT would not be
applicable to this program.

Section A: Program Description

Part I: Program Overview
F. Services (4 of 5)

6. 1915(b)(3) Services.

This waiver includes 1915(b)(3) expenditures. The services must be for medical or health-related care, or other

services as described in 42 CFR Part 440, and are subject to CMS approval. Please describe below what these
expenditures are for each waiver program that offers them. Include a description of the populations eligible,
provider type, geographic availability, and reimbursement method.

1915(b)(3) Services Requirements Category General Comments:

7. Self-referrals.

The State requires MCOs/PIHPs/PAHPs/PCCMs to allow enrollees to self-refer (i.e. access without prior

authorization) under the following circumstances or to the following subset of services in the
MCO/PIHP/PAHP/PCCM contract:

Self-referrals Requirements Category General Comments:

An enrollee may access the following services without prior authorization regardless of network affiliation:
- Emergency medical care

- Family planning services

- Immunization and communicable disease management from local Public Health Departments

An enrollee may access the following services without prior authorization from In-Network providers:
- Routine services offered by women's health specialists

8. Other.

Other (Please describe)
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Section A: Program Description

Part I: Program Overview
F. Services (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:

ICOs will be required to provide for all services covered by Medicaid and Medicare and additional items or services
indicated in this concurrent 1915(b)/(c) waiver application under a capitated model of financing. For additional details, refer
to:

1) The Capitated Financial Alignment Model Memorandum of Understanding (MOU) between the Michigan Department of
Community Health (MDCH) and the Centers for Medicare and Medicaid Services (CMS)

2)The Three-Way Contract for CMS, the State of Michigan, and ICOs

Section A: Program Description

Part I1: Access
A. Timely Access Standards (1 of 7)

Each State must ensure that all services covered under the State plan are available and accessible to enrollees of the 1915(b)
Waiver Program. Section 1915(b) of the Act prohibits restrictions on beneficiaries’ access to emergency services and family
planning services.

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requirements are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206 Availability of Services. If
this is an initial waiver, the State assures that contracts that comply with these provisions will be submitted to
the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.

If the 1915(b) Waiver Program does not include a PCCM component, please continue with Part 11.B. Capacity Standards.

Section A: Program Description

Part II: Access
A. Timely Access Standards (2 of 7)

2. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access to services.
Please note below the activities the State uses to assure timely access to services.
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a. Availability Standards. The State’s PCCM Program includes established maximum distance and/or travel

time requirements, given beneficiary’s normal means of transportation, for waiver enrollees’ access to the
following providers. For each provider type checked, please describe the standard.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental

Please describe:

5. Hospitals

Please describe:

6. Mental Health

Please describe:

7. Pharmacies

Please describe:

8. Substance Abuse Treatment Providers

Please describe:

9. Other providers

Please describe:
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Section A: Program Description

Part II: Access

A. Timely Access Standards (3 of 7)
2. Details for PCCM program. (Continued)

b. Appointment Schedulingmeans the time before an enrollee can acquire an appointment with his or her

provider for both urgent and routine visits. The State’s PCCM Program includes established standards for
appointment scheduling for waiver enrollee’s access to the following providers.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental

Please describe:

5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. Urgent care

Please describe:

8. Other providers

Please describe:
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Section A: Program Description

Part II: Access
A. Timely Access Standards (4 of 7)

2. Details for PCCM program. (Continued)

c. In-Office Waiting Times: The State’s PCCM Program includes established standards for in-office waiting
times. For each provider type checked, please describe the standard.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental

Please describe:

5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. Other providers

Please describe:
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Section A: Program Description

Part I1: Access
A. Timely Access Standards (5 of 7)

2. Details for PCCM program. (Continued)

d. Other Access Standards

Section A: Program Description

Part I1: Access
A. Timely Access Standards (6 of 7)

3. Details for 1915(b)(4)FFS selective contracting programs: Please describe how the State assures timely access to the
services covered under the selective contracting program.

Section A: Program Description

Part I1: Access
A. Timely Access Standards (7 of 7)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part I1: Access
B. Capacity Standards (1 of 6)

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with section 1932(b)(5) of the Act and 42 CFR 438.207 Assurances

of adequate capacity and services, in so far as these requirements are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(b)(5) and 42 CFR 438.207 Assurances of adequate capacity and services.
If this is an initial waiver, the State assures that contracts that comply with these provisions will be submitted
to the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.

If the 1915(b) Waiver Program does not include a PCCM component, please continue with Part Il, C. Coordination and
Continuity of Care Standards.
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Section A: Program Description

Part II: Access
B. Capacity Standards (2 of 6)

2. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access to services.
Please note below which of the strategies the State uses assure adequate provider capacity in the PCCM program.
a. The State has set enrollment limits for each PCCM primary care provider.

Please describe the enrollment limits and how each is determined:

b. The State ensures that there are adequate number of PCCM PCPs with open panels.

Please describe the State’s standard:

c. The State ensures that there is an adequate number of PCCM PCPs under the waiver assure access to all
services covered under the Waiver.

Please describe the State’s standard for adequate PCP capacity:

Section A: Program Description

Part II: Access
B. Capacity Standards (3 of 6)

2. Details for PCCM program. (Continued)
d. The State compares numbers of providers before and during the Waiver.

I Provider Type I # Before Waiver I # in Current Waiver I # Expected in Renewal | I

Please note any limitations to the data in the chart above:

e. The State ensures adequate geographic distribution of PCCMs.

Please describe the State’s standard:

Section A: Program Description

Part II: Access
B. Capacity Standards (4 of 6)

2. Details for PCCM program. (Continued)
f. PCP:Enrollee Ratio. The State establishes standards for PCP to enrollee ratios.

Area/(City/County/Region) I PCCM-to-Enrollee Ratio I I
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Please note any changes that will occur due to the use of physician extenders.:

g. Other capacity standards.

Please describe:

Section A: Program Description

Part II: Access
B. Capacity Standards (5 of 6)

3. Details for 1915(b)(4)FFS selective contracting programs: Please describe how the State assures provider capacity
has not been negatively impacted by the selective contracting program. Also, please provide a detailed capacity
analysis of the number of beds (by type, per facility) — for facility programs, or vehicles (by type, per contractor) — for
non-emergency transportation programs, needed per location to assure sufficient capacity under the waiver program.
This analysis should consider increased enrollment and/or utilization expected under the waiver.

Section A: Program Description

Part II: Access
B. Capacity Standards (6 of 6)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part II: Access
C. Coordination and Continuity of Care Standards (1 of 5)

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requirements are applicable.
The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the

regulatory requirements listed above for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206 Availability of Services. If
this is an initial waiver, the State assures that contracts that comply with these provisions will be submitted to
the CMS Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.
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Section A: Program Description

Part II: Access
C. Coordination and Continuity of Care Standards (2 of 5)

2. Details on MCO/PIHP/PAHP enrollees with special health care needs.
The following items are required.

a. The plan is a PIHP/PAHP, and the State has determined that based on the plan’s scope of services, and

how the State has organized the delivery system, that the PIHP/PAHP need not meet the requirements
for additional services for enrollees with special health care needs in 42 CFR 438.208.

Please provide justification for this determination:

b. Identification. The State has a mechanism to identify persons with special health care needs to MCOs,
PIHPs, and PAHPs, as those persons are defined by the State.

Please describe:

c. Assessment. Each MCO/PIHP/PAHP will implement mechanisms, using appropriate health care

professionals, to assess each enrollee identified by the State to identify any ongoing special conditions that
require a course of treatment or regular care monitoring. Please describe:

Please describe the enrollment limits and how each is determined:

d. Treatment Plans. For enrollees with special health care needs who need a course of treatment or regular

care monitoring, the State requires the MCO/PIHP/PAHP to produce a treatment plan.If so, the treatment
plan meets the following requirements:
1. Developed by enrollees’ primary care provider with enrollee participation, and in consultation

with any specialists’ care for the enrollee.
2. Approved by the MCO/PIHP/PAHP in a timely manner (if approval required by plan).

In accord with any applicable State quality assurance and utilization review standards.

Please describe:

e. Direct access to specialists. If treatment plan or regular care monitoring is in place, the MCO/PIHP/PAHP

has a mechanism in place to allow enrollees to directly access specialists as appropriate for enrollee’s
condition and identified needs.

Please describe:
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Section A: Program Description

Part II: Access
C. Coordination and Continuity of Care Standards (3 of 5)

3. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access to services.
Please note below which of the strategies the State uses assure adequate provider capacity in the PCCM program.
a. Each enrollee selects or is assigned to a primary care provider appropriate to the enrollee’s needs.

b. Each enrollee selects or is assigned to a designated designated health care practitioner who is primarily

responsible for coordinating the enrollee’s overall health care.
c. Each enrollee is receives health education/promotion information.

Please explain:

d. Each provider maintains, for Medicaid enrollees, health records that meet the requirements established by

the State, taking into account professional standards.
There is appropriate and confidential exchange of information among providers.

Enrollees receive information about specific health conditions that require follow-up and, if appropriate,

are given training in self-care.
g. Primary care case managers address barriers that hinder enrollee compliance with prescribed treatments

or regimens, including the use of traditional and/or complementary medicine.
h. Additional case management is provided.

Please include how the referred services and the medical forms will be coordinated among the
practitioners, and documented in the primary care case manager’s files.

i. Referrals.

Please explain in detail the process for a patient referral. In the description, please include how the
referred services and the medical forms will be coordinated among the practitioners, and documented in
the primary care case managers’ files.

Section A: Program Description

Part II: Access
C. Coordination and Continuity of Care Standards (4 of 5)

4. Details for 1915(b)(4) only programs: If applicable, please describe how the State assures that continuity and
coordination of care are not negatively impacted by the selective contracting program.

Section A: Program Description

Part II: Access
C. Coordination and Continuity of Care Standards (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:
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Special Health Care Needs:

The State defines individuals with special health care needs as including only children or those individuals participating in
the Children's Special Health Care Services program. The MI Health Link program will not be enrolling any individuals in
these groups.

Care Bridge and Care Coordination Process:

There is an extensive care coordination and continuity of care process for the MI Health Link Program, as required by, and
further detailed in, the MOU, the Three-Way Contract, and also the contract(s) between ICOs and PIHPs. Care coordination
services are available to all enrollees. The care coordination process/framework, referred to as the Care Bridge, includes the
following components.

Through the Care Bridge, the members of the enrollee's care and supports team facilitate access to formal and informal
supports and services identified in the enrollee's Individual Integrated Care and Supports Plan (IISCP). The Care Bridge
includes an electronic Care Coordination platform which will support an Integrated Care Bridge Record to facilitate timely
and effective information flow between the members of the care and supports team. The Care Bridge and related care
coordination will provide for a person-centered approach that is consistent with the CMS model of care and Medicare and
Medicaid requirements and guidance, the opportunity for enrollees to choose arrangements that support self-determination,
appropriate access and information sharing for enrollees and treating providers, and medication review and reconciliation.
The Care Bridge provides the functionality to facilitate coordination across the full continuum of the enrollee's services,
supports, and providers. This includes facilitating access to appropriate community-based resources, with a focus on
providing services in the most integrated setting and supporting transitions between care settings. The ICO Care Coordinator
will offer care coordination services to the enrollee. The ICO Care Coordinator will be required to jointly coordinate with the
PIHP supports coordinator or case manager when the enrollee has received services through a PIHP within the last 12
months, or a newly enrolled person requests or is identified as having potential need for behavioral health BH, I/DD, or SUD
needs. If the enrollee has need for long term supports and services (LTSS), the ICO Care Coordinator will collaborate with
the enrollee's chosen LTSS supports coordinator. Care coordination will include, at a minimum, the following steps within
prescribed timeframes: 1) an assessment process that includes an Initial Screening, a Level I Assessment, and if needed, a
Level II Assessment; 2) Meeting of the Integrated Care Team (ICT), as needed or as requested by the enrollee; 3)
development of an IICSP based on the person-centered planning process; 4) ongoing care coordination, facilitating access to
services and supports, monitoring and advocacy; 5) utilizing the Care Coordination platform to develop and maintain an
Integrated Care Bridge Record (ICBR).

The assessment process that must be completed for all enrollees:

1) Initial Screening using specified screening questions at the time of enrollment. It is a series of enrollee reported yes/no
questions related to historical and current service use. The purpose is to identify enrollees with immediate needs in order to
prioritize enrollees needing a Level I Assessment conducted in person.

2) Level I Assessment: The ICO Care Coordinator will conduct this assessment using an MDCH approved tool to assess an
enrollee's current health, welfare, functional needs and risks. This Assessment will serve as the basis for identifying need for
Level II Assessment and referral. The Level I Assessment process may also include completing the Nursing Facility Level of
Care Determination (NFLOCD)tool to determine whether an enrollee meets criteria for nursing facility level of care as
required for nursing facility residential placement or MI Health Link HCBS waiver enrollment. More information about the
NFLOCD tool may be found at http://www.michigan.gov/mdch/0,1607,7-132-2945 42542 42543 42546 42554-103102--
,00.html.

3) Level II Assessment for enrollees identified as having a need for supports and services related to LTSS, BH, I/DD, SUD,
or complex medical conditions. The Level II Assessment tools) are determined by MDCH. If an individual has been assessed
within the previous 12 months, the current assessment may be incorporated into the IICSP until the time of the annual
reassessment or if the enrollee has a significant change in condition.

The enrollee must be reassessed at least annually, or sooner if there is a significant change in condition or upon request from
the enrollee.

Integrated Care Team (ICT):

An ICT will be offered to each enrollee. Membership will include the enrollee (to the extent he or she chooses to participate),
his or her chosen allies, the ICO Care Coordinator, primary care physician, and LTSS Supports Coordinator, and/or PIHP
Supports Coordinator or Case Manager (as applicable), and other individuals as appropriate. The role of the ICT is to
participate in the person-centered planning process as directed by the enrollee, collaborate with other ICT members to ensure
the person-centered planning process is maintained, assist the enrollee in meeting his or her goals, ensure the IICSP
monitored and implemented according to the enrollee's goals, review assessment or test results as needed, address transitions
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of care when a change between care settings occurs, ensure continuity of care, and monitor issues related to quality of care

and quality of life.

Refer to Table 7-C in the MOU for details regarding continuity of care transition requirements for different types of services
such as primary care, durable medical equipment, surgeries, chemotherapy and radiation, dialysis treatment, home health,

nursing facility services, and others.
Section A: Program Description

Part II1: Quality

1. Assurances for MCO or PIHP programs

The State assures CMS that it complies with section 1932(¢)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202,
438.204, 438.210, 438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 438.240, and 438.242 in

so far as these regulations are applicable.

The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202, 438.204, 438.210,
438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 438.240, and 438.242. If this is an initial
waiver, the State assures that contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.
Section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202 requires that each State Medicaid agency that

contracts with MCOs and PIHPs submit to CMS a written strategy for assessing and improving the quality of
managed care services offered by all MCOs and PIHPs.
The State assures CMS that this quality strategy was initially submitted to the CMS Regional Office on:
(mm/dd/yy)
The State assures CMS that it complies with section 1932(c)(2) of the Act and 42 CFR 438 Subpart E, to

arrange for an annual, independent, external quality review of the outcomes and timeliness of, and access to
the services delivered under each MCO/ PIHP contract. Note: EQR for PIHPs is required beginning March

10/01/14

2004.
Please provide the information below (modify chart as necessary):
Activities Conducted
Program Type Name of Mandat Optional
Organization andatory ptiona
& EQR study Activities Activities
1) Det i
CMS and I)Coe ermine
MDCH shall compliance
°°°”é}“a“’ with federal
the ICO Medicaid
To be external managed care
determined. [quality regulations
This is reviews .
d lit
MCO currently conducted by :‘::lng::dls y2)
under the Quality Validatim; of
procurement |Improvement measurement.
process. Organization [, 4 3 ’
(QIO)and 1y, jigation of
Exte;:nal performance
gua‘ ity improvement
eview projects.
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Activities Conducted
Program Type Name of Mandat Optional
Organization andatory ptiona
g EQR study Activities Activities
Organization
(EQRO).
PIHP

Section A: Program Description

Part I11: Quality

2. Assurances For PAHP program

The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.210,

438.214,438.218, 438.224, 438.226, 438.228, 438.230 and 438.236, in so far as these regulations are
applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the PAHP contracts for compliance with the

provisions of section 1932(c) (1)(A)(iii)-(iv) of the Act and 42 CFR 438.210, 438.214, 438.218, 438.224,
438.226,438.228, 438.230 and 438.236. If this is an initial waiver, the State assures that contracts that
comply with these provisions will be submitted to the CMS Regional Office for approval prior to enrollment
of beneficiaries in the MCO, PIHP, PAHP, or PCCM.

Section A: Program Description

Part II1: Quality

3. Details for PCCM program. The State must assure that Waiver Program enrollees have access to medically necessary
services of adequate quality. Please note below the strategies the State uses to assure quality of care in the PCCM
program.

a. The State has developed a set of overall quality improvement guidelines for its PCCM program.

Please describe:

Section A: Program Description

Part I11: Quality

3. Details for PCCM program. (Continued)
b. State Intervention: If a problem is identified regarding the quality of services received, the State will

intervene as indicated below.
1. Provide education and informal mailings to beneficiaries and PCCMs

2 Initiate telephone and/or mail inquiries and follow-up
3. Request PCCM’s response to identified problems
4 Refer to program staff for further investigation
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A A

10.
11.
12.
13.
14.
15.

Send warning letters to PCCMs

Refer to State’s medical staff for investigation
Institute corrective action plans and follow-up
Change an enrollee’s PCCM

Institute a restriction on the types of enrollees
Further limit the number of assignments

Ban new assignments

Transfer some or all assignments to different PCCMs
Suspend or terminate PCCM agreement
Suspend or terminate as Medicaid providers
Other

Please explain:

Section A: Program Description

Part II1: Quality

3. Details for PCCM program. (Continued)
c. Selection and Retention of Providers: This section provides the State the opportunity to describe any

requirements, policies or procedures it has in place to allow for the review and documentation of
qualifications and other relevant information pertaining to a provider who seeks a contract with the State
or PCCM administrator as a PCCM. This section is required if the State has applied for a 1915(b)(4)
waiver that will be applicable to the PCCM program.

Please check any processes or procedures listed below that the State uses in the process of selecting and
retaining PCCMs. The State (please check all that apply):

1.

Has a documented process for selection and retention of PCCMs (please submit a copy of that

documentation).
Has an initial credentialing process for PCCMs that is based on a written application and site

visits as appropriate, as well as primary source verification of licensure, disciplinary status,
and eligibility for payment under Medicaid.
Has a recredentialing process for PCCMs that is accomplished within the time frame set by the

State and through a process that updates information obtained through the following (check all
that apply):
A. Initial credentialing

B. Performance measures, including those 