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CONTRACT SUMMARY
Highly Integrated Dual Eligible Special Needs Plans (HIDE SNPs)

INITIAL EFFECTIVE DATE INITIAL EXPIRATION DATE INITIAL AVAILABLE OPTIONS EXPIRATION DATE BEFORE
January 1, 2025 December 31, 2033 3-1Year December 31, 2033
PAYMENT TERMS DELIVERY TIMEFRAME
NET 45 N/A
ALTERNATE PAYMENT OPTIONS EXTENDED PURCHASING
[] P-Card [] DirectVoucher (PRC) [] Other ] Yes No
MINIMUM DELIVERY REQUIREMENTS
N/A
OPTION LENGTH OF OPTION EXTENSION LENGTH OF EXTENSION REVISED EXP. DATE
[ (]
CURRENT VALUE VALUE OF CHANGE NOTICE ESTIMATED AGGREGATE CONTRACT VALUE
$51,676,249.00 $0.00 $51,676,249.00

DESCRIPTION

Please note the Program Manager or Contract Administrator may have changed, and are reflected on this
Change Notice.

Effective June 8, 2026, this Contract is amended in accordance with the attached revisions. All other terms,
conditions, specifications, and pricing remain the same. All other terms, conditions, specifications and
pricing remain the same. Per contractor and agency agreement, and DTMB Central Procurement approval.




MI Coordinated Health
Highly Integrated Dual Eligible Special Needs Plans
(HIDE SNPs)
Department of Health and Human Services

Change Notice 3 - Changes

Section 2.2.A.m and n are added.

m. Individuals enrolled in the MI Choice waiver program.

n. Individuals enrolled in the Program for All-inclusive Care for the Elderly (PACE).
Section 2.3.D is revised.

Contractor must verify Medicaid eligibility using resources and systems provided by
MDHHS including the 270/271 process. Once a potential Enrollee is enrolled with
Contractor, Contractor must also monitor 834 files and CHAMPS on an ongoing basis but
not less than monthly for eligibility, enrollment, demographic, and other administrative
changes.

Section 2.4.F.a is revised.

Contractor must limit enrollment to HIDE SNP Eligible Populations as described in Section
2.1. A of this Contract and provide the Medicaid benefits described in Section 3 and
Appendix M to all enrollees thereby establishing and maintaining Exclusively Aligned
Enrollment, as defined in 42 CFR 422.2, in the HIDE SNP.

Section 2.6A. is revised.

Contractor must offer Enrollees who lose Medicaid eligibility not less than a three-month
deeming period of continued enrollment in the HIDE SNP to minimize risks and maximize
continuity of care during periods of temporary Medicaid eligibility loss, in accordance with
42 CFR 8422.52(d).

Section 2.7.1is deleted.
Section 2.9.1is deleted.
Section 2.9.B is revised.

Contractor disenrollment procedures must be in accordance with 42 CFR 422.66, the
Medicare Advantage and Part D Enrollment and Disenrollment Guidance, and other
applicable law and regulation.

Sections 2.9.G and H are deleted.

Section 3.2.A.b is revised.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Contractor is required to provide at least one mandatory LTSS supplemental benefit that
fills a gap in LTSS covered by Medicare/Medicaid and does not duplicate the LTSS covered
under this Contract.

Section 3.2.C.b is added.

Upon request, Contractor must report supplemental benefits not submitted on encounters
to MDHHS, in a manner determined by MDHHS.

Section 3.3.H is deleted and subsequent section renumbered.
Section 3.4.B.ais added.

Contactor is not required to offer value added benefits to enrollees but if it chooses to, the
benefit to be offered must be reported to MDHHS on an annual basis in a manner
determined by MDHHS.

Section 3.13.Ais revised.

Contractor must provide all Medicaid behavioral health services not provided by the PIHPs,
consistent with MDHHS Medicaid Policy.

Section 3.13.Cis revised.

Medicaid specialty services including behavioral health, intellectual/developmental
disabilities services and supports, and substance use services must be provided by the
PIHP, in accordance with the Medicaid policy

Section 3.14.A.ais revised.

Contractor must provide primary care training on evidence-based behavioral health service
models for Primary Care Providers.

Section 3.14.B.ais revised.

Contractor must ensure access to all behavioral health services covered under this
Contract to all Enrollees with behavioral health needs, in accordance with the Medicaid
policy.

Section 3.14.B.b is revised.

MDHHS reserves the right to modify the Medicaid policy regarding Contractor’s
responsibility for coverage of behavioral health services.

Section 3.17B is deleted and subsequent subsections renumbered.
Section 3.17.H is deleted and subsequent subsections renumbered.

Section 4.4.E is revised.



Contractor must ensure that 90% of Enrollees approved for long term services and supports
receive them within the established maximum wait times. The wait time starts on the day
the service has been authorized, or requested if authorization is not required, and ends on
the day when the service has been initiated or delivered to Enrollee, including installation
and Enrollee education, where needed. This subsection applies even if Contractor chooses
to cover the identified LTSS as a Medicare supplemental service.

21. Section 4.4.E.a is added.
LTSS Wait Time Exception Requests.

i. A formal exception request may be submitted for consideration If Contractor
identifies or anticipates an inability to meet the established LTSS maximum wait time
standards.

ii. LTSS wait time exceptions, if any, will be granted at the sole discretion of MDHHS
after review of all supporting documentation provided by Contractor.

iii. MDHHS will not consider exceptions without sufficient supporting documentation
which at a minimum must include:

(A) Description of the specific standard not being met

(B) Geographic area and provider type impacted

(C) Root Cause analysis including barriers preventing compliance
(D) Duration of expected exception
(E) Mitigation strategies in place to alleviate barriers to compliance
(F) Action taken to mitigate effects of non-compliance on impacted
members.
iv. If an exception to maximum LTSS wait time standards is granted by MDHHS, the

exception may be limited, at the discretion of MDHHS (e.g. to an identified provider type,
county or counties), and is granted for a period of up to one year. Contractor must submit a
revised LTSS wait time exception request for MDHHS’s review annually.

(A) For provider types for which exception was granted, Contractor must:

(1) Continue to seek out potential strategies to close the non-
compliance with established standards.

(2) Establish an ongoing plan to monitor Enrollee access to services
offered by the provider type and submit the findings to MDHHS at least
annually.

22. Section 4.4.l.ais revised.



23.

24.

25.

26.

27.

28.

29.

30.

31.

All typical and atypical Providers who are eligible to enroll in CHAMPS must be enrolled to
receive reimbursement or compensation with Medicaid funds. Atypical providers who are
not eligible to enroll in CHAMPS may be paid with Medicaid funds.

Section 6.3.A is revised.

In all regions where there is a Community Transition Agency, Contractor must enter into an

agreement with each Transition agency in that service area to coordinate care for Enrollees
receiving Community Transition Services in Contractor’s Service Area. The agreement must
address the following topics:

Section 6.4.C is added.

Contractor must, in collaboration with Coordinating PIHPs, review the Coordinating
Agreement at least annually to incorporate any necessary modifications or remedies to
improve continuity of care, care management, and the provision of health care services.

Section 6.4.D is revised.

Contractor must identify key contact personnel for each Coordinating PIHP and ensure that
each Coordinating PIHP is aware of Contractor’s personnel for ongoing Contractor-PIHP
communication and coordination.

Section 6.4.E. is deleted and subsequent subsections renumbered.
Section 6.4.G is renumbered to 6.5 and the subsequent subsections renumbered.
Section 6.9.C.e is relocated and revised.

For activities that may be delegated, the HIDE SNP Care Coordinator must supervise the
activity and be informed of the activity for the purpose of member and provider
communications, including ICT discussions. All access to member’s personal health
information must be HIPAA compliant.

Section 6.12 .A.e.v.(A) is added.

Risk stratification for new beneficiaries previously receiving Home Help services may be
adjusted within the first 90 days of enrollment after completion of the HRAT, if the
Contractor makes a clinically supported determination—documented with evidence—to
reduce the risk level, and applicable criteria are met.

Section 6.12.B.ais revised.

Each Enrollee must receive, and be an active participantin, a timely HRA of medical,
behavioral health, psychosocial, SDoH, HRSN, and LTSS needs completed by the HIDE SNP
Care Coordinator, using the standardized Health Risk Assessment Tool (HRAT) required by
MDHHS, unless the following circumstances applies:

Section 6.12.).b is revised.



32.

33.

34.

Contractor must use a standardized template for ICPs that will be developed and approved
by MDHHS and Contractor.

Section 6.12.J).e is revised.

Contractor must complete the initial ICP or adopt a valid, existing ICP within ninety (90)
calendar days of Enrollment.

Section 6.12.).f. and 6.12.J).f.i are revised.

f. An existing ICP, person-centered service plan, or other plan of care, can be adopted
into the ICP.

i. Contractor must review the adopted plan with the Enrollee to determine if
revisions are necessary to address the Enrollee’s prioritized goals and meet the
Enrollee’s needs.

Section 6.13.A Exhibit 2 is revised.

Waiver Services Maintain current providers and level of services at the time of

Enrollment for ninety (90) calendar days unless changed during
the Person- Centered Planning Process. Note: services provided
by other waiver programs must be maintained during the
Continuity of Care period either as state plan services or HIDE D
SNP HCBS waiver services, as applicable.

35.

36.

37.

38.

The subsections for 6.13.A.e are reorganized for clarity and subsequent subsections
renumbered.

Section 6.13.D.b is revised.

Contractor must ensure timely transfer of an ICP, HRA, and any other data to support
continuity of care to another Contractor, FFS, PACE, or other plan when an Enrollee is
disenrolling from Contractor. “Timely Transfer” for the purposes of this subsection means
within 10 business days of the other plan’s effective enrollment date.

Section 7.6.A.a is added.

Contractor may be requested to submit all data specified in Section 7.6 at the Plan Benefit
Package (PBP) level for the PBP(s) included in this contract.

Section 7.6.E is added and subsequent subsections renumbered.
HEDIS Submission — Medicare and Medicaid HEDIS

a. Contractor must annually submit a Medicare and Medicaid-product HEDIS
report according to the most current NCQA specifications and MDHHS timelines.
That report shallinclude:




i Audited Medicare and Medicaid HEDIS® IDSS output per NCQA
submission protocol electronically. These include:

(A) Auditor locked Excel format Audit Review Table (ART)

(B) Excel Downloads: Comma Separated Values (CSV)

Workbook
(C) Excel Downloads: Data-filled Workbook (measure level detail
file)

ii. A copy of the signed and dated “Attestation of Accuracy and Public
Reporting Authorization-Medicaid” letter and “Attestation of Accuracy and
Public Reporting Authorization-Medicare” letter.

iii. A copy of the NCQA-certified HEDIS® compliance auditor’s signed
and dated Final Audit Opinion.

iv. Electronic copy of the HEDIS® Final Audit Reports

b. Contractor must contract with an NCQA certified HEDIS vendor and undergo
a full audit of their HEDIS reporting process.

C. Plans must submit final audited HEDIS results to MDHHS following
submission to CMS and no later than July 15.

39. Section 7.6.A.a is added.

a. Contractor shall submit all data specified in this Section 7.6 at the Plan Benefit Package
(PBP) level for the PBP(s) included in this contract.

40. Section 7.6.E is added.
E. HEDIS Submission — Medicare and Medicaid HEDIS

a. Contractor must annually submit a Medicare and Medicaid-product HEDIS
report according to the most current NCQA specifications and MDHHS timelines.

i. Audited Medicare and Medicaid HEDIS® IDSS output per NCQA
submission protocol electronically. These include:

(A) Auditor locked Excel format Audit Review Table (ART)

(B) Excel Downloads: Comma Separated Values (CSV)
Workbook
(C) Excel Downloads: Data-filled Workbook (measure level detail

file)



41.

42.

43.

44,

45.

46.

ii. A copy of the signed and dated “Attestation of Accuracy and Public
Reporting Authorization-Medicaid” letter and “Attestation of Accuracy and
Public Reporting Authorization-Medicare” letter.

iii. A copy of the NCQA-certified HEDIS® compliance auditor’s signed
and dated Final Audit Opinion.

iv. Electronic copy of the HEDIS® Final Audit Reports

b. Contractor must contract with an NCQA certified HEDIS vendor and undergo
a full audit of their HEDIS reporting process.

C. Plans must submit final audited HEDIS results to MDHHS following
submission to CMS and no later than July 15.

Section 7.6.F is revised.

Contractor must submit all applicable Part C and Part D reporting sections as articulated in
the Medicare Part C Reporting Requirements and the Medicare Part D Reporting
Requirements to MDHHS.

Section 7.6.G is revised.

Contractor will contribute to and support, as requested by MDHHS, the collection and
reporting of state-level data such as for the Core Set of Adult Health Care Quality Measures
for Medicaid, HCBS 1915 (c) waiver assurances, MCPAR, HCBS Quality Measure Set and
other CMS and MDHHS-required measures.

Section 7.6.H. is revised.

Contractor must monitor, collect and report other performance measures not specifically
stated in the Contract that are required by CMS or MDHHS.

Section 7.11.Ais revised.

Contractor must have a National Committee for Quality Assurance (NCQA) Health Plan
Accreditation inclusive of the Medicaid Module and the Long-Term Services and Supports
(LTSS) Distinction.

Section 7.11.C.a. is revised.

If Contractor is not accredited as of the start date of this Contract, Contractor must obtain
their NCQA Health Plan Accreditation inclusive of the Medicaid Module and the LTSS
Distinction no later than the end of the second full calendar year of operation and must
maintain accreditation for the term of this Contract.

Section 7.11.D and 7.11.D.a are revised.



47.

48.

49.

50.

51.

52.

In addition, Contractor must hold and maintain NCQA Health Outcomes Accreditation in
the State of Michigan.

a. If Contractor is not accredited as of the date of this Contract, Contractor
must obtain Health Outcomes Accreditation no later than the end of the second full
calendar year of operations and must maintain accreditation for the term of this
Contract.

Section 8.1.A is revised.

For Medicaid services, Contractor will not charge cost sharing to Enrollees, with the
following exceptions.

Section 8.1.B is deleted and subsequent sections renumbered.
Section 8.2.Ais revised.

In accordance with Sections 1902(n)(3)(B) (42 USC §1396a(n)(3)(B) and section 1852(a)(7)
(42 U.S.C. 81395w-22(a)(7)) of the Social Security Act, 42 CFR §438.106 and 42 CFR
8447.15, Contractor must ensure that its Members are not held liable for payment for any
services provided under this Contract other than Member patient pay liability towards
Nursing Facility Care and Part D cost sharing.

Section 9.1.E.c.vi is revised.

Contractor must make Video Relay Services (VRS) available to persons with hearing
disabilities who use American Sign Language to communicate and who indicate VRS as
their preferred method of communication.

(a) Allmember-facing toll-free lines must be VRS-compatible.

(b) Contractor is prohibited from blocking, dropping, or mis-flagging calls
originating from VRS platforms.

(c) Contractor must require VRS training for all customer-facing staff within 60
days of contract effective date and annually thereafter. VRS training must be
included in new hire orientation.

(d) Contractor must document member VRS preference and utilization
(e) Contractor is encouraged to make VRS available to their provider network.
Section 9.3.G is revised.

Contractor must make authorization decisions in the following timeframes and otherwise
comply with the requirements for integrated organization determinations at 422.629
through 422.634:

Section 9.3.G.ais revised.



53.

For standard authorization decisions, provide Notice as expeditiously as the Enrollee’s
health condition requires and no later than seven (7) calendar days after receipt of the
request for service, or ten (10) days before the date of action for termination, suspension or
reduction of previously authorized benefits, whichever is first, with a possible extension not
to exceed fourteen (14) additional calendar days. Such extension will only be allowed if:

Section 9.3.J is revised.

Contractor must report prior authorization data following each calendar year under this
contract, excluding data on any and all drugs covered by the Contractor, at the plan level by
March 31 of the following year. In accordance with 42 CFR 438.210(f), the Contractor must
make the following data from the previous calendar year publicly accessible by posting
them on its website:

a. A list of all items and services that require prior authorization.

b. The percentage of standard prior authorization requests that were approved,
aggregated for all items and services.

c. The percentage of standard prior authorization requests that were denied,
aggregated for all items and services.

d. The percentage of standard prior authorization requests that were approved
after appeal, aggregated for all items and services.

e. The percentage of prior authorization requests for which the timeframe for
review was extended, and the request was approved, aggregated for all items and
services.

f. The percentage of expedited prior authorization requests that were
approved, aggregated for all items and services.

g. The percentage of expedited prior authorization requests that were denied,
aggregated for all items and services.

h. The average and median time that elapsed between the submission of a
request and a determination by the Contractor for standard prior authorizations,
aggregated for all items and services.

i. The average and median time that elapsed between the submission of a
request and a determination by the Contractor for expedited prior authorizations,
aggregated for all items and services.

54. Section 10.3.Ais revised.

Contractor’s ESRs’ must answer eighty (80) percent of all Enrollee telephone calls within
thirty (30) seconds.



55.

56.

57.

58.

59.

60.

61.

62.

Section 11.1.D is revised.

All written communications and marketing materials and Enrollee Notices must be
developed with the goal to assist Potential Enrollees and Enrollees in making an informed
choice, and must be clear, concise, accurate and written in a culturally competent manner
that the target population can easily understand. Materials, communications, and Notices
must be available in alternate formats and languages to meet the accessibility needs of
individuals with disabilities and limited English proficiency and meet the information
requirements included but not limited to those detailed in 42 C.F.R. § 438.10.

Section 11.5.C is revised.

Materials that contain reference to Michigan Medicaid program benefits or any Michigan
Medicaid program must be submitted to HPMS for MDHHS review and approval prior to use.

Section 11.5.D is deleted.
Section 11.6.A.a is revised.
Annual Notice of Change (ANOC).
Section 11.8.A.h is revised.

The MICH program logo must be placed next to Contractor’s logo and otherwise avoid
unintended associations with any other objects, including, but not limited to, text,
photographs, illustrations, borders, and edges. The width of the blank space surrounding
the logo must be equal to 1/3 of the size of the symbol that is displayed (e.g., if the symbolis
30 pixels across, it must have 10 pixels of blank space above, below and on each side). The
logo and Contractor’s logo must retain their natural proportional size and must not appear
stretched, distorted, or pixelated. The MICH program logo must appear in color whenever
Contractor’s logo is displayed in color on the same document or material.

Section 12.1.Bis revised.

Consistent with State policy, Contractor’s Integrated and Unified Grievance and Appeal
system and processes must be in compliance with the terms of 42 CFR §§ 422.629 -
422.634, as may be amended (the “Unified G&A Regulations”), and MCL 500.2213, (the
Unified Grievance and Appeal System”). This includes without limitation:

Section 12.1.D.a is added.

Contractor must submit in writing to MDHHS any request to make changes to procedures
relating to its integrated Grievance and Appeal System. MDHHS must review and approve
the request prior to implementation of any change. Request for changes must allow
adequate time for review and approval by MDHHS. When the change requires written notice
to the Enrollees, the change cannot take effect until such notice is approved.

Section 12.1.E.ais revised.



Contractor must administer internal integrated appeal procedures according to the
requirements of MCL 500.2213, and 42 CFR 8§ 422.629 - 422.634.

63. Section 12.1.E.b is deleted and subsequent subsections renumbered.
64. Section 12.1.F is revised.

Contractor must give Enrollees timely and adequate notice of an Adverse Benefit
Determination in writing consistent with the requirements in 42 CFR §§ 422.631, and this
Contract. Contractor must use the OMB-Approved Applicable Integrated Plan “Coverage
Decision Letter,” along with other resources and guidance available, at:

65. Section 12.1.F.e. is revised.

The Enrollee’s right to have benefits continue pending resolution of the integrated appeal,
how to request that benefits be continued.

66. Section 12.1.F.f is added and subsequent subsections renumbered.

Costs of services provided pending resolution of the integrated appeal may not be
recovered from the Enrollee.

67. Section 12.1.G is revised.

Contractor must mail the Adverse Benefit Determination notice within the timeframes
specified in 42 CFR §§ 422.631(d).

68. Section 12.1.J) is revised.

Upon request, Contractor must provide the Enrollee and their representative the Enrollee’s
case file, including medical records, other documents, and records, and any new or
additional evidence considered, relied upon, or generated by Contractor in connection with
the integrated appeal of the Adverse Benefit Determination. This information must be
provided free of charge and sufficiently in advance of the resolution timeframe for
integrated appeals.

69. Section 12.1.K.a is deleted.
70. Section 12.1.Mis revised.

Contractor must provide information specified in 42 CFR 88 422.629(j) about its integrated
grievance and appeal system to all providers and subcontractors at the time the enter into a
contract. Contractor and First Tier, Downstream and Related Entities agree to be fully
compliant with all State and federal laws, regulations, and policies governing the integrated
Grievance and Appeal System.

71. Section 12.3.A.a is revised.



72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

For termination, suspension, or reduction of previously authorized Services, within the
timeframes specified in 42 CFR §8 422.631(d).

Section 12.3.A.c is revised.

For expedited and standard service authorization decisions that deny or limit services,
within the timeframe specified in 42 CFR 8§ 422.631(d).

Section 12.3.Bis revised.

If Contractor meets the criteria set forth for extending the timeframe for service
authorization decisions consistent with 42 CFR 88 422.631(d)(2)(ii), it must:

Section 12.3.C is revised.

For service authorization decisions not reached within the timeframes specified in 42 CFR
88 422.631(d) (which constitutes a denial and is thus an adverse benefit determination), on
the date that the timeframes expire.

Section 12.3.D.ais revised.
The Enrollee files the request for an appeal timely in accordance with 42 CFR 8§88 422.633(d).
Section 12.5.C.a is revised.

If Contractor fails to adhere to the required appeals notice and timing requirements in 42
CFR 8422.633, the Enrollee is deemed to have exhausted Contractor’s Appeals process.

Section 12.5.E is added.

Costs of services provided pending resolution of the State Fair Hearing process may not be
recovered from the Enrollee.

Section 12.6.A.a is revised.

Contractor must administer internal integrated grievance procedures according to the
requirements of MCL 500.2213, and 42 CFR §422.630.

Section 12.6.A.d.i and ii are added.

i. Grievances that are lodged with or otherwise come to the plan through the MDHHS
Director’s Office or the Michigan Governor’s Office are considered expedited grievances
and must be responded to accordingly.

ii. Ifagrievance involves an access to care issue, it must be addressed within 48 hours.
Section 12.6.C.f.iis revised.

Contractor must provide MDHSHS with an update regarding the resolution of provider
complaints (not including billing issues) within 2 weeks of receipt.

Section 12.6.D.c.iv is deleted.



82.

83.

84.

85.

86.

87.

88.

89.

90.

Section 13.5.B. is revised.
B. Custodial Long-Term Care.

a. Contractor must ensure ninety- five percent (95%) of clean claims from these
providers are paid within thirty (30) calendar days of receipt of the clean claim, and
ninety nine percent (99%)are paid within ninety (90) calendar days, for covered
services rendered to covered Members who are enrolled with Contractor at the time
the service was delivered.

Section 15.2.D.f.xvii is revised.

NCQA Health Outcomes Accreditation.
Section 17.2.B.iii is deleted.

Section 17.3.H.d.i and ii are added

i. Contractor may request a one-time extension in writing (email) to MDHHS-OIG no
less than five Business Days prior to the due date, if the Contractor is unable to provide the
finalized reporting materials by the designated due date. The request must include a reason
for the reporting delay and estimated date of completion.

ii. Unless MDHHS-OIG has granted a written extension request as described above,
the Contractor may be subject to contract remedies including but not limited to sanctions,
penalties, and/or liquidated damages.

Section 17.8 is deleted and subsequent sections renumbered.
Section 18.1 is revised.

Pursuantto 42 CFR 438.602(b)(1), all Network Providers of the Contractor that provide
services that are covered by Medicaid as the primary payor must enroll with the Michigan
Medicaid Program.

Section 18.1.B is revised.

Contractor must require all its Medicaid Network Providers to be enrolled in the Michigan
Medicaid Program via the State’s Medicaid Management Information System.

Section 19.2.d is added.

MDHHS may request Ad Hoc reports and/or information from Contractor. Contractor must
fulfill these requests within thirty (30) calendar days of the date of the agreed upon business
requirements unless otherwise agreed upon by MDHHS and Contractor.

Section 19.3is revised and renumbered.

A. Quality Reporting Requirements:



91.

92.

93.

94.

95.

96.

97.

a. Contractor must submit currently reported quality assessment data and
deliverables that are required for Medicare Advantage plans to MDHHS within thirty
(30) business days of submission to or receipt from CMS. This requirement includes
butis not limited to:

Section 19.4 is added.

Contractor must provide to MDHHS monthly statements of paid claims, aging of unpaid
claims, and denied claims in the format specified by MDHHS.

Section 20.1.D.g is added and subsequent subsections renumbered.

Encounter File transmissions must meet or exceed a 95% acceptance rate for encounters
loaded into CHAMPS. The rate will be calculated monthly for each encounter type and
shared with Contractor.

i Calculation: Total number of Accepted encounter records / Total number of
encounter records submitted = x%.

Section 20.1.D.h.ii is revised.

ii. Provide MDHHS a narrative explaining that the Encounter Data is not complete or
accurate, indicating why the Encounter Data is not complete or accurate and detailing steps
for resolution including improvements and enhancements to bring the Encounter Data into
compliance.

iii. Contractor may be subject to contract remedies including but not limited to
monetary and other sanctions for failure to implement steps for resolution.

iv. Upon request, participate in a validation study performed by MDHHS or its desighee
following the end of a twelve-month period after the implementation of the steps for
resolution to assess whether the Encounter Data is complete and accurate. The HIDE SNP
may be financially liable for such validation study.

Section 20.1.D.h and i are deleted.
Section 20.1.E.k is revised.

Contractor’s Total/Composite Paid Amount Variances must be within +/- 5%. The
calculation for the variance is calculated from the totaled Paid Amounts reported in the
Appendix A Financial Data Request and the EQI Encounter datasets and published the
DRIVE Tool. The calculation is as follows:

([Total Plan Reported Paid Amount] — [Total Paid Amount from EQI Encounters]) / [Total
Paid Amount from EQI Encounters]

Sections 20.1.B, C, D, E, F and Sections 20.3 and 20.2 (sic) are deleted.

Section 22 is deleted and subsequent sections renumbered.



98. Section 22.1.E.cwii is revised.

Internal Grievance and Appeals Coordinator
99. Section 22.1.E.c.xix is added.

State Fair Hearing Plan Representative
100. Section 22.12.C.a is added.

Contractor must comply with federal ownership and control disclosure requirements set
forth in 42 CFR 455.104, including disclosure of individuals and entities with ownership or
controlinterests and managing employees, as applicable.

101. Appendix A is revised.

Applicable Integrated Plan — As defined in 42 CFR §8561(2)(i), a fully integrated dual eligible
special needs plan or highly integrated dual eligible special needs plan with exclusively
aligned enrollment; and the Medicaid managed care organization, as defined in section
1903(m) of the Act, through which such dual eligible special needs plan, its parent
organization, or another entity that is owned and controlled by its parent organization
covers Medicaid services for dually eligible individuals enrolled in such dual eligible special
needs plan and such Medicaid managed care organization; or

Dual Eligible - Any Medicare recipient who is also eligible for Medicaid. For purposes of this
Contract, Dual Eligibles are limited to the following categories of recipients: QMB only, QMB
Plus, SLMB only, SLMB Plus, Ql, QDWI and FBDE.

Full Benefit Dual Eligible (FBDE) - An individual who is eligible for Medicaid either
categorically or through optional coverage groups such as medically needy or special
income levels for institutionalized or home and community-based waivers. FBDEs in
Michigan are eligible for Medicaid payment of Medicare premiums, deductibles,
coinsurance, and co-payments. FBDE individuals include QMB Plus, SLMB Plus and Other
FBDE individuals.

Highly Integrated Dual Eligible Special Needs Plan (HIDE SNP) - See 42 CFR §422.2
definition.

Integrated Appeal (see also “Integrated Reconsideration)- As defined in 42 CFR §422.2.

Other Full-Benefit Dual Eligible (Other FBDE) — An individual who is eligible for Medicaid
either categorically or through optional coverage groups such as medically needy or special
income levels for institutionalized or home and community-based waivers, but who does
not qualify for QMB or SLMB benefits. Other FBDE individuals are a type of full-benefit
dually eligible individual (FBDE).

Qualified Medicare Beneficiary (QMB) - an individual who is entitled to Medicare Part A,
has income that does not exceed 100% of the Federal Poverty Level (FPL), and whose



resources do not exceed three times the Supplemental Security Income (SSI) limit. AQMB
is eligible for Medicaid Payment of Medicare Part A and B premiums, Deductibles,
Coinsurance, and Co-payments (collectively, these benefits are called “QMB Medicaid
Benefits”). Categories of QMBs covered by this Contract are:

* QMB only - QMBs who receive QMB benefits but do not qualify for full Medicaid
coverage. QMB only individuals are partial-benefit dually eligible individuals.

* QMB Plus—- QMBs who also meet the financial criteria for full Medicaid coverage.

QMB Plus individuals are entitled to QMB Medical Benefits, plus all benefits under
the State Plan for fully eligible Medicaid recipients. QMB Plus individuals are a type
of Full-Benefit Dual Eligible (FBDE).

Specified Low - Income Medicare Beneficiary (SLMB) - An individual entitled to Medicare
Part A, has income that exceeds 100% FPL but less than 120% FPL, and resources do not
exceed three times the SSI limit. Categories of SLMBs covered by this Contract are:

¢ SLMB only - an individual who receives SLMB benefits but does not qualify for full
Medicaid coverage. SLMB only individuals are partial-benefit dually eligible
individuals.

¢ SLMB Plus- SLMBs who meet the standards for SLMB eligibility, but who also meet
the criteria for full Medicaid coverage. Such individuals are entitled to payment of
the Medicare Part B premium, as well as full State Medicaid benefits. SLMB Plus
individuals are full-benefit dually eligible (FBDE) individuals.

102. Appendix C is revised and footnotes 1 and 2 are added.
Expanded Community Living Supports 7 14
Home Delivered Meals 14 21
State Polan Personal Care Services 1 7 14

" Specialty Care (Routine)
o Definition: Care for non-urgent or chronic conditions that require a specialist's expertise
" Acute Specialty Care
o Definition: Care for a non-life-threatening condition that requires urgent action. This
involves sudden or worsening symptoms that are not immediate emergencies but cannot
wait for a routine appointment.

103. Appendix D is revised.

Contractor should follow Medicaid policy regarding Behavioral Health coverage as
described in the Medicaid Provider Manual and this contract with the State and as directed
by MDHHS.



Contractor is required to enter into Coordinating Agreements with all Prepaid Inpatient
Health Plans operating in its service areas, as attached.

The Coordinating Agreement template, paragraph B is revised.

The parties acknowledge that the primary guidance concerning their respective roles
and responsibilities stem from the following, as applicable:

* Medicaid Waivers

* Medicaid State Plan and Amendments

* Medicaid Provider Manual (MPM)

¢ Contractual agreements between MDHHS, the PIHP and the HIDE-SNPs.

Paragraph E.4.c is revised.

a. Each party shall take steps to reduce duplicative pharmacy and laboratory services

104. Appendix F is Revised.
Appendix F

Quality Measures Frequency :{oerdcg'lt-lﬂrsectly
HEDIS + HOS Annually Yes —
Adult CAHPS Annually Yes -
Lifetime Hepatitis C Screening Annually Yes -.
Hepatitis C Treatment Annually Yes
Care Coordination
Members with an Individualized Care Plan completed within 90
days of enrollment Quarterly ves
Utilization
Emiezri?grc]:y Department (ED) behavioral health services and Annually Yes
Screening for Depression and Follow-Up Plan (CDF)

Annually Yes
Dental
Any Dental Visit Quarterly No
Diagnostic Dental Services Quarterly No




Preventive Dental Services Quarterly No
Restorative Services Quarterly No
Rebalancing + LTSS
MLTSS-1: Comprehensive Assessment and Update Annually Yes
MLTSS-2: Comprehensive Person-Centered Plan and Update Annually Yes
MLTSS-6: Long-Term Services and Supports Admission to a

- . Annually Yes
Facility from the Community
MLTSS-7: Long-Term Services and Supports Minimizing Length Annually Yes
of Stay
MLTSS-8: Long-Term Services and Supports Successful

. L Annually Yes
Transition after Long-Term Facility Stay
Nur.sm.g faC|l|ty residents experiencing one or more falls with a Quarterly NG
major injury.
Urinary Tract Infection Quarterly "No
Organizational Structure and Staffing
Care Coordinator Caseload Limit Monthly Yes
105. Appendix G is revised.
Quality Withhold Measures CY 2027

Encounter Timeliness and Completeness

Preventative Dental Services

Diagnostic Dental Services

HBD - Hemoglobin A1c Control for Patients With Diabetes —HbA1c

Control (<8%)

COL - Colorectal Cancer Screening (preventive care)

PCR - Plan All-Cause Readmissions (managing chronic conditions)

TRC - Transition of Care - Medication Reconciliation Post-Discharge

(transition of care)

KED--Kidney Health Evaluation for Patients with Diabetes
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Ml Coordinated Health
Highly Integrated Dual Eligible Special Needs Plans
(HIDE SNPs)
Department of Health and Human Services

Change Notice 2 - Changes

1. Statement of Work
The following changes to the Statement of Work are incorporated.

2. The Scope is amended and replaced with the following

MDHHS seeks to increase integration of care and improve health outcomes through
increased alignment of Medicaid and Medicare. The purpose of this Contractis to
establish a program offering direct contracts with Highly Integrated Dual Eligible
Special Needs Plans (HIDE SNPs). HIDE SNPs will provide aligned coverage of most
Medicaid benefits, excluding certain behavioral health services, but including long-
term services and supports, under a capitated contract that meets the
requirements set forthin 42 CFR 422.107. The HIDE SNP program will be fully
operational commencing January 1, 2026, in limited regions of the State of Michigan
(“State”).

A. Applicable Laws, Regulations, and Interpretations list

a. Contractor has entered into a contract with the Centers for Medicare
& Medicaid Services (“CMS”) to provide a HIDE SNP (“MA
Agreement”).

b. Underthe Medicare Improvement for Patients and Providers Act of
2008 (“MIPPA”) and resulting regulations, CMS requires Contractor to
also enter into an agreement with the State to provide or arrange for
benefits to be provided, for which a dually eligible individual is
entitled to receive.

c. Under the Bipartisan Budget Act of 2018 and resulting regulations,
CMS requires Contractor to maintain a level of integration as
determined by the State.

d. Mlis pursuing D-SNP only contracts pursuant through 42 CFR
422.107(e), and as such, requires MA organizations offering HIDE
SNPs in Michigan to do the following:



i. Applyfor, and seek CMS approval to establish and maintain, a
contract that only includes one or more dual eligible special
needs plans with a service area limited to the State.

ii. Userequired materials that integrate Medicare and Medicaid
content, including at a minimum the Summary of Benefits,
Formulary, and combined Provider and Pharmacy Directory
that meets Medicare and Medicaid managed care
requirements consistent with applicable regulations in parts
422,423, and 438 of 42 CFR Subchapter B.
This is a Contract to obtain the services to provide Medicare and Medicaid
services for dually eligible beneficiaries in the service areas within the State
of Michigan, as described herein. This is a unit price-per member per month
(PMPM) Capitated Rate Contract. Dually eligible beneficiaries must have a
choice among Contractors. Therefore, the State cannot guarantee a specific
number of Enrollees to Contractor. The Contractor must employ a
population health management approach in all programs and interventions
delivered to dually eligible beneficiaries.

OnJanuary 1, 2026, the Contract will be implemented in Region 1, Region 8,
Region 10, and Region 12.

3. Section 2.3.E is added.

E. If the necessary documentation to complete the enrollment request is not
received within 21 calendar days of the request, the plan must deny the enrollment
in accordance with CMS procedures outlined in Medicare Advantage and Part D
Enrollment and Disenrollment Guidance § 50.4.

4. Section 2.6.E is added.

E. Contract may not adjust the period of deemed enrollment it offers more often
than annually. Contractor must report its period of deemed enrollment to MDHHS
annually.

5. Section 2.7.lis revised.

I. Contractor must obtain a complete acknowledgment form at the time of
enrollment from all individuals receiving services from Ml Choice or PACE
immediately prior to enrollment with Contractor. The acknowledgment form will be
standardized and provided by MDHHS. Contractor must maintain copies of
completed forms and make them available to MDHHS upon request. An enrollment
application for a prospective member who is enrolled in Ml Choice or PACE is not
complete until the executed acknowledgment form is obtained. See 8l1I.C.5 above.



a. If Contractoris unable to reach the applicant or if the applicant requests
additional information that requires processing by MDHHS, the plan must
notify the applicant (in writing or orally) within 10 calendar days of receipt of
the enrollment request that additional information is needed. If contact is
made by telephone, the plan must document the contact and retain the
documentation in its records. The plan must explain to the applicant that
they have 21 calendar days in which to submit the missing information, or
the enrollment will be denied.

b. Ifthe necessary documentation to complete the enrollment request is not
received within 21 calendar days of the request, the plan must deny the
enrollment in accordance with CMS procedures outlined in Medicare
Advantage and Part D Enrollment and Disenrollment Guidance 8§ 50.4.

6. Section 2.9.lis added.

11.

I. During the CMS end of year enrollment process or the plan rollover (Pover) in 2025
and 2026, individuals enrolled in both a CO D-SNP operated by Contractorin
Michigan, and Michigan’s Program of All-inclusive Care for the Elderly (PACE),
Michigan’s MI Choice waiver program, a Behavioral Health Home or an Opioid
Health Home contracted with the State of Michigan may not be selected for
enrollment in Contractor.

Section 3.3 is revised.

3.3. Medically Necessary Covered Services.

Section 3.8.D is revised.

D. Contractor may negotiate coinsurance for days 21 through 100 of a skilled care or
rehabilitation day in accordance with federal regulations (42 CFR 422.202(a)(1)).

Section 3.8.F. Pre-Eligibility Medical Expense (PEME) is deleted and replaced with

the following requirement.
F. When an enrollee has a PEME, Contractor must not reduce reimbursements to
Nursing Facility providers equal to the amount of PEME.

Section 3.11.Ais revised.

A. Contractor must provide all authorized and medically necessary Part D and
Medicaid services not related to the Enrollee’s terminalillness in accordance with



Medicaid policy and medically accepted standards of care, including “room and
board” when provided in a nursing facility.

12.Section 3.17.H is added.

H. Contractor must operate a Drug Utilization Review (DUR) program through
either a Pharmacy and Therapeutics committee or DUR board for the purpose of
meeting coverage standards delineated under Section 1927 of the SSA. The DUR
program must comply with the requirements described in section 1927(g) of the
Act, 42 CFR part 456, subpart K, as if such requirement applied to the Contractor
instead of the State and Section 1004 of the Support for Patients and
Communities Act. Contractor's DUR program mustinclude but not be limited to:

a. Prospective safety edits for subsequent fills for drug categories that have
high potential for abuse including opioids, and a claims review
automated process that indicates when an enrollee is prescribed
subsequent fill of potentially abusive drugs in excess of any limitation
identified in State policy and/or guidance.

b. Prospective safety edits on maximum Morphine Milligram Equivalents
(MME) prescribed to enrollees for treatment of chronic pain and a claims
review automated process that indicates when enrollees are prescribed
the morphine equivalent for such treatment in excess of the maximum
MME dose limitation identified in State policy and/or guidance.

c. Anautomated process for claims review that monitors when enrollees
are concurrently prescribed opioids and benzodiazepines or opioids and
antipsychotics.

d. Include permitted exclusions for Enrollees that are:
e. Inhospice or palliative care
f. Receiving treatment for cancer

g. Who are residents of a long-term care facility, of a facility described in
section 1905(d), or of another facility for which frequently abused drugs
are dispensed for residents through a contract with a single pharmacy

h. The State elects to treat as exempted from such requirements per policy

i. Monitor for potential fraud and abuse of controlled substances by
Enrollees, healthcare providers and pharmacies including but not limited



to participation in the Benefits Monitoring Program and the Michigan
Automated Prescription System.

13.Section 3.17.A.e is revised.

e. Contractor must have a process to approve physicians' requests to prescribe any
medically appropriate drug, vitamin or supplement that is covered on the Michigan
Medicaid Part D Excluded Products Covered for Dual Eligible Members, found at

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primether
apeutics.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-
us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELI
NK

This list is updated monthly, and Contractor must update its formulary and point of
sale coding to account for changes not less than quarterly. Point-of-sale coding
must be updated within seventy-two (72) hours if an emergency change has been
requested by MDHHS.

14.Section 3.17.D is deleted.

15. Section 3.17.F is deleted.

14. Section 3.17.1

I. Contractor is required to cover FFS CSHCS NDCs Drug List

Prime Therapeutics Providers | Documents
(https://mi.primetherapeutics.com/provider/documents

Fee For Service Drug Coverage) for Enrollees that are also enrolled in CSHCS.

15. Section 3.17.) is added.

J. Contractor must submit its Pharmacy Benefit Manager (PBM) Contract and
Pharmacy policy and procedures upon request as follows:

a. Executed, dated and current contract.


https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primetherapeutics.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primetherapeutics.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primetherapeutics.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELINK
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primetherapeutics.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELINK
https://mi.primetherapeutics.com/provider/documents/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmi.primetherapeutics.com%2Fprovider%2Fdocuments&data=05%7C02%7CBeaudouinA%40michigan.gov%7C729d6c78144f4d6c0fd208ddf77acaf2%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638938828931459210%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=tVgTeHAbB3iQRqUJK8Y4Jc5XEOrtDUbsd%2Fb8ZXFUJQc%3D&reserved=0

b. A process to review physician requests to prescribe any medically
appropriate drug covered included in the Michigan Medicaid Part D Excluded
Products Covered for Dual Eligible Members list.

c. Include over-the-counter products included in the Michigan Medicaid Part D
Excluded Products Covered for Dual Eligible Members list.

d. Specify requirements for the use of generic drugs.
e. Policy and procedures.
16.Section 3.17.0.j is revised.

j.- The Contractor’s transition of care processes for prescribed drugs shall be
consistent with the requirements in Medicare Part D transition guidelines.

17.Section 3.17.K is added.

K. All non-Part D drugs, therapies, or other services existing in Medicaid at the time
of Enrollment will be honored for ninety 90 calendar days after enrollment and will
not be terminated at the end of ninety 90 calendar days without advance Notice to
the Enrollee and transition to other drug therapies or services, if needed.

18. Section 3.22.C is revised.
C. Combination therapy — the use of a combination of medications, including but
not limited to the following combinations:

a. Long-term (>14 weeks) nicotine patch and other nicotine replacement therapy
(gum or nasal spray)

b. Nicotine patch and inhaler

c. Nicotine patch and bupropion SR

19. Section 3.23.A.g is deleted.

20.Section4.4.).ais added.

a. All Providers must be enrolled in CHAMPS to receive reimbursement or
compensation with Medicaid funds. Atypical providers who are not eligible to enroll
in CHAMPS may be paid with Medicaid funds.

21.Section 4.4.K.g is added



g. Contractor must report personal care providers with mandatory exclusions to
MDHHS in accordance with expectations outlined in the Medicaid Provider Manual.

22.Section 6.3.Ais revised.

A. In all regions where there is a Community Transition Agency, Contractor must
enter into an agreement with Transition Agencies to coordinate care for Enrollees
receiving Community Transition Services in Contractor’s Service Area. The
agreement must address the following topics:

20.Section 6.4.H is added.

H. Maternal, Infant and Early Childhood Evidence Based Home Visiting Programs

1. The Maternal and Infant Health Program (MIHP) is a home-visiting program
for Medicaid eligible Enrollees and infants to promote healthy pregnancies,
positive birth outcomes, and healthy infant growth and development. MIHP
Provider organizations must be certified by MDHHS and adhere to program
policies, procedures, and expectations outlined in Medicaid Policy, the MIHP
Program Operations Manual and Public Act 291 of 2012.

a. Contractor must refer all eligible Enrollees to an MIHP or other MDHHS
approved evidence-based home visiting program. Other MDHHS
approved programs are as follows:

i. Nurse Family Partnership
ii. Healthy Families America

iii. Family Spirit

b. If the Contractor refers an eligible Enrollee to another MDHHS approved
evidence-based home visiting program, the Contractor must:

i Refer the beneficiary within 30 Days of eligibility determination.
ii.  Track and confirm referrals to completion.
iii.  Provide MDHHS reports of all beneficiaries referred to other

MDHHS approved evidence-based home visiting programs upon
request.



c. To administer this benefit to all beneficiaries referred to MIHP Providers,
Contractor must establish and maintain agreements with MIHP Provider
organizations in the Contractor’s Service Area or operate their own
MDHHS-certified MIHP.

e.

Contractor must educate other contracted providers, pregnant Enrollees
and their families about MIHP or other MDHHS approved evidenced-
based home visiting programs. Contractor must use related educational
materials produced by MDHHS.

Agreements between the Contractor and certified MIHP Provider
organizations must be made available to MDHHS upon request and
address the following issues:

Vi.

Vii.

viii.

iX.

Medical coordination, including pharmacy and laboratory
coordination.

Data and reporting requirements
Quality assurance coordination
Grievance and Appeal resolution
Dispute resolution
Transportation

Enrollee referral to an MIHP Provider organization within 30 Days of
MIHP eligibility determination, if Enrollee is not already enrolled in
another evidenced based home-visiting program or has not been
referred to another evidenced based home-visiting program by the
Contractor.

Sufficient number of MIHP Providers to meet Enrollee service and
visitation needs within the required response time according to
MDHHS MIHP protocols.

Service delivery response times

Contractor must refer all MIHP-eligible Enrollees to an MIHP
Provider organization utilizing the MDHHS-5650 MHP
Communication Tool for MIHP outreach, screening and care
coordination within one month of the effective date of MIHP
eligibility determination if an Enrollee is not already enrolled in
another evidenced based home visiting program or has not been



referred to another evidenced based home-visiting program by the
Contractor.

i. MIHP and other MDHHS approved evidence-based home visiting
program services are voluntary. Enrollees must be provided an
opportunity to select an MIHP Provider organization. If Enrollee does
not choose an MIHP Provider organization at the time of MIHP
eligibility determination, it is Contractor’s responsibility to refer an
MIHP Provider organization within one month of the effective date of
MIHP eligibility determination.

ii. Contractor must provide Enrollees an opportunity to change their
MIHP Provider organization among those with which Contractor
maintains agreements and to decline MIHP screening and services.

g. Contractor must present to MDHHS evidence of MIHP referral and care
coordination, or evidence of participation in an alternative evidence-
based home visiting model, or refusal of MIHP services, for all MIHP-
eligible Enrollees upon request.

h. Contractor must hold regularly scheduled meetings, not less than
quarterly, with each MIHP for the purpose of developing medical
coordination processes, including data sharing, workflow to improve
resource coordination, and new initiatives to address home-visiting
Enrollee needs.

i. Contractor must report annually to MDHHS on the activities undertaken
pursuant to this section, including providing a summary and templates of
executed agreements, specific examples of collaborative approaches
and program successes, and a summary quality improvement initiative
will be undertaken and planned to enhance coordination of care
management services.

j. IfanEnrollee is receiving services from an MIHP Provider at the time of
enrollment with the Contractor and the Contractor does not have an
agreement with that MIHP Provider, the Contractor must pay the MIHP
Provider Medicaid FFS rates until case closure.

21.Section 6.8.E.j is added.

j. Compliance with care coordinator caseload limits must be in compliance with
Medicaid policy as set forth in The Medicaid Provider Manual.



22.Section 6.11.).b is revised, and 6.11.).h is deleted.

b. Contractor must use a standardized template for ICPs that will be developed and
approved by MDHHS and Contractor.

23.Section 6.11.K.h.ix is revised.

iX. Include person(s) responsible for specific interventions, monitoring, and
Reassessment including backup caregivers for individuals receiving in-home
supports and services in the event of an emergency;

24.Section 9.1.F.c is revised and requirements 9.1.F.c.i and 9.1.F.c.ii are deleted.

c. When the Food and Drug Administration (FDA) determines a drug to be unsafe,
Contractor must follow Chapter 6 of the Medicare Prescription Drug Benefit
Manual for removal of the drug from its formulary.

25.Section 9.3.) has been revised and requirements 9.3.a through 9.3.i are deleted.

J. Contractor must report prior authorization data following each calendar year,
excluding data on any drugs covered by the Contractor, by March 31 of each yearin
accordance with 42 CFR 438.210 (f). Contractor must make the following data from
the previous calendar year publicly accessible by posting them on its website.

26.Section 12.1.K.a is deleted.

27.Section 11.6.C.d is revised.

d. Proof of health insurance coverage so that the Enrollee may begin using
Contractor services as of the effective date. This proof must include the 4Rx
prescription drug data necessary to access benefits. NOTE: This proof of coverage is
not the same as the Member Handbook/Evidence of Coverage document described
in the Marketing Guidance for Michigan HIDE SNPs. The proof of coverage may be in
the form of an Enrollee ID card or a welcome letter. As of the effective date of
Enrollment, Contractor’s systems must indicate active membership.

28.Section 11.7.Ais revised.



A. Contractor is required to maintain a website to facilitate dissemination and
access of information electronically to Enrollees, Potential Enrollees, and Network
Providers as set forth in 42 CFR 422.2265 which includes the Medicare Advantage
website requirements.

29.Section 12.1.K.ais deleted.

30.Section 12.6.D.f is added.

f. For the purposes of this subsection, a complaint should be treated as a grievance.
A complaint under this subsection may or may not be a complaint under Section 17.
Program Integrity and should be evaluated pursuant to that section.

31.Section 12.6.C.c.vis deleted.

32.Section 14.5 Dental Claim Loss Ratio is deleted.

33.Section 14.8.Cis revised.

C. MDHHS will provide a list of neutral arbitrators that can be made available
to resolve billing disputes. The list can be found at

https://www.michigan.gov/difs/utilization-review/approved-arbitrator-list

34.Section17.1.Band 17.1.C are added.

B. All requirements in this section of the contract must be supported by
Contractor internal policies and procedures to demonstrate implementation
and compliance.

C. Late program integrity submissions of any type, including but not limited to
Compliance Reviews, corrective action plans (CAPs), and/or audit results, may
be subject to contract remedies such as sanctions, penalties, and/or liquidated
damages.

35.Section 17.2.A.a.i.(d) is added.


https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.michigan.gov%2Fdifs%2Futilization-review%2Fapproved-arbitrator-list&data=05%7C02%7CCooleyM2%40michigan.gov%7Cf672715ea1124ffdd38608de1199861a%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638967548225039081%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=F%2FZDeIPccCOjUh%2BX5hDztIKh3%2F7%2BNUt7urLgPskwxL8%3D&reserved=0

(d) Conflict of Interest — Contractor will uphold high ethical standards and is
prohibited from holding or acquiring an interest that would conflict with this
Contract. Contractor will establish safeguards to prohibit employees from using
their positions for a purpose that constitutes or presents the appearance of
personal or organizational conflict of interest, or personal gain. Any potential
conflicts of interest must receive internal, documented approval. Such
documentation must be saved in accordance with applicable retention policies.

(1) Itis not permissible for the executive level staff or compliance officer of the
MHP to be employed by one of their subcontractors in such a capacity.

36.Section 17.2.A.a.ii is revised.

ii. The designation of a compliance officer who is responsible for developing and
implementing policies, procedures, and practices designed to ensure compliance
with Contract requirements and who reports directly to the Chief Executive Officer
and the Board of Directors. The Chief Executive Officer, Chief Financial Officer,
Chief Operating Officer, or any other individual operating in these roles, may not
operate in the capacity of the compliance officer.

37.Section 17.2.A.b.vii is added.

vii. Treatment of recoveries made by the Contractor or its subcontractors of
overpayments to providers [in accordance with 42 CFR 438.608(d)(1)].

(A) When the Contractor or its subcontractors recovers payments to providers:

(1) The Contractor may retain the recovered overpayment including those
based upon fraud, waste or abuse.

(2) The Contractor or its subcontractors must adjust encounter data related
to the recovered funds appropriately within CHAMPS within 45 days of
exhausting appeal periods for identified overpayments. Reporting of
recoveries will occur via monthly, quarterly, and annual submissions to
MDHHS-OIG using the corresponding templates provided.

(3) Inthe event the Contractor receives a repayment stemming from an
external investigation (State or federal), the Contractor must contact
MDHHS-OIG within 30 calendar days to initiate the return of any



applicable funds. Any applicable documentation will be requested at
such time.

38. Section 17.2.A.b.iii.(a).G.(e) is revised.

(e) Contractor must refer all potential Enrollee fraud, waste or abuse that the
Contractor identifies to MDHHS through https://www.michigan.gov/fraud (File a
Complaint - Medicaid Complaint Form) or via the local MDHHS office. In addition,
the Contractor must report all fraud, waste and abuse referrals made to MDHHS on
their quarterly submission described in 17.2.F of this contract.

39. Section 17.2.A.b.iii.(a).H. is added.

H. In the event the $5,000 threshold is not met, but there is still a heightened
concern of a potential credible allegation of fraud (e.g. beneficiary harm or
extenuating circumstances), the contractor must reach out to discuss the
possibility of a referral with their assigned analyst as there can be exceptions that
warrant referral.

40. Section 17.2.A.b.vii is added.

vii. Once all applicable appeal periods have been exhausted, Contractor must
adjust all associated encounter claims identified as part of their Program Integrity
activities within 45 days. Failure to comply may result in a gross adjustment for the
determined overpayment amount to be taken from Contractor.

(A) Contractor must resolve outstanding encounter corrections in the timeframe
designated in any authorization granted by MDHHS-OIG.

(B) All adjustments must be performed regardless of recovery from the
Subcontractor and/or Network Provider.

41.Section 17.2.B is revised.

B. Provision for notification to MDHHS-OIG when it receives information about a
change in a network provider’s circumstances that may adversely affect the network
provider’s eligibility to participate in the managed care program, including but not
limited to termination from the Contractor or subcontractor’s network or temporary



suspension or payment suspension initiated by the Contractor or subcontractor.
See Section B below for method and timing of such reporting.

i. When these actions are taken by the Contractor or subcontractor, the
Contractor must promptly report the adverse action to MDHHS-OIG via sFTP
using the provider adverse action and exclusion reporting form.

ii. Any questions on whether to report such actions must be promptly
presented to MDHHS-OIG for clarification prior to submission.

42.Section17.2.C.a.x and 17.2.C.a.xi are added.

X. At a minimum, all allegations within MDHHS-OIG audit referrals to the Contractor
must be investigated to either substantiate or refute any and all items within the
complaint. In addition, a detailed summary of findings must be produced and
include all items outlined in the audit referral. Insufficient investigations and/or
summaries will be returned to the Contractor to have additional work performed
until all items have been resolved.

Xi. Investigations related to MDHHS-OIG audit referrals must be initiated as soon as
possible, but no later than 30 calendar days from the date sent by MDHHS-OIG.

43.Section 17.2.C.a.viii is revised.

viii. Data Mining Activities — Contractor must have surveillance and utilization
control programs and procedures (42 CFR 456.3, 456.4, 456.23) to safeguard the
Medicaid funds against unnecessary or inappropriate use of Medicaid services and
against improper payments. Data mining must be performed at least annually.

(A) Methods may include, but are not limited to, statistical models, complex
algorithms, and pattern recognition programs to detect possible fraudulent
or abusive practices. The Contractor must report all data mining activities
performed (including all program integrity cases opened as a result) within
the previous quarter to MDHHS-OIG. See Section 14.7 of this Contract for the
method and timing of such reporting.

44.Section 17.2.D.d.i.(a) is added.



(a).  Anytips or grievances received by the Contractor must be triaged or
otherwise addressed within 30 calendar days from the date of the complaint. Any
resulting investigations must be initiated within 30 calendar days of the initial triage.

45.Section 17.2.E.k is deleted.
46. Section 17.2.F Reporting is replaced with the following.

F. Reporting

Contractor must send all program integrity notifications and reports to the MDHHS-
OIG sFTP. The Contractor must follow the procedures and examples contained
within the MDHHS-OIG submission forms and accompanying guidance document.
See Appendix O for the listing of notification forms and reports and their respective
due dates. If Compliance Review submissions are not submitted on or before the
designated due date, Contractor will receive a score of “Not Met” and may be
subject to contract remedies including but not limited to sanctions, penalties,
and/or liguidated damages.

1. On a monthly basis, the Contractor must submit to MDHHS-OIG, in a format
determined by MDHHS-OIG, a report detailing all overpayments identified,
recovered, and adjusted within the previous month (42 CFR 438.608(a)(2).

2. On a quarterly basis, the Contractor must submit to MDHHS-OIG, in a format
determined by MDHHS-OIG, a report detailing the program integrity activities
performed by the Contractor, as required by 17.2 of this Contract, during the
previous quarter. This report must include any improper payments identified
and amounts adjusted in encounter data and/or overpayments recovered by the
Contractor during the course of its program integrity activities. It is understood
that identified overpayments may not be recovered during the same reporting
time period. This report also includes a list of the individual encounters
corrected. To ensure accuracy of reported adjustments, Contractor must:

a. Purchase at minimum one license for MDHHS-OIG’s case management
software. This license will be utilized to upload report submissions to the
case management system and to check the completeness and accuracy of
report submissions.

b. For medical equipment, supplies, or prescription provided, adjust any
encounter for an enrollee to zero dollars paid. If the encounter with a dollar
amount cannot be adjusted to zero dollars paid, then the encounters with
dollars paid must be voided and resubmitted with zero dollars paid.



c. Specify overpayment amounts determined via sample and extrapolation,
rather than claim-based review. In instances where extrapolation occurs
there are no encounters to correct.

d. Specify encounters unavailable for adjustment in CHAMPS due to the
encounter aging out or any other issue.

i. These encounters must be identified by the Contractor and reported
to MDHHS- OIG. MDHHS-OIG will record a gross adjustment to be
taken out of the Contractor’s next capitation payment.

e. Report only corrected encounters associated with post payment
evaluations that resulted in a determined overpayment amount.

i. Contractor must adjust all associated encounters identified by
MDHHS-OIG for overpayment recoupment within encounter data
timeliness standard outlined in this Contract including but not limited
to the Encounter Data Submission section of this Contract (19.1).

ii. Contractor failure to comply with the encounter correction
timeliness standard will result in Contractor monetary Sanction as
outlined in Appendix L, corrective action and may result in a gross
adjustment for the determined overpayment amount to be taken from
Contractor. In addition to the determined overpayment amount being
withheld via gross adjustment, the Contractor may be subject to other
contract remedies.

iii. Contractor will not be subject to monetary Sanctions for
identified encounters that are no longer available and accessible in
CHAMPS.

3. Notwithstanding the obligation to report suspicions of provider and
subcontractor Fraud directly to MDHHS-OIG as required by this Contract,
Contractor must, on a quarterly basis, submitto MDHHS-OIG, in a format
determined by MDHHS-OIG, a report detailing all allegations of provider and
subcontractor Fraud received and reviewed by the Contractor during the
previous guarter.

4. Pursuant to 42 CFR 438.608(d)(3), on an annual basis, Contractor must
submit to MDHHS- OIG, in a format determined by MDHHS-OIG, an annual



Program Integrity Report containing details of the improper payments identified,
overpayments recovered and costs avoided for the program integrity activities
conducted by the Contractor for the preceding year. The report also must
address the Contractor’s plan of activities for the current and upcoming fiscal
year. The report must include all provider and service-specific program integrity
activities. The report must include an attestation confirming compliance with
the requirements found in 42 CFR § 438.608 and 42 CFR § 438.610.

a. Pursuantto 42 CFR 438.606, the annual Program Integrity Report must be
certified by either the Contractor’s Chief Executive Officer; Chief Financial
Officer; or an individual who reports directly to the Chief Executive Officer or
Chief Financial Officer with delegated authority to sign for the Chief
Executive Officer or Chief Financial Officer so that the Chief Executive Officer
or Chief Financial Officer is ultimately responsible for the certification. The
certification must attest that, based on best information, knowledge and
belief, the information specified is accurate, complete, and truthful.

5. Any excluded individuals and entities discovered in the screening described
in Section H of this contract below, including the provider applications and
credentialing documentation, must be reported to the federal HHS OIG and
MDHHS-OIG, in a format determined by MDHHS-OIG, within 20 Business Days
of discovery.

6. Contractor must submit to MDHHS-OIG, in a format determined by MDHHS-
OIG, a Quarterly Provider Disenrollment Log for providers terminated as a result
of a program integrity activity.

7. Contractor must submit to MDHHS-OIG, in a format determined by MDHHS-
OIG, a Quarterly Provider Prepayment Review Placement Log for providers
placed on prepayment review as a result of a program integrity activity.

8. Contract Compliance Review Score — Contractor will be scored based on the
quantity and quality of the quarterly reports submitted to MDHHS-OIG.

a. Contractor will receive a score of Met if they initiated program
integrity activities as required by 17.2 during the reporting period,
complied with the MDHHS-OIG quarterly submission form content



requirements and accompanying guidance document, and complied
with deliverable due dates.

b. Contractor will receive a score of Not Met for any Contract compliance
review quarter where it has not initiated any program integrity
activities, as required by 17.2 of this Contract, during the previous
guarter.

c. Contractor will receive a score of Not Met for any Contract
compliance review quarter where it has not complied with the
MDHHS-OIG quarterly submission form content requirements and/or
the accompanying guidance document.

d. Contractor will receive a score of Not Met for any Contract
compliance review quarter where it has not complied with the
deliverable due dates.

47.Section 17.2.).c is revised and Sections 17.2.).f and 17.2.).g are added.

c. Contractor must not have a Network Provider, subcontractor or person with an
employment, consulting, or any other contractual agreement who is (oris
affiliated with a person/entity that is) debarred or suspended person or
otherwise excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-procurement
activities under regulations issued under Executive Order No. 12549 or under
guidelines implementing such order..

f. Contractor must provide written disclosure of any director, officer, partner,
managing employee, person with beneficial ownership of more than 5% of the
Contractor’s equity, Network Provider, subcontractor, or person with
employment, consulting, or any other contractual agreement who is (or is
affiliated with a person/entity that is) debarred, suspended, or otherwise
excluded from participating in procurement activities under the Federal
Acquisition Regulation or from participating in non-procurement activities under
regulations issued under Executive Order No. 12549 or under guidelines
implementing such order; and material any individual or entity that is excluded
from participation in any Federal health care program under Section 1128 or
1128A of the Act.



g. If MDHHS learns that the Contractor has a prohibited relationship as described
above and provided by Federal Acquisition Regulation, Executive Order No.
12549, or under Section 1128 or 1128A of the Act, MDHHS may continue an
existing agreement with the Contractor unless CMS directs otherwise. MDHHS
may not renew or otherwise extend the duration of an existing agreement with
the Contractor unless CMS provides to this Contract MDHHS and to Congress a
written statement describing compelling reasons that exist for renewing or
extending the agreement despite prohibited affiliations.

48.Section 17.2.L.fis added.

f. When MDHHS-OIG sanctions (suspends and/or terminates from the
Medicaid Program) providers, including for a credible allegation of fraud under
42 CFR 455.23, Contractor must, at minimum, apply the same sanction to the
provider upon receipt of written notification of the sanction from MDHHS-OIG.
Contractor may pursue additional measures/remedies independent of the
State. If MDHHS OIG lifts a sanction, Contractor may elect to do the same.

49. Section 18.2.A.b is revised.

b. Submitto MDHHS and CMS as applicable, Medicaid reporting requirements in
compliance with 42 C.F.R. § 438 et seq., including but not limited to audited
financial reports as required by 42 CFR 8438.3(m) as it may be amended from
time to time.

50. Section 19.1.E.b.iii is revised.

iii. Prescription Drug Event (PDE) for Medicare Part D covered prescriptions. MDHHS
aligns with the CMS PDE outbound file layout effective 1/1/2025, and as that file
layout may be changed from time to time.

51.Section 19.1.E.c is revised.

f. Timely and complete encounter data submission must be made by the 15" of the
month for all encounters adjudicated in the previous month while meeting minimum
volume requirements. (e.g. All encounters adjudicated in April must be submitted by
May 15th and all encounters adjudicated in May must be submitted by June 15th.)

52.Section 19.1.F is deleted.



53.Section 19.1.G.eis revised.

e. Encounter File transmissions must meet or exceed a 95% acceptance rate for
encounters loaded into CHAMPS. The rate will be calculated monthly for each
encounter type and shared with Contractor. Contractor failure to comply with the
encounter acceptance rate standard may result in contract remedies including but
not limited to monetary Sanctions and other Sanctions.

54.Section 19.1.H is amended.

H. Biannually, Contractor will complete an Encounter Comparison Process which will
compare the accepted claims/encounters in Contractor’s system to the accepted
encounters inthe MDHHS data warehouse by invoice type. Contractor failure to achieve
a percentage of 98% or greater for each calculation, may be subject to contract
remedies including but not limited to monetary Sanctions and other Sanctions.

55.Section 19.2.P is added.

P. The contractor’s Total/Composite Paid Amount Variances must be within +/- 5%.
The calculation for the variance is calculated from the totaled Paid Amounts
reported in the Appendix A Financial Data Request and the EQI Encounter datasets
and published the DRIVE Tool. The calculation is as follows:

([Total Plan Reported Paid Amount] —[Total Paid Amount from EQI Encounters]) /
[Total Paid Amount from EQI Encounters]

56.Section 19.2.K.c.iis added.

i. Each Contractor must maintain an active license for the Dashboard for Research,
Insight, and Validation of Experience (DRIVE™) tool, licensed by MDHHS vendor,
Milliman.

57.Section 33.1.A.1.n, MIS Liaison is deleted.

58.Section 33.3.D.5 is added.

5. If Contractor elects to meet the requirement of MCL 500.3511 by appointing
enrollees to its Board of Directors, Contractor must also have an Enrollee Advisory
Committee as required by 42 CFR 8422.107(f) and set forth in section XXVIII.N
below.



59.Section 34.1.A.a.1 and 34.1.A.a.7 are deleted.

60.Section 36.1.B.1 is revised.

1. Fixed Price - Payment under this Contract will consist of a capitated
reimbursement plan with specific monthly payments for each enrolled member
based on their service level needs as determined by their assigned Program
Enrollment Type (PET) code. Capitation payments will be made to the Contractor for
each enrolled member in accordance with the actuarially sound rates established
for the month in which the capitation payment is made.

61.Section 36.1.D, Dental Claim Loss Ratio is deleted.

62. Schedule B - Pricing is revised as reflected in the attachment below.

63. Appendix A — Definitions. Pre-Eligibility Medical Expenses definition added.

Pre-Eligibility Medical Expenses (PEME) — Costs that an individual may incur
before they become eligible for Medicaid benefits. These expenses are considered
in determining eligibility for Medicaid and can include medical expenses that exceed
the deductible amount.

64. Appendix B - Service Area is amended.

The column labeled “2027-2033” is deleted.

65. Appendix F - The following have been deleted:
- Health Risk Assessment section
- Grievance Appeals and Fair Hearings section
- Core Set of Adult Health Care Quality Measures for Medicaid (Adult Core Set) row

66. Appendix N, B, his revised
h. Documentation log of NEMT-related grievances and appeals must include: complaint
reason, complainant name, NEMT service date, transportation provider name, driver
name and driver’s license number, complaint resolution, and resolution date. This log is
only provided to MDHHS upon request.

67.Appendix O is added as reflected in the attachment below.



SCHEDULE B - PRICING

Contract No. 250000000209
Highly Integrated Dual Eligible Special Needs Plans (HIDE SNP)

Ml Coordinated Health Plan Capitation Rate Certification
The most current Medicaid per member per month capitation rates
can be found at:

www.michigan.gov/dsnp



https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.michigan.gov%2Fdsnp&data=05%7C02%7CCooleyM2%40michigan.gov%7Cd3d39209e1034744c98008de1cad1a4a%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C638979726944139696%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=UEKkul5dmnM1OwbI3OvURNnOS9dC3pw3ARPr8aT4hkA%3D&reserved=0

Appendix O - Contract Compliance Review - Program Integrity

Report Reference Due Date Period Covered

Annual Submissions

Previous Fiscal Year
April15 Current Fiscal Year
Next Fiscal Year

Annual Program Integrity
Report for Michigan Medicaid

Contractor policies and proceduresin

. place and/or revised in:
Compliance Program June 15
Previous Fiscal Year

Current Fiscal Year

Quarterly Submissions

May 15 January 1 —March 31
August 15 April 1-June 30
terly R t
Quarterly Repor November 15 July 1 -September 30
February 15 October 1-December 31

Monthly Submissions

Preceding Month (e.g. November
submission will cover October, January
will cover December, etc.

Last day of each month

Monthly Overpayment Report (or next business day)

On Request, Or While On Site

Withinthree (3)
Business Days from the
date of the request
unless otherwise
specified by MDHHS
OIG.

Records

Ad Hoc

Within five (5) Business
Days from the date of
Fraud Referral Form determining a credible
allegation of fraud
exists.

Within 20 Business Days
Provider Adverse Action and of any adverse actions

Exclusion Reporting Form taken by the Contractor.




STATE OF MICHIGAN
ENTERPRISE PROCUREMENT

DTMB

320 S Walnut Street Lansing, Ml 48933
P.O. Box 30026, Lansing, MI 48909

CONTRACT CHANGE NOTICE

Change Notice Number 1
to
Contract Number MA250000000291

Matthew Seager MDHHS

HAP CareSource

517-643-3746

Jabeuepy
weiboid

3031 West Grand Boulevard, Suite 110

Detroit, Ml 48202 SeagerM@michigan.gov

31V1S

Marissa Gove DTMB

Margaux Frazee

937-531-3338 (517) 449-8952

(2]
o
4
-
A
>
()
-
o
A

Jojeqjsiuiwpy
JoelUOD

Margaux.Frazee@CareSource.com govem1@michigan.gov

CVv0037079

CONTRACT SUMMARY

Highly Integrated Dual Eligible Special Needs Plans (HIDE SNPs)

INITIAL EFFECTIVE DATE | INITIAL EXPIRATION DATE | INITIAL AVAILABLE OPTIONS EXP";@;'S;‘EDATE
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DESCRIPTION

Effective August 12, 2025, the Contractor Contract Administrator is changed to Margaux Frazee and this Contract
is amended in accordance with the attached revisions. All other terms, conditions, specifications and pricing
remain the same. Per contractor and agency agreement, and DTMB Central Procurement approval.




Change Notice 1 - Changes

1. Statement of Work, Background is revised.

In May 2022, CMS finalized a requirement for states participating in the Financial Alignment
Initiative capitated model demonstration to end their programs by 12/31/2025 or transition them
into integrated Dual Eligible Special Needs Plans (D-SNP).

Michigan submitted a letter of intent to CMS to transition Ml Health Link (MHL) to an integrated D-
SNP by January 1, 2026.

To align with the new CMS rules, MDHHS will transition the MHL Program to a Highly Integrated Dual
Eligible Special Needs Plan (HIDE SNP).

a. AHIDE-SNP is a specific type of Medicare Advantage plan that is designed to meet the
needs of those dually eligible for Medicare and Medicaid.

b. The HIDE-SNP will integrate long-term service and supports (LTSS) and contracted
managed care plans will provide all Medicare and most Medicaid covered benefits for their
dual-eligible enrollees through capitated, D-SNP only contracts, but specialty Medicaid
behavioral health services will remain carved out and will continue to be provided by
Regional Pre-Paid Inpatient Health Plans (PIHPs).

MDHHS remains committed to ensuring the improved care experience for low-income seniors and
people with disabilities who are Medicare-Medicaid enrollees through a HIDE-SNP; with the
expectation of providing the greatest degree of continuity in the program benefits and expectations
for beneficiaries, providers, and health plans.

The Integrated Care Transition Pillars include:

1. Foster Integration and Continuity — The goal of the HIDE-SNP program is to continue to
improve quality and access to care by alighing Medicare and Medicaid and bridging the
divide between the physical health, long term care, and behavioral health systems.
Enrollee’s providers and amount, scope and duration of services at the time of enrollment
must be continued until the enrollee can be assessed.

2. Reduce Racial Disparities - MDHHS will use a data driven approach to identify root causes
of racial and ethnic disparities and address health inequity at its source. MDHHS will work
to reduce causes of inequitable access to programs and services that impact social
determinants of health. Input will be gathered from stakeholders at all levels to ensure
services are provided in a culturally competent manner to all enrollees, including those with
limited English proficiency and diverse cultural and ethnic backgrounds. The HIDE-SNP
program will incorporate processes to align program operations and strategies related to
quality of care and services, data driven outcomes measurement, and address social
determinants of health, health equity and disparities. MDHHS will improve service delivery



to ensure that all eligible individuals receiving services have equitable access to services
and resources in order to improve health outcomes and reduce racial disparities.

Improve Care Delivery — Care delivery in the HIDE-SNP program will be based on a person-
centered approach that emphasizes the whole person and care coordination to
comprehensively address enrollees’ needs.

Promote Self Determination - MDHHS values and will require pathways that provide
enrollees with meaningful authority to control and direct long-term supports and services in
the HIDE-SNP program. True self-determination requires a shift from the approaches that fit
enrollees into an existing service array to approaches that are truly enrollee-centered and
enrollee-controlled. Arrangements that support self-determination ensure methods for
enrollees to exert direct control over how, by whom, and to what ends they are served and
supported.

Build a Culture of Quality - The HIDE-SNP program will incorporate principles of
continuous quality improvement into all aspects of its operations. Using an integrated data-
driven approach to monitoring, prioritizing, and identifying quality improvement
opportunities, it will aim to improve outcomes and ensure timely access to high-quality
services for dually eligible Enrollees. Through policy development and targeted
interventions, it will advance MDHHS' strategic quality objectives of providing high quality
care and high levels of access to care, strengthening person and family-centered
approaches to care, promoting effective care coordination and communication of care
among managed care programs, providers, and stakeholders, reducing racial and ethnic
disparities in healthcare and health outcomes, and improving quality outcomes and
disparity reduction through value-based initiatives and payment reform.

2. Statement of Work, Scope is revised.

MDHHS seeks to increase integration of care and improve health outcomes through increased

alignment of Medicaid and Medicare. The purpose of this Contract is to establish a program offering
direct contracts with Highly Integrated Dual Eligible Special Needs Plans (HIDE SNPs). HIDE SNPs
will provide aligned coverage of most Medicaid benefits, excluding certain behavioral health
services, but including long-term services and supports, under a capitated contract that meets the
requirements set forth in 42 CFR 422.107. The HIDE SNP program will be fully operational
commencing January 1, 2026, in limited regions of the State of Michigan (“State”). On January 1,
2027, the program will be extended to the entire State.

A. Applicable Laws, Regulations, and Interpretations list

a. Contractor has entered into a contract with the Centers for Medicare & Medicaid
Services (“CMS”) to provide a HIDE SNP (“MA Agreement”).

b. Under the Medicare Improvement for Patients and Providers Act of 2008 (“MIPPA”)
and resulting regulations, CMS requires Contractor to also enter into an
agreement with the State to provide or arrange for benefits to be provided, for
which a dually eligible individual is entitled to receive.



c. Under the Bipartisan Budget Act of 2018 and resulting regulations, CMS requires
Contractor to maintain a level of integration as determined by the State.

d. Mlis pursuing D-SNP only contracts pursuant through 42 CFR 422.107(e), and as
such, requires MA organizations offering HIDE SNPs in Michigan to do the
following:

i. Apply for, and seek CMS approval to establish and maintain, a contract that
only includes one or more dual eligible special needs plans with a service
area limited to the State.

ii. Use required materials that integrate Medicare and Medicaid content,
including at a minimum the Summary of Benefits, Formulary, and combined
Provider and Pharmacy Directory that meets Medicare and Medicaid
managed care requirements consistent with applicable regulations in parts
422, 423, and 438 of 42 CFR Subchapter B.

This is a Contract to obtain the services to provide Medicare and Medicaid services for dually
eligible beneficiaries in the service areas within the State of Michigan, as described herein. Thisis a
unit price-per member per month (PMPM) Capitated Rate Contract. Dually eligible beneficiaries
must have a choice among Contractors. Therefore, the State cannot guarantee a specific number of
Enrollees to Contractor. The Contractor must employ a population health management approach in
all programs and interventions delivered to dually eligible beneficiaries.

Phased Implementation: This contract will be implemented in two phases as follows:

OnJanuary 1, 2026, the Contract will be implemented in Region 1, Region 8, Region 10, and Region
12. For definitions of regions and counties included in each region see Section 3 below and
Appendix B.

OnJanuary 1, 2027, the Contract will be implemented in all other regions in the State.
3. Section 1.1 General Requirements, B. is revised and G. is added.

B. Contractor must comply with all provisions of The Medicaid Providers Manual (found at
https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf) and

Medicaid Policy which may be revised as needed (found at
https://www.michigan.gov/mdhhs/keep-mi-
healthy/mentalhealth/mentalhealth/practiceguidelines) applicable to Contractors unless
provisions of this Contract stipulate otherwise.

G. Contractor must comply with all applicable provisions of federal and State laws, policies,
regulations, guidance, waivers and standards, and Demonstration terms and conditions,
including the implementation of a compliance plan. The Contractor must comply with the
Medicare Advantage requirements in Part C of Title XVIIl, and 42 C.F.R. Part 422 and Part
423.

4. Section 1.2 Service Area, B. and C. are revised.


https://www.mdch.state.mi.us/dch-medicaid/manuals/MedicaidProviderManual.pdf
https://www.michigan.gov/mdhhs/keep-mi-healthy/mentalhealth/mentalhealth/practiceguidelines
https://www.michigan.gov/mdhhs/keep-mi-healthy/mentalhealth/mentalhealth/practiceguidelines

B. Michigan Regions
a. Contractor must operate in one or more of 12 Regions throughout the State for the
provision of Covered Services.
b. Contractor must provide services in accordance with this Contract to beneficiaries
residing in all Counties within the Region(s) it is approved to cover.

c. Contractor must provide evidence of Medicaid network adequacy to MDHHS annually and

as required in this Contract. Regions are defined and numbered as follows:

vi.
vii.
viii.
iX.
X.
Xi.
Xii.

Region 1: Alger, Baraga, Chippewa, Delta, Dickinson, Gogebic, Houghton, Iron,
Keweenaw, Luce, Mackinac, Marquette, Menominee, Ontonagon, Schoolcraft
Region2: Antrim, Benzie, Charlevoix, Emmet, Grand Traverse, Kalkaska, Leelanau,
Manistee, Missaukee, Wexford

Region 3: Alcona, Alpena, Cheboygan, Crawford, losco, Montmorency, Ogemaw,
Oscoda, Otsego, Presque Isle, Roscommon

Region 4: Allegan, lonia, Kent, Lake, Mason, Mecosta, Muskegon, Montcalm,
Newaygo, Oceana, Osceola, Ottawa

Region 5: Arenac, Bay, Clare, Gladwin, Gratiot, Isabella, Midland, Saginaw

Region 6: Genesee, Huron, Lapeer, Sanilac, Shiawassee, St. Clair, Tuscola

Region 7: Clinton, Eaton, Ingham

Region 8: Barry, Berrien, Branch, Calhoun, Cass, Kalamazoo, St. Joseph, Van Buren
Region 9: Hillsdale, Jackson, Lenawee, Livingston, Monroe, Washtenaw

Region 10: Macomb

Region 11: Oakland

Region 12: Wayne

d. Contractor must only enroll eligible beneficiaries residing within the counties in its service
area.

C. Service Area Expansion

Expansion of, or changes to, Contractor’s Service Area will be at the sole discretion of
MDHHS with approval from CMS.

5. Section 2.4 Contractor Enrollment, C. a. and b. are added.

C. Contractor must accept enrollment for all Potential Enrollees, as described in this section

at any time without regard to physical or mental condition, age, gender, sexual orientation,
religion, creed, race, color, physical or mental disability, national origin, ancestry, pre-
existing conditions, expected health status, or need for health care services.

a.

Involuntary disenrollment requests due to disruptive behavior in accordance with 42
CFR 8§ 422.74(d)(2), 422.74(e)(1) must be submitted to the Contractor’s Medicare
Account Manager for review and approval.

Involuntary disenrollment requests in accordance with 42 CFR 438.56 are limited to
substantiated allegations of Medicaid fraud committed by the enrollee and must be
submitted to the Contractor’s MDHHS Contract Manager for review and approval.

6. Section 2.5 Methods of Enrollment, A. a. is revised.



If Contractor uses Agents and Brokers or makes payments to third party marketing
organizations to sell its HIDE SNP plan, Contractor must adhere to all applicable Michigan
laws and regulations related to the licensure and activities of Agents and Brokers and follow
all requirements set forth in 42 CFR 422.2274 and 423.2274 as applicable.

7. Section 2.6 Deemed Enrollment, A. is revised.

A. Contractor must offer Enrollees who lose Medicaid eligibility no less than a three-month

deeming period of continued enrollment in the HIDE SNP to minimize risks and maximize
continuity of care during periods of temporary Medicaid eligibility loss, in accordance with §
422.52(d). During any period of continued enrollment, Contractor will provide all Medicaid
services called for under this Contract.

8. Section 3.1 HIDE SNP Requirements, A. and A. b. are revised.

A. For purposes of this Contract, Highly integrated dual eligible special needs plan means a

dual eligible special needs plan as defined by 42 CFR §422.2 offered by an MA organization
that provides coverage of Medicaid benefits, including primary and acute care, under a
capitated contract that meets the following requirements:

b. This Contract requires the coverage of the following benefits to the extent Medicaid
coverage of such benefits is available to individuals eligible to enrollin a HIDE SNP in
the State except as approved by CMS under 42 CFR § 422.107(g) or (h) (See Appendix
M):

i Long-term services and supports, including community-based long-term
services and supports and some days of coverage of nursing facility services
during the plan year; or

ii. Behavioral health services covered by Medicaid but not provided by Prepaid
Insurance Health Plans; and

9. Section 3.2 Medicare and Medicaid Coverage, A. b. is revised and E is added.

b.

E.

Contractor is required to provide at least one mandatory supplemental benefit that
complements the LTSS covered under this Contract.

When the Contractor receives a request for information from the HIDE-SNP ombudsman
program related to a covered service or complaint related to a covered service, the
Contractor must respond timely to that request and any additional follow-up requests.

10. Section 3.3 Medicaid Covered Services Not Covered by Medicare, I, J, and K are revised.

Contractor must ensure all reporting requirements, quality assurance, and compliance

activities required by MDHHS of Contractor apply equally to all Subcontractors used for the

provision of Covered Services.

a. Contractor must ensure that there is a written agreement that specifies the activities
and report responsibilities delegated to the Subcontractor and provides for revoking



delegation (whether by Contractor, MDHHS or CMS) or imposing monetary Sanctions
and/or other Sanctions if the Subcontractor’s performance is inadequate.
b. If deficiencies or areas for Improvement are identified, Contractor and the
Subcontractor will take corrective action.
Contractor must comply with provisions of MCL 400.109(h) as it relates to pharmaceuticals
covered under Michigan Medicaid benefit.
Unless otherwise specified in this Contract, Contractor must abide by MDHHS’ telehealth
coverage and reimbursement policies for Medicaid-covered services. (See Final-Bulletin-
MMP-23-10-Telemedicine.pdf).

11. Section 3.5 Home and Community-Based Waiver Services, C. is revised.

C.

As set forth in Section 36.7, Contractor will ensure that the Michigan Medicaid Nursing
Facility Level of Care Determination (LOCD) is conducted, as necessary, to determine
eligibility for HCBS waiver services.

12. Section 3.7 Nursing Facility Care, A. is revised.

A.

Contractor must provide long term custodial care, skilled nursing or rehabilitation services
in a facility licensed in accordance with MCL 333.1101 - 333.25211 and certified in
accordance with 42 C.F.R.8 483 designed to meet an Enrollee’s needs. Medicaid custodial
care is not limited and may exceed 180 days.

13. Section 3.8 Nursing Facility Payment is revised.

A.

For traditional Medicaid nursing facility days of care, Contractor must negotiate with
Nursing Facilities to establish rates.

It is the responsibility of the Nursing Facility provider to collect the PPA from Enrollees for
traditional Medicaid nursing facility days of care, and the Contractor must reduce
reimbursements to Nursing Facility providers equal to the PPA amount each month.

The Quality Assurance Supplement (QAS) for traditional Medicaid nursing facility days of
care will be paid through a directed payment as approved by CMS through the 42 C.F.R. §
438.6(c) preprint process.

Contractor must reimburse nursing facility providers Medicaid co-insurance for days 21
through 100 of a skilled care or rehabilitation day in accordance with the Ml Coordinated
Health chapter of the Medicaid Provider Manual.

Contractor must, as part of their skilled nursing facility benefit, provide skilled nursing level
of care in a long-term care facility without a preceding acute care inpatient stay for
Enrollees, when the provision of this level of care is clinically appropriate and can avert the
need for an inpatient stay.

Pre-Eligibility Medical Expense (PEME) — A beneficiary’s eligibility for deduction of PEME
from patient pay amounts does not increase Contractor’s nursing facility reimbursement
rate.

14. Section 3.9 Dental Provider Payment Rules is revised.



A. The Contractor is required to pay Medicaid participating dental providers, at a minimum, the

Medicaid FFS rate for covered Current Dental Terminology (CDT) codes. Medicare covered
services will be paid according to Medicare policy.

15. Section 3.10 Direct Care Worker (DCW) Rates is revised.

A.

In accordance with MDHHS Numbered Letter 24-59, Contractor must pay direct care
workers providing services as set forth in that letter at the rate and manner according to its
terms as it may be amended or replaced from time to time.

16. Section 3.13 Behavioral Health Benefit, A. is revised.

A. Contractor must provide all Medicaid behavioral health services not provided by the PIHPs,

consistent with Appendix D and MDHHS Medicaid Policy.

17. Section 3.17 Pharmacy Services, A. d is hereby removed and A. e is revised.

e.

Contractor must have a process to approve physicians' requests to prescribe any medically
appropriate drug, vitamin or supplement that is covered on the Michigan Medicaid Part D
Excluded Products Covered for Dual Eligible Members, found at
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fmi.primetherapeutic
s.com%2Fprovider%2Fexternal%2Fmedicaid%2Fmi%2Fdoc%2Fen-
us%2FMIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx&wdOrigin=BROWSELINK.

18. Section 3.17 Pharmacy Services, D, E, F are revised.

D. Outpatient pharmacy point-of-sale coding must be updated within thirty (30) Days following

MDHHS approval of a change to the Michigan Medicaid Part D Excluded Products Covered
for Dual Eligible Members. Point-of-sale coding must be updated within seventy-two (72)
hours if an emergency change has been requested by MDHHS.
Contractor must provide MDHHS access to Contractor’s published formulary to facilitate
Michigan Medicaid Part D Excluded Products Covered for Dual Eligible Members
compliance monitoring.
Contractor must cover products listed on the Michigan Medicaid Part D Excluded Products
Covered for Dual Eligible Members in accordance with FFS coverage parameters and
utilization requirements, including but not limited to:

a. Priorauthorization

b. Prior authorization criteria

c. Quantity limits

d. Age

e. Gender
Contractor must cover all drugs found on the Michigan Medicaid Part D Excluded Products
Covered for Dual Eligible Members, found at
https://mi.primetherapeutics.com/provider/external/medicaid/mi/doc/en-

us/MIRx_medicarepartd_dual_eligible_covered_ndcs.xlsx.
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This list is updated monthly and Contractor must update its formulary to account for
changes not less than quarterly.

19. Section 3.17 Pharmacy Services, H, |, J, K, N, O.h, O.m, O.p, O.q are hereby removed.
20. Section 3.17 Pharmacy Services, L, M, O.i are revised.

L. Contractor, including Contractor’s Pharmacy Benefit Manager (PBM) or its Subcontractors,
is prohibited from negotiating any rebates with drug manufacturers for all drugs and non-
drug items for which MDHHS has entered into a State supplemental rebate agreement with
the manufacturer. If Contractor, its PBM or other subcontractors have an existing rebate
agreement with a manufacturer, all covered outpatient drug and non-drug item claims for
Medicaid participants for which MDHHS is obtaining State supplemental rebate must be
exempt from such rebate agreements. This applies to both prescription, over-the-counter
drugs, and non-drug items such as blood- glucose test strips. The MDHHS Medicaid
Provider Manual’s Directory Appendix identifies the CMS website listing of drug
manufacturers participating in the Medicaid Drug Rebate Program (MDRP). Contractor or its
Subcontractors may only negotiate with and accept rebates from in relation to drugs that
are not on any supplemental rebate agreement list provided by MDHHS.

M. As directed by MDHHS, Contractor must provide all pharmacy records for prior
authorization to facilitate Michigan Medicaid Part D Excluded Products Covered for Dual
Eligible Members compliance monitoring.

O. i. Coverage and Utilization Management tools (e.g., prior authorization, step therapy,
quantity limits, and age or gender edits) may be less restrictive, but not more restrictive than
the Michigan Medicaid Part D Excluded Products Covered for Dual Eligible Members.

O. j. Contractor must follow the Michigan Medicaid Part D Excluded Products Covered for Dual
Eligible Members procedures for transitions of care and grandfathering.

O. L. Contractor must provide MDHHS with information regarding the Michigan Medicaid Part D
Excluded Products Covered for Dual Eligible Members pursuant to Section 1806 of Public
Act 207 of 2018.3.

O. t. Contractor must have a single Bank Identification Number (BIN))/American National
Standards Institute (ANSI) Issue Identifier Number (IIN) and Processor Control Number
(PCN)). The BIN/IIN and PCN are listed on the PBM/processor/plan’s Payer Sheets for
trading partners to know the proper identifiers for routing transactions. Contractor must
require that only these billing identifiers be used for claim submission and routing purposes
for the MICH Program.

21. Section 3.19 Communicable Disease Services is hereby removed.
22. Section 3.25 Out-of-Network Reimbursement Rules, D is revised.

D. Contractor is required to pay noncontracted providers at Medicaid FFS rates for all properly
authorized, medically necessary services for which a clean claim is submitted.



Noncontracted providers must comply with all applicable authorization requirements of the
Contractor and uniform billing requirements.

23. Section 3.26 Excluded Services, D is revised.

D. HIDE SNP is responsible for making referrals to the Community Transition Services program
when an enrollee meets program criteria as defined in the Community Transition services
chapter of the Michigan Medicaid Provider Manual. In the absence of a Community
Transition Services Agency in the beneficiary’s geographic region, the HIDE SNP shall
support transitions from nursing facilities and institutions to the community within the
scope of the HIDE-SNPs plan benefit package/available services.

24. Section 4.1 Network Adequacy, A. is revised.

A. Contractor must maintain a Provider Network sufficient to provide all Enrollees with
access to the full range of Covered Services, including the appropriate range of
preventive, primary care, and specialty services, behavioral health services, other
specialty services, and all other services required in 42 C.F.R. §§ 422.112, 423.120,
438.52(b) and 438.206, Medicaid Provider Manual, HIDE SNP 1915 b/c waiver
applications and under this Contract taking into consideration:

a. The anticipated number of Enrollees.

b. The expected utilization of services, considering the characteristics and health
care needs of Contractor’s Enrollees.

c. The number and types (in terms of training, experience, and specialization) of
providers required to furnish the Covered Services.

d. The number of network providers who are not accepting new patients.
The geographic location of providers and Enrollees, considering distance, travel
time, the means of transportation ordinarily used by Enrollees, and whether the
location provides physical access for Enrollees with disabilities.

f. The communication needs of Enrollees; and

g. The cultural and ethnic diversity and demographic characteristics of Enrollees.

25. Section 4.4 Medicaid Provider and LTSS Provider Network Standards, C is revised and D is
hereby removed.

C. Ataminimum, for each county in the service area, for services provided in Enrollee’s home,
Contractor must have at least two (2) available providers for each provider type with
sufficient capacity to accept Enrollees and otherwise ensure that the Enrollee has a choice
of providers.

26. Section 5.1 Management Information System (MIS) Capabilities, C. b. viii is hereby
removed.

27. Section 5.5 PCP Submission File, A and B are hereby removed.

28. Section 5.8 Electronic Exchange of Enrollee-Level Information, A. ais revised.



a.

Contractor must ensure capabilities to electronically send applicable assessment data to
MDHHS for purposes of care coordination (e.g. LOCD, interRAIl, Personal Care Assessment,
etc.).

29. Section 6.2 Local Health Departments and CSHCS Coordination, A. is revised and B. is
hereby removed.

A.

Contractor must coordinate care for CSHCS Enrollees in Contractor’s Service Area. The
coordination must include the following:
a. Data sharing
Communication on development of Individual Care Plans
Reporting requirements
Quality assurance coordination
Grievance and Appeal resolution
Dispute resolution and
Health Care Transition for Enrollees initiated prior to age 14 and continuing into
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young adulthood, including transition readiness assessments and family-centered
plans.

30. Section 6.4 Collaboration with PIHPs, C is hereby removed.

31. Section 6.7 Integrated Care Team Responsibilities, A. a is revised.

a.

Ensure the Individualized Care Plan (ICP) is developed, implemented, and revised
according to the Person-Centered Planning Process as that term is defined and described
in 42 CFR 88441.301(c), 441.725(a) and 441.540(a) together with the Enrollee’s stated goals
including making whatever accommodations are appropriate for individuals whose
disabilities create obstacles to full participation with the ICT;

32. Section 6.8 HIDE SNP Care Coordinators, F. a. vi is revised.

Vi.

Be knowledgeable about risk factors and indicators of and resources to respond to and
report abuse, neglect, exploitation, and other critical incidents;

33. Section 6.12 Continuity of Care, A, d. i is hereby removed.

34. Section 7.6 Performance Measurement, A, D, and K are revised.

A.

In addition to meeting all CMS requirements on performance measurement for HIDE SNP
plans, Contractor must perform and report the quality and utilization measures identified by
CMS and MDHHS for HIDE SNP program and as articulated in this Contract and as outlined
in Appendix F.

For all standard national performance measures, Contractor must obtain an independent
validation of its findings by a recognized entity, e.g., NCQA-certified auditor, as approved by
CMS and MDHHS. MDHHS (or its designee) will perform an independent validation of at
least a sample of Contractor’s findings.



K. Contractor’s failure to consistently submit complete and accurate performance measure
data and participate in MDHHS performance measure data quality activities and reviews in
accordance with MDHHS standards may impact scoring for Quality Withholds as
referenced in Appendix G and subject Contractor to MDHHS contract remedies including
but not limited to monetary Sanctions and other Sanctions, such as corrective action.

35. Section 7.12 QI for Utilization Management Activities is renamed to 7.12 Clinical Practice
Guidelines.

36. Section 7.15 MDHHS Directed Medicaid Quality Withhold/Performance Incentive Program,
A and B are revised.

A. Insupport of MDHHS’ commitment to quality improvement, innovation, and operational
excellence of Medicaid benefits and services, MDHHS will withhold a percentage of the
Medicaid Capitation Payment from Contractor and make the return of these withheld funds
contingent upon Contractor meeting certain quality and performance metrics.

B. Beginning calendar year 2027, MDHHS will withhold 2.00% of the Capitation Payment.
MDHHS reserves the right to revise the withhold percentage ahead of each fiscal period.

37. Section 8.1 Cost Sharing for Medicaid Services is revised as follows.

Since the capitation rate paid to Contractor includes Medicaid payment of Medicare cost sharing,
Contractor will ensure the following:

A. For Medicaid services, Contractor will not charge cost sharing to Enrollees.
B. Contractor must waive Medicaid cost sharing.
C. Enrollee Contribution to Care Amounts:

a. The amount an enrollee must pay toward Medicaid Nursing Facility care is known as
the PPA, and is calculated for every individual receiving Nursing Facility Care by the
local MDHHS office, although not every eligible individual will have a PPA.

b. MDHHS will provide information to the HIDE SNP that identifies Enrollees who are
required to pay a PPA and the amount of the obligation via 834 files.

c. Medicaid Component of MDHHS Capitation Payments to the HIDE SNP for Enrollees
who are required to pay a PPA will be net of the monthly PPA.

d. Itisthe responsibility of the Nursing Facility provider to collect the PPA from
Enrollees, and the HIDE SNP must reduce reimbursements to Nursing Facility
providers equal to the PPA amount each month.

e. PPA may be prorated for stays less than a full month. Proration is based on the
facility’s Medicaid daily rate charged to the Enrollee per day until the PPAis
exhausted.

38. Section 8.2 Protecting Member from Liability for Payment, A is revised.



A. Inaccordance with 42 CFR §438.106 and 42 CFR 8§447.15, Contractor must ensure that its
Members are not held liable for payment for any services provided under this Contract other
than Member patient pay liability towards Nursing Facility Care and Part D cost sharing.

39. Section 8.3 Cost Sharing Protections, A is revised.

A. Except with regard to Part D cost sharing, Contractors will pay providers for Medicare-
covered services, the amount of cost sharing for which Michigan Medicaid is liable based
on the submission of the Medicare claim, without requiring submission of a second claim
for cost sharing.

40. Section 9.1 General Provisions, F and F.c.ii.(b) are revised.

F. Contractor must give written notice of termination of a provider irrespective of whether the
termination was for cause or without cause. See 42 CFR §8422.111(e) and 438.10(f).
Contractor must make a good faith effort to give notice of a for-cause termination of a
provider within the timeframes required. For all terminations, Contractor must meet the
following requirements:

(b) Phone call attempts must be documented in the EHR.
41. Section 9.2 Services Not Subject to Prior Approval is revised as follows.

A. Emergency Medical Conditions: Contractor will assure coverage of Emergency Medical
Conditions and Urgent Care Services. Contractor must not require prior approval for the
following services:

a. Any services for Emergency Medical Conditions as defined in 42C.F.R 8§
422.113(b)(1) and 438.114(a) (which includes emergency behavioral health care);
Urgent Care sought outside of the Service Area;

c. Urgent Care under unusual or extraordinary circumstances provided in the Service
Area when the contracted medical provider is unavailable or inaccessible;

d. Family planning services;

e. Out-of-arearenal dialysis services.

B. Communicable Disease Services; Contractor must cover or pay applicable Medicare cost
sharing for Enrollees to receive treatment services for communicable diseases from local
health departments without prior authorization: including HIV/AIDS, Sexually Transmitted
Infections (STI), tuberculosis, and vaccine-preventable communicable diseases.

C. Non-Emergent Family Planning Services: Contractor must allow Enrollees to seek family
planning services, drugs, supplies and devices without prior authorization.

42. Section 9.3 Authorization of Services, B, G.a, G.b are revised and J and K are added.

B. Contractor must ensure that a Contractor representative and a behavioral health provider
are available twenty-four (24) hours a day for timely authorization of Medically Necessary
Services, including, if necessary, the transfer of the Enrollee who presented to an
emergency department with an Emergency Medical Condition that has been Stabilized. If



G.a

G.b.

K.

Contractor waives or otherwise does not require prior authorization of such services, 24
hour coverage for authorization is not required.

. For standard authorization decisions, provide Notice as expeditiously as the Enrollee’s
health condition requires and no later than seven (7) calendar days after receipt of the
request for service, with a possible extension not to exceed fourteen (14) additional
calendar days. Such extension will only be allowed if:
For expedited service authorization decisions, where the provider indicates or Contractor
determines that following the standard timeframe in Section 37G could seriously
jeopardize the Enrollee’s life or health or ability to attain, maintain, or regain maximum
function, Contractor must make a decision and provide Notice as expeditiously as the
Enrollee’s health condition requires and no later than seventy-two (72) hours after receipt
of the request for service, with a possible extension not to exceed fourteen (14) additional
calendar days. Such extension will only be allowed if:
Contractor must report prior authorization data from the following calendar year, excluding
data on any drugs covered by the Contractor, by March 31 of each year in accordance with
42 CFR 438.210 (f). Contractor must make the following data from the previous calendar
year publicly accessible by posting them on its website:
a. Alist of allitems and services that require prior authorization;
b. The percentage of standard prior authorization requests that were approved,
aggregated for all items and services;
c. The percentage of standard prior authorization requests that were denied,
aggregated for all items and services;
d. The percentage of standard prior authorization requests that were approved after
appeal, aggregated for all items and services;
e. The percentage of prior authorization requests for which the timeframe for review
was extended, and the request was approved, aggregated for all items and services;
f. The percentage of expedited prior authorization requests that were approved,
aggregated for all items and services;
g. The percentage of expedited prior authorization requests that were denied,
aggregated for all items and services;
h. The average and median time that elapsed between the submission of a request and
a determination by the Contractor for standard prior authorizations, aggregated for
all items and services;
i. The average and median time that elapsed between the submission of a request and
a determination by the Contractor for expedited prior authorizations, aggregated for
allitems and services.
Contractor must engage in preparation activities related to APIs, so that by January 1, 2027,
requirements of the Interoperability and Prior Authorization Final Rule (CMS-0057-F) are
met.

43. Section 9.5 Emergency and Post-Stabilization Care and Coverage, E.c is revised.



C.

Record summary information about Emergency Medical Conditions and Urgent Care
services in the Enrollee EHR no more than twenty-four (24) hours after the PCP or ICT is
notified, and a full report of the services provided within two (2) business days.

44. Section 10.1 Enrollee Service Representatives (ESRs), L is revised.

L.

ESRs must have access to the Enrollee’s EHR and an electronic Provider and Pharmacy
Directory.

45. Section 10.2 Enrollee Service Telephone Responsiveness, F is revised.

F.

Contractor must ensure that if care management needs are identified for an Enrollee that
the ESR facilitating the Enrollee’s issue has access to and knows how to read and interpret
the Enrollee ICPs. Contractor must ensure that follow-up is timely and appropriate to
assure the Enrollee’s health and welfare.

46. Section 11.1 General Requirements, A, F is revised and E and | are removed.

A.

Contractor is subject to rules governing Marketing, Outreach, and Enrollee
Communications as specified under Section 1851(h) of the Social Security Act; 42 C.F.R. §
422.111, Part 422 Subpart 'V, § 423.120(b) and (c), § 423.128, Part 423 SubpartV, and §
438.10 et seq.; and the Medicare Communications and Marketing Guidelines (MCMG),
MDHHS Marketing Requirements for HIDE SNPs with the following additional requirements
or clarifications:

Contractor must receive prior approval of designated marketing and Enrollee
Communications materials in categories of materials that MDHHS requires to be
prospectively reviewed.

Contractor will submit materials as directed by CMS and MDHHS for review by the
appropriate agency via the CMS Health Plan Management System (HPMS) Marketing Review
Module.

47. Section 11.5 Requirements for the Submission, Review, and Approval of Materials, A is

revised and B and C are added.

A.

B.

Contractors must receive prior approval via HPMS of marketing and Enrollee
Communications materials as designated by MDHHS. MDHHS may conduct additional
types of review of Contractor Marketing, Outreach, and Enrollee Communications activities,
including, but not limited to:

The multi-plan submission process in HPMS is not applicable to D-SNP-only contracts. In
addition, when a third party, such as a pharmacy benefit manager (PBM), creates and
distributes enrollee-specific materials on behalf of multiple organizations, it is not
acceptable to use the material ID for another organization or a Y number for materials the
third-party provides to D-SNP enrollees in D-SNP-only contracts. The material must be
submitted in HPMS using a separate material ID number for the D-SNP-only contract and
that material ID number must be included in the material.



C. Materials that contain reference to Michigan Medicaid program benefits or any Michigan
Medicaid program must be submitted to HPMS for MDHHS review and approval prior to use.
MDHHS may request Ad Hoc reports and/or information from Contractor. Contractor must
fulfill these requests within thirty (30) calendar days of the date of the agreed upon business
requirements unless otherwise agreed upon by MDHHS and Contractor.

48. Section 11.6 Integrated Enrollee Materials, A, B, and C.i are revised.

A. Contractor must comply with integrated materials required of Applicable Integrated Plans,
in a format to be determined by MDDHS, to include:
a. Annual Notice of Change (ANOC) - Contractor must send a state-specific ANOC
cover letter to enrollees transitioning from an Integrated Care Organization or a
Coordination Only D-SNP operated by Contractor to Contractor’s HIDE SNP.
MDHHS will provide a template for the cover letter.
Member Handbook
Summary of Benefits (SOB)
Provider and Pharmacy Directory (PPD)
List of Covered Drugs (LOCD)
f. MemberID Card
B. Contractor must send a state-specific ANOC cover letter to enrollees transitioning from the
ICO to the HIDE SNP. MDHHS will provide the cover letter directly to the HIDE SNPs around
the time of release of other marketing materials.
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C. i.AMember Handbook (Evidence of Coverage), or a distinct and separate Notice on how to
access the Member Handbook online and how to request a hard copy.

49. Section 11.8 Use of the MI Coordinated Health (MICH) Program Logo is revised as follows.

A. Alluse of the MICH program logo must meet the following requirements:

a. Contractors must submit materials that contain the MICH program logo for MDHHS
review.

b. The MICH program logo will not be used to imply sponsorship or endorsement on
materials distributed by Contractor.

c. The MICH program logo will not be used in any manner that may possibly disparage,
bring into disrepute, or negatively reflect on the MICH program or in connection with
any products or services that may possibly diminish or damage the goodwill of the
MICH program or MDHHS.

Contractor may not include the MICH program logo on educational materials.
Contractor may not use the MICH program logo on business cards.

f. The MICH program logo provided by the State to Contractors cannot be altered
without the express permission of MDHHS.

g. The MICH program logo must not be used as a feature or design element, or be
incorporated into any other service mark or logo.



h. The MICH program logo must stand by itself so as to avoid unintended associations
with any other objects, including, but not limited to, text, photographs, illustrations,
borders, and edges. The width of the blank space surrounding the logo must be
equalto 1/3 of the size of the symbol that is displayed (e.g., if the symbol is 30 pixels
across, it must have 10 pixels of blank space above, below and on each side). The
logo and Contractor’s logo must retain their natural proportional size and must not
appear stretched, distorted, or pixelated. The MICH program logo must appear in
color whenever Contractor’s logo is displayed in color on the same document or
material.

i. Contractor’s downstream contractors and related entities may not use the MICH
program logo unless the document has been approved through HPMS or the State
approved process.

B. The State of Michigan, through MDHHS, retains the right to change these guidelines at any
time.

50. Section 11.10 Member Handbook Requirements, A is revised.

A. The Member Handbook must include the following items, consistent with model materials
provided by MDHHS and CMS:

51. Section 11.11 Requirements for the Provider and Pharmacy Directory, A.d is revised.

d. Contractor must ensure an up-to-date copy is available on Contractor’s website,
updated no later than 30 calendar days after Contractor receives updated provider
information, consistent with the requirements at 42 C.F.R. 8422.411(b)(3);
422.2267(e)(11); 423.128(d); 438.10(h)(3); and that the provider network information
included in a paper provider directory is updated at least monthly.

i. When there is a significant change to the network, Contractor must provide
Notice to Enrollees, as specified in Chapter 4 of the Medicare Managed Care
Manual.

ii. Consistent with Section 9.1F of this Contract and 42 C.F.R. 8422.111(e) and
422.2267(e)(12), Contractor must make a good faith effort to provide written
Notice of termination of a contracted provider or pharmacy at least thirty (30)
calendar days before the termination effective date to all Enrollees who regularly
use the provider or pharmacy’s services; irrespective of whether the termination
was for cause or without cause.

iii. If a contract termination involves a PCP, all Enrollees who are patients of that

PCP must be notified.

52. Section 12.1 General Requirements, B, E.a, E.g, F.g are revised.

B. Consistent with State policy, Contractor’s Integrated and Unified Grievance and Appeal
system and processes must be in compliance with the terms of 42 CFR §8§ 422.629 -
422.634,438.210, 438.400, and 438.402 as may be amended (the “Unified G&A



Regulations”), and MCL 500.2213, (the Unified Grievance and Appeal System”). This
includes without limitation:

E. a.Contractor must administer internal integrated appeal procedures according to the
requirements of MCL 500.2213, 42 CFR 438.400 - 438.424 (Subpart F) and 42 CFR §8
422.629-422.634.

E. g. Contractor must make a determination on standard integrated Appeals as expeditiously
as the member’s health requires, but in all cases not later than 30 calendar Days after an
Appealis received from an Enrollee and 72 hours for expedited integrated appeals
according to 42 CRF 422.633(f). Integrated appeals may be extended for a period of time
that must not exceed 14 Days if (1) the Enrollee requests the extension or (2) Contractor
shows that there is need for additional information and how the delay is in the Enrollee’s
interest. Contractor may not extend the time frame for appeal decisions other than as
described in this Section.

F. g.Contractor must allow Enrollees 65 Days from the date of the Adverse Benefit
Determination notice in which to file an integrated Appeal.

53. Section 12.3 Notice to Enrollees of Adverse Benefit Determination, A.b is revised.
A. b. For denial of payment, within the time frames specified in 42 CFR §422.631(d).
54. Section 12.4 CSHCS Appeals, Cis revised.

C. When reviewing appeals for Enrollees in CSHCS, Contractor must utilize an appropriate
subspecialist provider to review decisions to deny, suspend, terminate, or limit
subspecialist provider services.

55. Section 12.6 Integrated Grievances, A.a is revised and D is added.

a. Contractor must administer internal integrated grievance procedures according to the
requirements of MCL 500.2213, 42 CFR 438.400 - 438.424 (Subpart F) and 42 CFR
§422.630.

D. HIDE SNP Billing Issues and Complaint Resolution

a. When a complaint or billing issue is received by MDHHS, MDHHS will initiate contact
with the Contractor.

b. A beneficiary complaint is any situation in which a beneficiary or beneficiary's
representative expresses a concern about care or services provided. Types of
complaints sent from MDHHS include, but are not limited to, any access to care issue,
including vision, dental, behavioral health, routine healthcare, transportation
assistance, and/or prescriptions.

i. Within 24-48 hours of receipt of complaint, Contractor must provide MDHHS with
an update on the resolution process or a description of the issue.

c. Abillingissue is any situation in which a beneficiary has received a bill for services they
believe should have been covered by Medicaid. These issues sent from MDHHS may



include billing statements, collections notices, and/or written descriptions of the
issue.
i. Contractor must provide to MDHHS an update on the resolution process or the full
resolution within 2 weeks of receipt.
d. A provider complaintis any situation in which a provider expresses a concern about the
business operations of Contractor, not including billing issues.
i.  Contractor must provide MDHSHS with an update regarding the resolution of
provider complaints within 2 weeks of receipt. (repeat for billing but allow 30 days.)
e. Aprovider complaintis any situation in which a provider expresses a concern about the
timeliness or accuracy of payment by Contractor to the provider.

56. Section 13.1 Timely Provider Payments, G is revised.

G. Contractor must ensure that the date of receipt is the date Contractor receives the claim, as
indicated by its date stamp on the claim; and that the date of payment is the date of the
check or other form of payment.

57. Section 13.5 Different Types of Provider Payments, J is added.

J.  Payment Resolution

a. Contractor must develop and maintain an effective Provider Appeal process to
promptly resolve Provider billing disputes and other issues.

b. Contractor must cooperate with Providers who have exhausted Contractor’s Appeal
process by entering into arbitration or other alternative dispute resolution
processes.

c. Arbitration and Rapid Dispute Resolution for Hospital Providers

58. Section 14.7 Payment Resolution is renamed to 14.7 Hospital Access Agreement, A, B and
C areremoved and D is revised.

D. Contractor must comply with the provisions of the Hospital Access Agreement executed by
MDHHS and the hospitals. See MSA-01-28-FinalBulletin-Payment between Noncontracting
Hospitals and Medicaid Health Plans.

59. Section 16.1 General, A is revised.

A. ACriticalIncident is any actual or alleged event or situation that creates a significant risk of
substantial or serious harm to the physical or mental health, safety, or well-being of an
Enrollee, including Provider Preventable Conditions as defined by the National Quality
Forum.

60. Section 17.2 Fraud, Waste, and Abuse Program, J.a and M.b.ii are revised.

J. a. Contractor must not knowingly have a director, officer, partner, managing employee or
person with beneficial ownership of more than 5% of the Contractor’s equity who has been
or currently debarred or suspended from participating in procurement activities under the



Federal Acquisition Regulation or from participating in non-procurement activities under
regulations issued pursuant to Executive Order No. 12549 of Feb. 18, 1986, (51 FR 6370, 3
CFR, 1986 Comp., p. 189,) or under guidelines implementing such order.

M. b.ii. Contractor must verify and monitor its Network Providers’ Medicaid enrollment by
reviewing a Weekly CHAMPS Provider Enrollment File (5938) Exchange to be provided by
MDHHS.

61. Section 18.3 Reporting Requirements, H, |, J, and K are removed.
62. Section 19.1 Encounter Data Submission, E.b.iii is added.

E. b.iii. Prescription Drug Event (PDE) for Medicare Part D covered prescriptions. MDHHS
aligns with the CMS PDE outbound file layout effective 1/1/2025.

63. Section 19.2 Encounter Data Quality Standards, M is revised.

M. Contractor must submit pharmacy Claims data, including required data elements and
modifiers, in accordance with MDHHS Pharmacy 340B policy and claim submission
requirements.

64. Section 20.1 General, Ais revised and G is added.

A. MDHHS will generate HIPAA-compliant 834 files that will be sent to Contractor prior to
month's end identifying expected enrollment for the following service month.

G. The contractor will receive direct capitation from the State Medicaid Agency to cover
Medicaid benefits.

65. Exhibit 4.1 - Summary of Medicaid Rate Cell Categories, Tier 2 is revised.

Enrollees who on the first day of the month, (1) meet the Nursing Facility level of
care as determined by the Michigan Nursing Facility Level of Care Determination
(LOCD) tool, (2) live in any setting other than that referenced in Tier 1, and (3)
Tier 2 are enrolled in the MICH HCBS waiver.

Rates may vary by age.

Rates will vary for the four contracting regions

66. Section 33.1 Personnel, the following paragraph is removed.

Contractor must not include persons who are currently suspended or terminated from the
Medicaid program in its Provider Network or in the conduct of the Contractor's affairs. Contractor
must not employ, or hold any contracts or arrangements with, any individuals who have been
suspended, debarred, or otherwise excluded under the Federal Acquisition Regulation as
described in 42 CFR 438.610. This prohibition includes managing employees, all individuals
responsible for the conduct of the Contractor’s affairs, or theirimmediate families, or any legal
entity in which they or their families have a financial interest of 5% or more of the equity of the
entity.



67. Section 33.3 Governing Body, G is revised.

G. Enrollee Advisory Committee
Pursuant to 42 CFR 8422.107(f), Contractor is required to establish an Enrollee Advisory
Committee, and must have written policies and procedures for the Enrollee Advisory
Committee detailing at a minimum, the following:

How council members are chosen

Duties of the council members

The length of term for council members

Filling of vacancies

I

How often the council reports to the governing body and how minutes or other reports

will be shared with MDHHS

6. How the councilis involved in developing, prioritizing and evaluating policy and care
strategies that promote the reduction of health disparities and advancement of health
equity

7. How the councilis involved in providing input on culturally appropriate service or

program design.

68. Section 36.1 Payment Terms, E.1 is revised.

1. Performance Bonus (Quality Withhold)
In support of MDHHS’ commitment to quality improvement, innovation, and operational
excellence, MDHHS will withhold a percentage of the Capitation Payment from Contractor
and make the return of these withheld funds contingent upon Contractor meeting certain
quality and performance metrics.
Beginning calendar year 2027, MDHHS will withhold 2.00% of the Capitation Payment.
MDHHS reserves the right to revise the withhold percentage ahead of each fiscal period.
Withheld funds will be used for the Contractor performance bonus awards. Awards will be
made to Contractor according to criteria established by MDHHS (see HIDE SNP Quality
Withhold Technical Notes) and in compliance with 42 CFR 438.6(b). Contractor’s
performance will be measured during the rating period in which the withhold arrangement is
applied.

69. Appendix A - Definitions is revised.

Critical Incident - Any actual or alleged event or situation that creates a significant risk of
substantial or serious harm to the physical or mental health, safety, or well-being of an Enrollee,
including Adverse Events and Provider Preventable Conditions as defined by the National Quality
Forum.

Ombudsman - The entity designated by the State, and independent of the MDHHS, that advocates
and investigates on behalf of Enrollees to safeguard due process and to serve as an early and



consistent means of identifying systematic problems with the MICH program as provided for in
State administrative rules and in accordance with the Older Americans Act of 1965.

Prevalent Languages - Specific Non-English Language that is spoken as the primary language by
more than 5% of the Contractor’s Enrollees.

Provider Preventable Condition - A hospital acquired condition or a condition occurring in any
health care setting that has been found by the State, based upon a review of medical literature by
qualified professionals, to be reasonably preventable through the application of procedures
supported by evidence-based guidelines, has a negative consequence for the Enrollee, and is
auditable. Provider preventable conditions include serious reportable events.

Self-Determination — An option that allows an Enrollee to direct and control personal care services
and certain HCSB waiver services by identifying, accessing, and managing supports and services in
accordance with their needs and personal preferences. Arrangements that support Self-
Determination means that the Enrollee has the authority to exercise decision making over LTSS and
accepts the responsibility for taking a direct role in managing them. Arrangements that support
Self-Determination are an alternative to provider management of services wherein a service
provider has the responsibility for managing all aspects of service delivery in accordance with the
service plan developed through the Person-Centered Planning Process. Self-Determination
promotes personal choice and control over the delivery of LTSS, including who provides services,
how they are delivered, and hiring and firing personal attendants and/or home care workers. This
option may also be referred to as self-direction.

Third Party Marketing Organization (TPMO) - As defined in 42 CFR 82260 as it may be amended
from time to time.

70. Appendix F - Quality Measures is revised as follows.

Quality Measures Frequency :‘oef;glt_:::;ec“y
HEDIS + HOS Annually Yes

Adult CAHPS Annually Yes

Core Set of Adult Health Care Quality Measures for Medicaid Annually Yes

(Adult Core Set)

Lifetime Hepatitis C Screening Annually Yes

Hepatitis C Treatment Annually Yes

Care Coordination




Core 3.2 Members with an Individualized Care Plan completed

within 90 days of enrollment Quarterly ves
I\/!embers with first follow-up visit within 30 days of hospital Annually Yes
discharge
MLTSS-5: Screening, Risk Assessment, and Plan of Care to
Annually Yes
Prevent Future Falls
Utilization
Ambulatory care-sensitive condition hospital admission Annually Yes
Dental
Annual Dental Visit Annually Yes
Diagnostic Dental Services Annually No
Preventive Dental Services Annually No
Restorative Services Annually No
Rebalancing + LTSS
MLTSS-6: Long-Term Services and Supports Admission to a
- . Annually Yes
Facility from the Community
MLTSS-7: Long-Term Services and Supports Minimizing Length Annually Yes
of Stay
MLTSS-8: Long-Term Services and Supports Successful
.. L Annually Yes
Transition after Long-Term Facility Stay
Nur'sm'g faC|l|ty residents experiencing one or more falls with a Quarterly NG
major injury.
Organizational Structure and Staffing
Care Coordinator Caseload Limit Monthly Yes
Care Coordinator Turnover Annually Yes
Care Coordinator training for supporting self-direction Annually Yes

71. Appendix G - Quality Withhold Measures is revised as follows.




Quality Withhold Measures CY 2026 |CY 2027
Members with an Individualized Care Plan completed within 90 days X X
of enrollment

Members with documented discussions of care goals X X
Annual Dental Visit X X
Encounter Timeliness and Completeness X X

72. Appendix M - Medicaid Covered Services, the following language is added.

This table is current as of the date of the Contract. Contractor should routinely check
https://www.medicaid.gov/medicaid/benefits/mandatory-optional-medicaid-benefits for updates
to mandatory benefits.

1915c Waiver Home and Community-Based Services
e Adaptive Medical Equipment and Supplies
* Adult Day Program
e Assistive Technology
* Chore Services
* Environmental Modifications
e Expanded Community Living Supports
* Fiscal Intermediary
* Home Delivered Meals
* Individual Directed Goods and Services
* Non-Medical Transportation
* Personal Emergency Response System
* Preventive Nursing Services
*  Private Duty Nursing
* Respite
* \Vehicle Modifications

47.
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STANDARD CONTRACT TERMS

This STANDARD CONTRACT (“Contract”) is agreed to between the State of Michigan (the
“State”) and HAP CareSource (“Contractor”), a Michigan Domestic Nonprofit Corporation.
This Contract is effective on January 1, 2025 (“Effective Date”), and unless terminated, will
expire on December 31, 2033 (the “Term”). January 1, 2025 through December 31, 2025 is
the implementation and transition period and no payment will be made to the Contractor
during this time. The Contractor must begin providing all services without interruption on
January 1, 2026.

This Contract may be renewed for up to three additional one-year period(s). Renewal is at
the sole discretion of the State and will automatically extend the Term of this Contract. The
State will document its exercise of renewal options via Contract Change Notice.

The parties agree as follows:

Duties of Contractor. Contractor must perform the services and provide the
deliverables (the “Contract Activities”) described in a Statement of Work, the initial
Statement of Work is attached as Schedule A — Statement of Work. An obligation to
provide delivery of any commodity is considered a service and is a Contract Activity.

Contractor must furnish all labor, equipment, materials, and supplies necessary for the
performance of the Contract Activities unless otherwise specified in a Statement of
Work.

Contractor must: (a) perform the Contract Activities in a timely, professional, safe, and
workmanlike manner consistent with standards in the trade, profession, or industry; (b)
meet or exceed the performance and operational standards, and specifications of the
Contract; (c) provide all Contract Activities in good quality, with no material defects; (d)
not interfere with the State’s operations; (€) obtain and maintain all necessary licenses,
permits or other authorizations necessary for the performance of the Contract; (f)
cooperate with the State, including the State’s quality assurance personnel, and any
third party to achieve the objectives of the Contract; (g) return to the State any State-
furnished equipment or other resources in the same condition as when provided when
no longer required for the Contract; (h) assign to the State any claims resulting from
state or federal antitrust violations to the extent that those violations concern materials
or services supplied by third parties toward fulfillment of the Contract; (i) comply with all
State physical and IT security policies and standards which will be made available upon
request; and (j) provide the State priority in performance of the Contract except as
mandated by federal disaster response requirements. Any breach under this paragraph
is considered a material breach.
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Contractor must also be clearly identifiable while on State property by wearing
identification issued by the State, and clearly identify themselves whenever making
contact with the State.

2. Notices. All notices and other communications required or permitted under this
Contract must be in writing and will be considered given and received: (a) when verified
by written receipt if sent by courier; (b) when actually received if sent by mail without
verification of receipt; or (c) when verified by automated receipt or electronic logs if sent
by facsimile or email.

If to State: If to Contractor:

See Contract Administrator information Sarah Musser
shown below. 3031 W. Grand Blvd, Suite 110
Detroit, Ml 48202

sarah.musser@caresource.com
888-654-2200

3. Contract Administrator. The Contract Administrator, or the individual duly authorized
for each party, is the only person authorized to modify any terms of this Contract, and
approve and execute any change under this Contract (each a “Contract
Administrator”):

State: Contractor:

Marissa Gove Sarah Musser

320 South Walnut Street 3031 W. Grand Blvd, Suite 110
Lansing, Ml 48933 Detroit, Ml 48202
Govem1@michigan.gov sarah.musser@caresource.com
517-449-8952 888-654-2200

4. Program Manager. The Program Manager for each party will monitor and coordinate the
day-to-day activities of the Contract (each a “Program Manager”):

Matthew Seager Amanda L Tuttle

400 South Pine Street 3455 Mill Run Drive

Lansing, M1 48933 Hilliard, OH 43026
seagerm@michigan.gov amanda.tuttle@caresource.com
517-643-3746 614-309-9234

5. Performance Guarantee. Contractor must at all times have financial resources
sufficient, in the opinion of the State, to ensure performance of the Contract and must
provide proof upon request. The State may require a performance bond (as specified in a
Statement of Work) if, in the opinion of the State, it will ensure performance of the
Contract.

6. Insurance Requirements. See Schedule C - Insurance Requirements.
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Reserved.
Reserved.

Relationship of the Parties. The relationship between the parties is that of independent
contractors. Contractor, its employees, and agents will not be considered employees of
the State. No partnership or joint venture relationship is created by virtue of this
Contract. Contractor, and not the State, is responsible for the payment of wages,
benefits and taxes of Contractor’s employees and any subcontractors. Prior
performance does not modify Contractor’s status as an independent contractor. Neither
party has authority to contract for nor bind the other party in any manner whatsoever.

Intellectual Property Rights. If a Statement of Work requires Contractor to create any
Contract Activities specifically for the State (hereinafter referred to as “Work Product”),
Contractor hereby acknowledges that the State is and will be the sole and exclusive
owner of all right, title, and interest in the Work Product and all associated intellectual
property rights, if any. Such Work Product are works made for hire as defined in Section
101 of the Copyright Act of 1976. To the extent any Work Product and related intellectual
property do not qualify as works made for hire under the Copyright Act, Contractor will,
and hereby does, immediately on its creation, assign, transfer and otherwise convey to
the State, irrevocably and in perpetuity, throughout the universe, all right, title and
interest in and to the Work Product, including all intellectual property rights therein.

Contract Activities including Software. If Contractor is providing Contract Activities
that require the use of Contractor Software, the following terms apply:

a. License Grant by Contractor: Contractor hereby grants to the State and intended
users a nonexclusive, royalty-free, irrevocable right and license during the Term and
such additional periods, if any, as Contractor is required to provide Contract
Activities under this Contract or any Statement of Work, to: (a) access and use the
Software, including in operation with other software, hardware, systems, networks
and services, for the State’s governmental purposes, including for processing State
Data; (b) generate, print, copy, upload, download, store and otherwise process all
GUI, audio, visual, digital and other output, displays and other content as may
result from any access to or use of the Software; (c) prepare, reproduce, print,
download and use a reasonable number of copies of the Documentation for any use
of the Software under this Contract; and (d) the State to access and use the
Software for all such non-production uses and applications as may be necessary or
useful for the effective use of the Contract Activities hereunder, including for
purposes of analysis, development, configuration, integration, testing, training,
maintenance, support and repair, which access and use will be without charge and
notincluded for any purpose in any calculation of the State’s use of the Software,
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including for purposes of assessing any Fees or other consideration payable to
Contractor or determining any excess use of the Software as described below.

. License Restrictions on the State. The State will not: (a) rent, lease, lend, sell,
sublicense, assign, distribute, publish, transfer or otherwise make the Software
available to any third party, except as expressly permitted by this Contract or in any
Statement of Work; or (b) use or authorize the use of the Software or
Documentation in any manner or for any purpose that is unlawful under applicable
law.

Use by the State. The State will pay Contractor the corresponding Fees set forth in
a Statement of Work or Pricing Schedule for all access and use of the Software as
intended for the purposes of this Contract. Such Fees will be Contractor’s sole and
exclusive remedy for use of the Software, including any excess use.

. Certification by the State to the Contractor, if applicable. To the extent that a
License granted to the State is not unlimited, Contractor may request written
certification from the State regarding use of the Software for the sole purpose of
verifying compliance with the Contract. Such written certification may occur no
more than once in any twenty four (24) month period during the Term of the
Contract. The State will to respond to any such request within 45 calendar days of
receipt. If the State’s use is greater than contracted, Contractor may invoice the
State for any unlicensed use (and related support) pursuant to the terms of this
Contract at the rates set forth in Schedule B, and the unpaid license and support
fees shall be payable in accordance with the terms of the Contract. Payment under
this provision shall be Contractor’s sole and exclusive remedy to cure these issues.

Definitions.

(1) “Documentation” means all user manuals, operating manuals, technical
manuals and any other instructions, specifications, documents or materials, in
any form or media, that describe the functionality, installation, testing,
operation, use, maintenance, support, technical or other components, features
or requirements of the Software or Contract Activities.

(2) “Hosted Services” means the hosting, management and operation of the:
Operating Environment, Software, other services (including support and
subcontracted services), and related resources for access and use by the State
as intended for the purposes of this Contract and its Authorized Users, including
any services and facilities related to disaster recovery obligations.

(3) “Operating Environment” means, collectively, the platform, environment and
conditions on, in or under which the Software is intended to be installed and
operate, as set forth in a Statement of Work, including such structural,
functional and other features, conditions and components as hardware,
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operating software, system architecture, configuration, computing hardware,
ancillary equipment, networking, software, firmware, databases, data, and
electronic systems (including database management systems).

(4) “Software” means Contractor’s software as set forth in a Statement of Work
and provided to the State pursuant to this Contract, including, but not limited to,
any third-party software or components, updates or new versions, online portals
or other web-based systems, and the Operating Environment (if Contractor
hosted).

(1) “Solution” means Contract Activities including Software and Services
singularly or in any combination thereof, as applicable, set forth in a Statement
of Work.

12. Accessibility Requirements

a. AllContract Activities created or provided by Contractor under this Contract
in a digital format (hereinafter “Digital Deliverables”), must at all times
conform to the State’s accessibility standards provided in the SOM Digital
Standards, located at https://www.michigan.gov/standards (the “Digital
Accessibility Standards”). Throughout the Term of the Contract, at no
additional costs to the State, Contractor must:

(1) comply with plans and timelines approved in writing by the
State to remediate issues and achieve conformance with the Digital
Accessibility Standards in the event of any deficiencies;

(2) promptly respond to and resolve, in a manner acceptable to
the State, any complaint the State receives regarding the accessibility of
any Digital Deliverables;

(3) ensure that no changes to any Digital Deliverables will have
any adverse effect on conformance to the Digital Accessibility
Standards; and

(4) upon the State’s written request, provide the Digital
Deliverables in one or more alternative formats and within timeframes
specified by the State.

b. State of Michigan Digital Standards Review. Prior to Digital Deliverables being
accepted, put into production, or as otherwise required by the State, the
State may conduct a review to assess their accessibility and compliance with
the State’s Digital Accessibility Standards. Contractor must assist the State
with each such review, including submitting documentation or other
information regarding accessibility and compliance with the State’s Digital
Accessibility Standards, including without limitation, a completed product
accessibility template, including any Information Technology Industry
Council Voluntary Product Accessibility Template or VPAT® and/or a
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description of the evaluation methods used to support the Digital
Accessibility Standards conformance claims, including, if applicable, any
third-party testing. Contractor must, atits sole cost and expense, remediate
allissues resulting from any such review in a manner and timeframe
approved in writing by the State, which may include providing a remediation
status report.

. Contractor must, without limiting Contractor’s obligations of indemnification
as further described in this Contract, indemnify, defend, and hold harmless
the State for any and all claims, including reasonable attorneys’ fees, costs,
and incidental expenses, which may be suffered by, accrued against,
charged to, or recoverable from the State arising out of its failure to comply
with the foregoing accessibility standards.

. Failure to comply with the requirements in this Section constitutes a material
breach of this Contract.

13. Service Level Agreement for Contract Activities including Software. To the extent
that Contract Activities includes the provision of services through the use of Software,
as set forth the Schedule A, Statement of Work, Contractor must comply with the
Service Level Agreement set forth in Schedule D of this Contract.

14.

Subcontracting. Contractor must obtain prior written approval of the State, which
consent may be given or withheld in the State’s sole discretion, not later than 90 days
before engaging any Permitted Subcontractor to provide Contract Activities to the State
under this Contract. Engagement of any subcontractor or Permitted Subcontractor by
Contractor does not relieve Contractor of its representations, warranties or obligations
under this Contract.

a. Without limiting the foregoing, Contractor will:

(1)

(3)

be responsible and liable for the acts and omissions of each such
subcontractor (including such Permitted Subcontractor and Permitted
Subcontractor's employees who, will be deemed Contractor Personnel) to the
same extent as if such acts or omissions were by Contractor or its employees;

be responsible for all fees and expenses payable to, by or on behalf of each
subcontractor and Permitted Subcontractor in connection with this Contract,
including, if applicable, withholding of income taxes, and the payment and
withholding of social security and other payroll taxes, unemployment

insurance, workers' compensation insurance payments and disability benefits;
and

notify the State of the location of the Permitted Subcontractor and indicate if it
is located within the United States.

b. Contractor, including any subcontractor (Permitted or otherwise), are expressly
prohibited from Accessing or Processing State Data outside of the United States.
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c. Definitions:

(1) “Access” means (1) the ability and means to enter a restricted or locked area,
room, or physical container containing State Data; or (2) the ability and means
to communicate with or otherwise interact with a system, to use system
resources to handle information, to gain the information or knowledge of the
information the system contains, or to control system components and
functions (including physical or technical controls, or having the ability to
modify or bypass any or all security controls).

(2) “Contractor Personnel” means all employees of Contractor, or any
subcontractors or Permitted Subcontractors involved in the performance of
Contract Activities hereunder.

(3) “Permitted Subcontractor” means any third party hired by Contractor to
perform Contract Activities for the State under this Contract or that will have
Access to or have the ability to control access to State Data or both.

(4) “Process” means to perform any operation or set of operations on any data,
information, material, work, expression or other content, including to (a)
collect, receive, input, upload, download, record, reproduce, store, organize,
combine, log, catalog, cross-reference, manage, maintain, copy, adapt, alter,
translate or make other improvements or derivative works, (b) process, retrieve,
output, consult, use, disseminate, transmit, submit, post, transfer, disclose or
otherwise provide or make available, or (c) block, erase or destroy. “Processing”
and “Processed” have correlative meanings.

15. Staffing. The State’s Contract Administrator may require Contractor to remove or
reassign personnel providing services by providing a notice to Contractor.

16. Background Checks. Pursuant to Michigan law, all agencies subject to IRS Pub. 1075
are required to ask the Michigan State Police to perform fingerprint background checks
on all employees, including Contractor and Permitted Subcontractor employees, who
may have access to any database of information maintained by the federal government
that contains confidential or personal information, including, but not limited to, federal
tax information. Further, pursuant to Michigan law, any agency described above is
prohibited from providing Contractors or Permitted Subcontractors with the result of
such background check. For more information, please see Michigan Public Act 427 of
2018. Upon request, or as may be specified in a Statement of Work, Contractor must
perform background checks on all employees and subcontractors and its employees
prior to their assignment. The scope is at the discretion of the State and documentation
must be provided as requested. Contractor is responsible for all costs associated with
the requested background checks. The State, in its sole discretion, may also perform
background checks.

17. Assignment. Contractor may not assign this Contract to any other party without the
prior approval of the State. Upon notice to Contractor, the State, in its sole discretion,
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may assign in whole or in part, its rights or responsibilities under this Contract to any
other party. If the State determines that a novation of the Contract to a third party is
necessary, Contractor will agree to the novation and provide all necessary
documentation and signatures.

Change of Control. Contractor will notify the State, within 30 days of any public
announcement or otherwise once legally permitted to do so, of a change in Contractor’s
organizational structure or ownership. For purposes of this Contract, a change in control
means any of the following: (a) a sale of more than 50% of Contractor’s stock; (b) a sale
of substantially all of Contractor’s assets; (c) a change in a majority of Contractor’s
board members; (d) consummation of a merger or consolidation of Contractor with any
other entity; (e) a change in ownership through a transaction or series of transactions; (f)
or the board (or the stockholders) approves a plan of complete liquidation. A change of
control does notinclude any consolidation or merger effected exclusively to change the
domicile of Contractor, or any transaction or series of transactions principally for bona
fide equity financing purposes.

In the event of a change of control, Contractor must require the successor to assume
this Contract and all of its obligations under this Contract.

Ordering. Contractor is not authorized to begin performance until receipt of
authorization as identified in a Statement of Work.

Acceptance. Contract Activities are subject to inspection and testing by the State within
30 calendar days of the State’s receipt of them (“State Review Period”), unless
otherwise provided in a Statement of Work. If the Contract Activities are not fully
accepted by the State, the State will notify Contractor by the end of the State Review
Period that either: (a) the Contract Activities are accepted but noted deficiencies must
be corrected; or (b) the Contract Activities are rejected. If the State finds material
deficiencies, it may: (i) reject the Contract Activities without performing any further
inspections; (ii) demand performance at no additional cost; or (iii) terminate this
Contract in accordance with Section 26, Termination for Cause.

Within 10 business days from the date of Contractor’s receipt of notification of
acceptance with deficiencies or rejection of any Contract Activities, Contractor must
cure, at no additional cost, the deficiency and deliver unequivocally acceptable
Contract Activities to the State. If acceptance with deficiencies or rejection of the
Contract Activities impacts the content or delivery of other non-completed Contract
Activities, the parties’ respective Program Managers must determine an agreed to
number of days for re-submission that minimizes the overall impact to the Contract.
However, nothing herein affects, alters, or relieves Contractor of its obligations to
correct deficiencies in accordance with the time response standards set forth in this
Contract.

If Contractor is unable or refuses to correct the deficiency within the time response
standards set forth in this Contract, the State may cancel the order in whole orin part.
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The State, or a third party identified by the State, may perform the Contract Activities and
recover the difference between the cost to cure and the Contract price plus an
additional 10% administrative fee.

Reserved.
Reserved.
Reserved.

Invoices and Payment. Invoices must conform to the requirements communicated
from time-to-time by the State. All undisputed amounts are payable within 45 days of
the State’s receipt. Contractor may only charge for Contract Activities provided as
specified in a Statement of Work. Invoices must include an itemized statement of all
charges. The State is exempt from State sales tax for direct purchases and may be
exempt from federal excise tax, if Contract Activities purchased under this Contract are
for the State’s exclusive use. Notwithstanding the foregoing, all fees are exclusive of
taxes, and Contractor is responsible for all sales, use and excise taxes, and any other
similar taxes, duties and charges of any kind imposed by any federal, state, or local
governmental entity on any amounts payable by the State under this Contract.

The State has the right to withhold payment of any disputed amounts until the parties
agree as to the validity of the disputed amount. The State will notify Contractor of any
dispute within a reasonable time. Payment by the State will not constitute a waiver of
any rights as to Contractor’s continuing obligations, including claims for deficiencies or
substandard Contract Activities. Contractor’s acceptance of final payment by the State
constitutes a waiver of all claims by Contractor against the State for payment under this
Contract, other than those claims previously filed in writing on a timely basis and still
disputed.

The State will only disburse payments under this Contract through Electronic Funds
Transfer (EFT). Contractor must register with the State at
http://www.michigan.gov/SIGMAVSS to receive electronic fund transfer payments. If
Contractor does not register, the State is not liable for failure to provide payment.
Without prejudice to any other right or remedy it may have, the State reserves the right to
set off at any time any amount then due and owing to it by Contractor against any
amount payable by the State to Contractor under this Contract.

Excluding federal government charges and terms, Contractor warrants and agrees that
each of the fees, economic or product terms or warranties granted pursuant to this
Contract are comparable to or better than the equivalent fees, economic or product
term or warranty being offered to any commercial or government customer (including
any public educational institution within the State of Michigan) of Contractor. If
Contractor enters into any arrangements with another customer of Contractor to
provide the products or services, available under this Contract, under more favorable
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prices, as the prices may be indicated on Contractor’s current U.S. and International
price list or comparable document, then this Contract will be deemed amended as of
the date of such other arrangements to incorporate those more favorable prices, and
Contractor will immediately notify the State of such fee and formally memorialize the
new pricing in a change notice.

Liquidated Damages. Liquidated damages, if applicable, will be assessed as described
in this Contract. The parties understand and agree that any liquidated damages (which
includes butis not limited to applicable credits) set forth in this Contract are reasonable
estimates of the State’s damages in accordance with applicable law. The parties
acknowledge and agree that Contractor could incur liquidated damages for more than 1
event. The assessment of liquidated damages will not constitute a waiver or release of
any other remedy the State may have under this Contract for Contractor’s breach of this
Contract, including without limitation, the State’s right to terminate this Contract for
cause under Section 27 and the State will be entitled in its discretion to recover actual
damages caused by Contractor’s failure to perform its obligations under this Contract.
However, the State will reduce such actual damages by the amounts of liquidated
damages received for the same events causing the actual damages. Amounts due the
State as liquidated damages may be set off against any fees payable to Contractor
under this Contract, or the State may bill Contractor as a separate item and Contractor
will promptly make payments on such bills.

Stop Work Order. The State may suspend any or all activities under the Contract at any
time. The State will provide Contractor a written stop work order detailing the
suspension. Contractor must comply with the stop work order upon receipt. Within 90
calendar days, or any longer period agreed to by Contractor, the State will either: (a)
issue a notice authorizing Contractor to resume work, or (b) terminate the Contract or
delivery order. The State will not pay for Contract Activities, Contractor’s lost profits, or
any additional compensation during a stop work period.

Termination for Cause. (a) The State may terminate this Contract for cause, in whole or
in part, if Contractor, as determined by the State: (i) endangers the value, integrity, or
security of any facility, data, or personnel; (ii) becomes insolvent, petitions for
bankruptcy court proceedings, or has an involuntary bankruptcy proceeding filed
against it by any creditor; (iii) engages in any conduct that may expose the State to
liability; (iv) breaches any of its material duties or obligations under this Contract; or (v)
fails to cure a breach within the time stated by the State in a notice of breach, if in its
sole discretion the State has chosen to provide a time to cure. Any reference to specific
breaches being material breaches within this Contract will not be construed to mean
that other breaches are not material.

(b) If the State terminates this Contract under this Section, the State will issue a
termination notice specifying whether Contractor must: (i) cease performance
immediately or (ii) continue to perform for a specified period. If it is later determined that
Contractor was not in breach of the Contract, the termination will be deemed to have
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been a Termination for Convenience, effective as of the same date, and the rights and
obligations of the parties will be limited to those provided in Section 28, Termination for
Convenience.

Contractor must submit all invoices for Contract Activities accepted by the State within
30 days of the date of termination. Failure to submit an invoice within that timeframe will
constitute a waiver by Contractor for any amounts due to Contactor for Contract
Activities accepted by the State under this Contract. The State will only pay for amounts
due to Contractor for Contract Activities accepted by the State on or before the date of
termination, subject to the State’s right to set off any amounts owed by the Contractor
for the State’s reasonable costs in terminating this Contract. Contractor must promptly
reimburse to the State any fees prepaid by the State prorated to the date of such
termination, including any prepaid fees. The Contractor must pay all reasonable costs
incurred by the State in terminating this Contract for cause, including administrative
costs, attorneys’ fees, court costs, transition costs, and any costs the State incurs to
procure the Contract Activities from other sources.

Termination for Convenience. The State may immediately terminate this Contractin
whole or in part without penalty and for any reason or no reason, including but not
limited to, appropriation or budget shortfalls. The termination notice will specify
whether Contractor must: (a) cease performance of the Contract Activities immediately
or (b) continue to perform the Contract Activities in accordance with Section 29,
Transition Responsibilities. Contractor must submit all invoices for Contract Activities
accepted by the State within 30 days of the date of termination. Failure to submit an
invoice within that timeframe will constitute a waiver by Contractor for any amounts due
Contractor for Contract Activities accepted by the State under this Contract. If the State
terminates this Contract for convenience, the State will pay all reasonable costs, as
determined by the State, for State approved Transition Responsibilities to the extent the
funds are available.

Transition Responsibilities. Upon termination or expiration of this Contract for any
reason, Contractor must, for a period of time specified by the State (not to exceed 2
years), provide all reasonable transition assistance requested by the State, to allow for
the expired or terminated portion of the Contract Activities to continue without
interruption or adverse effect, and to facilitate the orderly transfer of such Contract
Activities to the State or its designees. Such transition assistance may include, butis not
limited to: (a) continuing to perform the Contract Activities at the established Contract
rates; (b) taking all reasonable and necessary measures to transition performance of the
work, including all applicable Contract Activities, training, equipment, software, leases,
reports and other documentation, to the State or the State’s designee; (c) transferring
title in and delivering to the State, at the State’s discretion, all completed or partially
completed deliverables prepared under this Contract as of the Contract termination
date; and (d) preparing an accurate accounting from which the State and Contractor
may reconcile all outstanding accounts (e) returning all state property as set forth in
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Section 30, below; and (f) surrendering or destroying all State Confidential Information
as set forth in Section 37(e), below (collectively, “Transition Responsibilities”). This
Contract will automatically be extended through the end of the transition period.

Return of State Property. Upon termination or expiration of this Contract for any
reason, Contractor must take all necessary and appropriate steps, or such other action
as the State may direct, to preserve, maintain, protect, or return to the State all
materials, data, property, and confidential information provided directly or indirectly to
the Contractor by any entity, agent, vendor, or employee of the State.

Indemnification. Contractor must defend, indemnify and hold the State, its
departments, divisions, agencies, offices, commissions, officers, and employees
harmless, without limitation, from and against any and all actions, claims, losses,
liabilities, damages, costs, attorney fees, and expenses (including those required to
establish the right to indemnification), arising out of or relating to: (a) any breach by
Contractor (or any of Contractor’s employees, agents, subcontractors, or by anyone else
for whose acts any of them may be liable) of any of the promises, agreements,
representations, warranties, or insurance requirements contained in this Contract; (b)
any infringement, misappropriation, or other violation of any intellectual property right or
other right of any third party; (c) any bodily injury, death, or damage to real or tangible
personal property occurring wholly or in part due to action or inaction by Contractor (or
any of Contractor’s employees, agents, subcontractors, or by anyone else for whose
acts any of them may be liable); and (d) any acts or omissions of Contractor (or any of
Contractor’s employees, agents, subcontractors, or by anyone else for whose acts any
of them may be liable).

The State will notify Contractor in writing if indemnification is sought; however, failure to
do so will not relieve Contractor, except to the extent that Contractor is materially
prejudiced. Contractor must, to the satisfaction of the State, demonstrate its financial
ability to carry out these obligations.

The State is entitled to: (i) regular updates on proceeding status; (ii) participate in the
defense of the proceeding; (iii) employ its own counsel; and to (iv) retain control of the
defense, at its own cost and expense, if the State deems necessary. Contractor will not,
without the State’s prior written consent (not to be unreasonably withheld), settle,
compromise, or consent to the entry of any judgment in or otherwise seek to terminate
any claim, action, or proceeding.

Any litigation activity on behalf of the State, or any of its subdivisions under this Section,
must be coordinated with the Department of Attorney General. An attorney designated
to represent the State may not do so until approved by the Michigan Attorney General
and appointed as a Special Assistant Attorney General.

The State is constitutionally prohibited from indemnifying Contractor or any third
parties.
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Infringement Remedies. If, in either party’s opinion, any piece of equipment, software,
commodity, or service supplied by Contractor or its subcontractors, or its operation, use
or reproduction, is likely to become the subject of a copyright, patent, trademark, or
trade secret infringement claim, Contractor must, at its expense: (a) procure for the
State the right to continue using the equipment, software, commodity, or service, or if
this option is not reasonably available to Contractor, (b) replace or modify the same so
that it becomes non-infringing; or (c) acceptits return by the State with appropriate
credits to the State against Contractor’s charges and reimburse the State for any losses
or costs incurred as a consequence of the State ceasing its use and returning it.

Limitation of Liability and Disclaimer of Damages. IN NO EVENT WILL THE STATE’S
AGGREGATE LIABILITY TO CONTRACTOR UNDER THIS CONTRACT, REGARDLESS OF
THE FORM OF ACTION, WHETHER IN CONTRACT, TORT, NEGLIGENCE, STRICT
LIABILITY OR BY STATUTE OR OTHERWISE, FOR ANY CLAIM RELATED TO OR ARISING
UNDER THIS CONTRACT, EXCEED THE LESSER OF: (A) ONE MILLION DOLLARS; OR
(B) THE MAXIMUM AMOUNT OF FEES PAYABLE UNDER THIS CONTRACT. The State is
not liable for consequential, incidental, indirect, or special damages, regardless of the
nature of the action.

Disclosure of Litigation, or Other Proceeding. Contractor must notify the State within
14 calendar days of receiving notice of any litigation, investigation, arbitration, or other
proceeding (collectively, “Proceeding”) involving Contractor, a subcontractor, or an
officer or director of Contractor or subcontractor, that arises during the term of the
Contract, including: (a) a criminal Proceeding; (b) a parole or probation Proceeding; (c) a
Proceeding under the Sarbanes-Oxley Act; (d) a civil Proceeding involving: (1) a claim
that might reasonably be expected to adversely affect Contractor’s viability or financial
stability; or (2) a governmental or public entity’s claim or written allegation of fraud; or
(3) any complaint filed in a legal or administrative proceeding alleging the Contractor or
its subcontractors discriminated against its employees, subcontractors, vendors, or
suppliers during the term of this Contract; or (e) a Proceeding involving any license that
Contractoris required to possess in order to perform under this Contract.

Reserved.
State Data.

a. Ownership. The State’s data (“State Data,” which will be treated by Contractor as
Confidential Information) includes: (a) the State’s data, user data, and any other data
collected, used, processed, stored, or generated as the result of the Contract
Activities; (b) all data made available to Contractor for or during the provision of the
Contract Activities, including but not limited to all text, sound, video, image files, or
software; and (c) personally identifiable information (“PIl*) collected, used,
processed, stored, or generated as the result of the Contract Activities, including,
without limitation, any information that identifies an individual, such as an
individual’s social security number or other government-issued identification
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number, date of birth, address, telephone number, biometric data, mother’s maiden
name, email address, credit card information, or an individual’s name in
combination with any other of the elements here listed; and, (c) protected health
information (“PHI”) collected, used, processed, stored, or generated as the result of
the Contract Activities, which is defined under the Health Insurance Portability and
Accountability Act (HIPAA) and its related rules and regulations. State Data is and
will remain the sole and exclusive property of the State and all right, title, and interest
in the same is reserved by the State.

. Contractor Use of State Data. Contractor is provided a limited license to State Data
for the sole and exclusive purpose of providing the Contract Activities, including a
license to collect, process, store, generate, and display State Data only to the extent
necessary in the provision of the Contract Activities. Contractor must: (a) keep and
maintain State Data in strict confidence, using such degree of care as is appropriate
and consistent with its obligations as further described in this Contract and
applicable law to avoid unauthorized access, use, disclosure, or loss; (b) use and
disclose State Data solely and exclusively for the purpose of providing the Contract
Activities, such use and disclosure being in accordance with this Contract, any
applicable Statement of Work, and applicable law; (c) keep, maintain, Access or
Process State Data in the continental United States and (d) not use, sell, rent,
transfer, distribute, commercially exploit, or otherwise disclose or make available
State Data for Contractor’s own purposes or for the benefit of anyone other than the
State without the State’s prior written consent. Contractor's misuse of State Data
may violate state or federal laws, including but not limited to MCL 752.795.

Extraction of State Data. Contractor must, within 5 business days of the State’s
request, provide the State, without charge and without any conditions or
contingencies whatsoever (including but not limited to the payment of any fees due
to Contractor), an extract of the State Data in the format specified by the State.

. Backup and Recovery of State Data. Unless otherwise specified in a Statement of
Work, Contractor is responsible for maintaining a backup of State Data and for an
orderly and timely recovery of such data. Unless otherwise described in a Statement
of Work, Contractor must maintain a contemporaneous backup of State Data that
can be recovered within 2 hours at any pointin time.

Loss or Compromise of Data. In the event of any act, error or omission, negligence,
misconduct, or breach on the part of Contractor that compromises or is suspected
to compromise the security, confidentiality, or integrity of State Data or the physical,
technical, administrative, or organizational safeguards put in place by Contractor
that relate to the protection of the security, confidentiality, or integrity of State Data,
Contractor must, as applicable: (a) notify the State as soon as practicable but no
later than 24 hours of becoming aware of such occurrence; (b) cooperate with the
State in investigating the occurrence, including making available all relevant records,
logs, files, data reporting, and other materials required to comply with applicable law
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or as otherwise required by the State; (c) in the case of Pll or PHI, at the State’s sole
election, (i) with approval and assistance from the State, notify the affected
individuals who comprise the Pll or PHI as soon as practicable but no later than is
required to comply with applicable law, or, in the absence of any legally required
notification period, within 5 calendar days of the occurrence; or (ii) reimburse the
State for any costs in notifying the affected individuals; (d) in the case of Pll, provide
third-party credit and identity monitoring services to each of the affected individuals
who comprise the Pll for the period required to comply with applicable law, or, in the
absence of any legally required monitoring services, for no less than 24 months
following the date of notification to such individuals; (e) perform or take any other
actions required to comply with applicable law as a result of the occurrence; (f) pay
for any costs associated with the occurrence, including but not limited to any costs
incurred by the State in investigating and resolving the occurrence, including
reasonable attorney’s fees associated with such investigation and resolution; (g)
without limiting Contractor’s obligations of indemnification as further described in
this Contract, indemnify, defend, and hold harmless the State for any and all claims,
including reasonable attorneys’ fees, costs, and incidental expenses, which may be
suffered by, accrued against, charged to, or recoverable from the State in connection
with the occurrence; (h) be responsible for recreating lost State Data in the manner
and on the schedule set by the State without charge to the State; and (i) provide to
the State a detailed plan within 10 calendar days of the occurrence describing the
measures Contractor will undertake to prevent a future occurrence. Notification to
affected individuals, as described above, must comply with applicable law, be
written in plain language, not be tangentially used for any solicitation purposes, and
contain, at a minimum: name and contact information of Contractor’s
representative; a description of the nature of the loss; a list of the types of data
involved; the known or approximate date of the loss; how such loss may affect the
affected individual; what steps Contractor has taken to protect the affected
individual; what steps the affected individual can take to protect himself or herself;
contact information for major credit card reporting agencies; and, information
regarding the credit and identity monitoring services to be provided by Contractor.
The State will have the option to review and approve any notification sent to affected
individuals prior to its delivery. Notification to any other party, including but not
limited to public media outlets, must be reviewed and approved by the State in
writing prior to its dissemination. The parties agree that any damages relating to a
breach of this Section 36 are to be considered direct damages and not
consequential damages.

Contractor must comply with the requirements of the Data Security Schedule, found
in Schedule E.

. Third Party Requests. Contractor will immediately notify the State upon receipt of

any third-party requests which in any way might reasonably require access to State
Data. Contractor will notify the State Program Managers or their designees by the
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fastest means available and also in writing. Contractor must provide such
notification within twenty-four (24) hours from Contractor’s receipt of the request.
Contractor will not respond to subpoenas, service of process, FOIA requests, and
other legal requests related to the State without first notifying the State. Upon
request by the State, Contractor must provide to the State, its proposed response to
the third-party request with adequate time for the State to review, and, as it deems
necessary, to revise the response, object, or take other action.

37. Non-Disclosure of Confidential Information. The parties acknowledge that each party
may be exposed to or acquire communication or data of the other party that is
confidential, privileged communication not intended to be disclosed to third parties.

a. Meaning of Confidential Information. For the purposes of this Contract, the term
“Confidential Information” means all information and documentation of a party
that: (a) has been marked “confidential” or with words of similar meaning, at the time
of disclosure by such party; (b) if disclosed orally or not marked “confidential” or with
words of similar meaning, was subsequently summarized in writing by the disclosing
party and marked “confidential” or with words of similar meaning; or, (c) should
reasonably be recognized as confidential information of the disclosing party. The
term “Confidential Information” does not include any information or documentation
that was oris: (a) subject to disclosure under the Michigan Freedom of Information
Act (FOIA); (b) already in the possession of the receiving party without an obligation
of confidentiality; (c) developed independently by the receiving party, as
demonstrated by the receiving party, without violating the disclosing party’s
proprietary rights; (d) obtained from a source other than the disclosing party without
an obligation of confidentiality; or, (e) publicly available when received, or thereafter
became publicly available (other than through any unauthorized disclosure by,
through, or on behalf of, the receiving party). For purposes of this Contract, in all
cases and for all matters, State Data is deemed to be Confidential Information.

b. Obligation of Confidentiality. The parties agree to hold all Confidential Information
in strict confidence and not to copy, reproduce, sell, transfer, or otherwise dispose
of, give or disclose such Confidential Information to third parties other than
employees, agents, or subcontractors of a party who have a need to know in
connection with this Contract or to use such Confidential Information for any
purposes whatsoever other than the performance of this Contract. The parties agree
to advise and require their respective employees, agents, and subcontractors of their
obligations to keep all Confidential Information confidential. Disclosure to a
subcontractor is permissible where: (a) use of a subcontractor is authorized under
this Contract; (b) the disclosure is necessary or otherwise naturally occurs in
connection with work that is within the subcontractor's responsibilities; and (c)
Contractor obligates the subcontractor in a written contract to maintain the State's
Confidential Information in confidence. At the State's request, any employee of
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Contractor or any subcontractor may be required to execute a separate agreement to
be bound by the provisions of this Section.

c. Cooperation to Prevent Disclosure of Confidential Information. Each party must
use its best efforts to assist the other party in identifying and preventing any
unauthorized use or disclosure of any Confidential Information. Without limiting the
foregoing, each party must advise the other party immediately in the event either
party learns or has reason to believe that any person who has had access to
Confidential Information has violated or intends to violate the terms of this Contract
and each party will cooperate with the other party in seeking injunctive or other
equitable relief against any such person.

d. Remedies for Breach of Obligation of Confidentiality. Each party acknowledges
that breach of its obligation of confidentiality may give rise to irreparable injury to the
other party, which damage may be inadequately compensable in the form of
monetary damages. Accordingly, a party may seek and obtain injunctive relief
against the breach or threatened breach of the foregoing undertakings, in addition to
any other legal remedies which may be available, to include, in the case of the State,
at the sole election of the State, the immediate termination, without liability to the
State, of this Contract or any Statement of Work corresponding to the breach or
threatened breach.

e. Surrender of Confidential Information upon Termination. Upon termination of this
Contract or a Statement of Work, in whole or in part, each party must, within 5
calendar days from the date of termination, return to the other party any and all
Confidential Information received from the other party, or created or received by a
party on behalf of the other party, which are in such party’s possession, custody, or
control. Upon confirmation from the State, of receipt of all data, Contractor must
permanently sanitize or destroy the State’s Confidential Information, including State
Data, from all media including backups using National Security Agency (“NSA”)
and/or National Institute of Standards and Technology (“NIST”) (NIST Guide for Media
Sanitization 800-88) data sanitization methods or as otherwise instructed by the
State. If the State determines that the return of any Confidential Information is not
feasible or necessary, Contractor must destroy the Confidential Information as
specified above. The Contractor must certify the destruction of Confidential
Information (including State Data) in writing within 5 Business Days from the date of
confirmation from the State. However, the State’s legal ability to destroy Contractor
data may be restricted by its retention and disposal schedule, in which case
Contractor’s Confidential Information will be destroyed after the retention period
expires.

38. Data Privacy and Information Security.

a. Undertaking by Contractor. Without limiting Contractor’s obligation of
confidentiality as further described, Contractor is responsible for establishing and
maintaining a data privacy and information security program, including physical,
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technical, administrative, and organizational safeguards, that is designed to: (a)
ensure the security and confidentiality of the State Data; (b) protect against any
anticipated threats or hazards to the security or integrity of the State Data; (c) protect
against unauthorized disclosure, access to, or use of the State Data; (d) ensure the
proper disposal of State Data; and (e) ensure that all employees, agents, and
subcontractors of Contractor, if any, comply with all of the foregoing. In no case will
the safeguards of Contractor’s data privacy and information security program be less
stringent than the safeguards used by the State, and Contractor must at all times
comply with all applicable State IT policies and standards, which are available to
Contractor upon request.

b. Audit by Contractor. No less than annually, Contractor must conduct a
comprehensive independent third-party audit of its data privacy and information
security program and provide such audit findings to the State.

c. Right of Audit by the State. Without limiting any other audit rights of the State, the
State has the right to review Contractor’s data privacy and information security
program prior to the commencement of Contract Activities and from time to time
during the term of this Contract. During the providing of the Contract Activities, on an
ongoing basis from time to time and without notice, the State, at its own expense, is
entitled to perform, or to have performed, an on-site audit of Contractor’s data
privacy and information security program. In lieu of an on-site audit, upon request by
the State, Contractor agrees to complete, within 45 calendar days of receipt, an
audit questionnaire provided by the State regarding Contractor’s data privacy and
information security program.

d. Audit Findings. Contractor must implement any required safeguards as identified by
the State or by any audit of Contractor’s data privacy and information security
program.

e. State’s Right to Termination for Deficiencies. The State reserves the right, at its
sole election, to immediately terminate this Contract or a Statement of Work without
limitation and without liability if the State determines that Contractor fails or has
failed to meet its obligations under this Section.

39. Records Maintenance, Inspection, Examination, and Audit. Pursuant to MCL
18.1470, the State or its designee may audit Contractor to verify compliance with this
Contract. Contractor must retain and provide to the State or its designee and the auditor
general upon request, all records related to the Contract through the term of the
Contract and for 4 years after the latter of termination, expiration, or final payment under
this Contract or any extension (“Audit Period”). If an audit, litigation, or other action
involving the records is initiated before the end of the Audit Period, Contractor must
retain the records until all issues are resolved.

Within 10 calendar days of providing notice, the State and its authorized representatives
or designees have the right to enter and inspect Contractor's premises or any other
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places where Contract Activities are being performed, and examine, copy, and audit all
records related to this Contract. Contractor must cooperate and provide reasonable
assistance. If financial errors are revealed, the amount in error must be reflected as a
credit or debit on subsequent invoices until the amount is paid or refunded. Any
remaining balance at the end of the Contract must be paid or refunded within 45
calendar days.

This Section applies to Contractor, any parent, affiliate, or subsidiary organization of
Contractor, and any subcontractor that performs Contract Activities in connection with
this Contract.

Representations and Warranties. Contractor represents and warrants: (a) Contractor
is the owner or licensee of any Contract Activities that it licenses, sells, or develops and
Contractor has the rights necessary to convey title, ownership rights, or licensed use; (b)
all Contract Activities are delivered free from any security interest, lien, or encumbrance
and will continue in that respect; (c) the Contract Activities will not infringe the patent,
trademark, copyright, trade secret, or other proprietary rights of any third party; (d)
Contractor must assign or otherwise transfer to the State or its designee any
manufacturer's warranty for the Contract Activities; (e) the Contract Activities are
merchantable and fit for the specific purposes identified in the Contract; (f) the Contract
signatory has the authority to enter into this Contract; (g) all information furnished by
Contractor in connection with the Contract fairly and accurately represents Contractor's
business, properties, finances, and operations as of the dates covered by the
information, and Contractor will inform the State of any material adverse changes;(h) all
information furnished and representations made in connection with the award of this
Contract is true, accurate, and complete, and contains no false statements or omits any
fact that would make the information misleading; and that (i) Contractor is neither
currently engaged in nor will engage in the boycott of a person based in or doing
business with a strategic partner as described in 22 USC 8601 to 8606; (j) that all
Contract Activities, including Software, as provided by Contractor do not and will not at
any time during the Term contain any Harmful Code or any third party or open source
components unless approved in advance by the State; and (k) that Contractor will not,
and will not permit, any advertising through any Hosted Services. A breach of this
Section is considered a material breach of this Contract, which entitles the State to
terminate this Contract under Section 27, Termination for Cause.

a. Definitions.

(1) “Harmful Code” means any software, hardware or other technologies, devices
or means, the purpose or effect of which is to: (a) permit unauthorized access to,
or to destroy, disrupt, disable, encrypt, modify, copy, or otherwise harm or
impede in any manner, any (i) computer, software, firmware, data, hardware,
system or network, or (ii) any application or function of any of the foregoing or the
integrity, use or operation of any data processed thereby; or (b) prevent the State
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from accessing or using the Contract Activities as intended by this Contract, and
includes any virus, bug, trojan horse, worm, backdoor or other malicious
computer code and any time bomb or drop dead device.

Conflicts and Ethics. Contractor will uphold high ethical standards and is prohibited
from: (a) holding or acquiring an interest that would conflict with this Contract; (b) doing
anything that creates an appearance of impropriety with respect to the award or
performance of the Contract; (c) attempting to influence or appearing to influence any
State employee by the direct or indirect offer of anything of value; or (d) paying or
agreeing to pay any person, other than employees and consultants working for
Contractor, any consideration contingent upon the award of the Contract. Contractor
must immediately notify the State of any violation or potential violation of these
standards. This Section applies to Contractor, any parent, affiliate, or subsidiary
organization of Contractor, and any subcontractor that performs Contract Activities in
connection with this Contract.

Compliance with Laws. Contractor must comply with all federal, state and local laws,
rules and regulations.

Reserved.
Reserved.

Nondiscrimination. Under the Elliott-Larsen Civil Rights Act, 1976 PA 453, MCL
37.2101, et seq., the Persons with Disabilities Civil Rights Act, 1976 PA 220, MCL
37.1101, et seq., and Executive Directive 2019-09. Contractor and its subcontractors
agree not to discriminate against an employee or applicant for employment with respect
to hire, tenure, terms, conditions, or privileges of employment, or a matter directly or
indirectly related to employment, because of race, color, religion, national origin, age,
sex, height, weight, marital status, partisan considerations, any mental or physical
disability, or genetic information that is unrelated to the person’s ability to perform the
duties of a particular job or position. Breach of this covenant is a material breach of this
Contract.

Unfair Labor Practice. Under MCL 423.324, the State may void this Contract if the name
of the Contractor, or the name of a subcontractor, manufacturer, or supplier of the
Contractor, subsequently appears on the Unfair Labor Practice register compiled under
MCL 423.322.

Governing Law. This Contractis governed, construed, and enforced in accordance with
Michigan law, excluding choice-of-law principles, and all claims relating to or arising out
of this Contract are governed by Michigan law, excluding choice-of-law principles. Any
dispute arising from this Contract must be resolved in the Michigan Court of Claims.
Contractor waives any objections, such as lack of personal jurisdiction or forum non
conveniens. Contractor must appoint an agent in Michigan to receive service of process.
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Non-Exclusivity. Nothing contained in this Contractis intended nor is to be construed
as creating any requirements contract with Contractor, nor does it provide Contractor
with a right of first refusal for any future work. This Contract does not restrict the State or
its agencies from acquiring similar, equal, or like Contract Activities from other sources.

Force Majeure. Neither party will be in breach of this Contract because of any failure
arising from any disaster or acts of god that are beyond their control and without their
fault or negligence. Each party will use commercially reasonable efforts to resume
performance. Contractor will not be relieved of a breach or delay caused by its
subcontractors. If immediate performance is necessary to ensure public health and
safety, the State may immediately contract with a third party.

Dispute Resolution. The parties will endeavor to resolve any Contract dispute in
accordance with this provision. The dispute will be referred to the parties' respective
Contract Administrators or Program Managers. Such referral must include a description
of the issues and all supporting documentation. The parties must submit the dispute to
a senior executive if unable to resolve the dispute within 15 business days. The parties
will continue performing while a dispute is being resolved, unless the dispute precludes
performance. A dispute involving payment does not preclude performance.

Litigation to resolve the dispute will not be instituted until after the dispute has been
elevated to the parties’ senior executive and either concludes that resolution is unlikely
or fails to respond within 15 business days. The parties are not prohibited from
instituting formal proceedings: (a) to avoid the expiration of statute of limitations period;
(b) to preserve a superior position with respect to creditors; or (c) where a party makes a
determination that a temporary restraining order or other injunctive relief is the only
adequate remedy. This Section does not limit the State’s right to terminate the Contract.

Media Releases. News releases (including promotional literature and commercial
advertisements) pertaining to the Contract or project to which it relates must not be
made without the prior written approval of the State, and then only in accordance with
the explicit written instructions of the State.

Schedules. All Schedules and Exhibits that are referenced herein and attached hereto
are hereby incorporated by reference. The following Schedules are attached hereto and
incorporated herein:

Schedule A Statement of Work

Schedule B Pricing

Schedule C Insurance Requirements

Schedule D Service Level Agreement for Hybrid Purchases
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Schedule E Data Security Requirements for Hybrid
Purchases
Schedule F HIPAA Business Associate Agreement
53. Entire Agreement and Order of Precedence. This Contract, which includes Statement

54.

55.
56.

57.

of Work, and schedules and exhibits, is the entire agreement of the parties related to the
Contract Activities. This Contract supersedes and replaces all previous understandings
and agreements between the parties for the Contract Activities. If there is a conflict
between documents, the order of precedence is: (a) first, this Contract, excluding its
schedules, exhibits, and Statement of Work; (b) second, Schedule E — Data Security
Requirements for Hybrid Purchases, if applicable; (c) third, Schedule A, the applicable
Statement of Work; and (d) fourth, schedules expressly incorporated into this Contract
as of the Effective Date. NO TERMS ON CONTRACTOR’S INVOICES, ORDERING
DOCUMENTS, WEBSITE, BROWSE-WRAP, SHRINK-WRAP, CLICK-WRAP, CLICK-
THROUGH OR OTHER NON-NEGOTIATED TERMS AND CONDITIONS PROVIDED WITH
ANY OF THE CONTRACT ACTIVITIES, OR DOCUMENTATION HEREUNDER, EVEN IF
ATTACHED TO THE STATE’S DELIVERY OR PURCHASE ORDER, WILL CONSTITUTE A PART
OR AMENDMENT OF THIS CONTRACT OR IS BINDING ON THE STATE OR ANY
AUTHORIZED USER FOR ANY PURPOSE. ALL SUCH OTHER TERMS AND CONDITIONS
HAVE NO FORCE AND EFFECT AND ARE DEEMED REJECTED BY THE STATE AND THE
AUTHORIZED USER, EVEN IF ACCESS TO OR USE OF THE CONTRACT ACTIVITIES
REQUIRES AFFIRMATIVE ACCEPTANCE OF SUCH TERMS AND CONDITIONS.
CONTRACTOR MAY NOT INHIBIT USE BY THE STATE’S INTENDED USERS IN A MANNER
THAT PREVENTS PERFORMANCE OF THE CONTRACT ACTIVITIES.

Severability. If any part of this Contract is held invalid or unenforceable, by any court of
competent jurisdiction, that part will be deemed deleted from this Contract and the
severed part will be replaced by agreed upon language that achieves the same or similar
objectives. The remaining Contract will continue in full force and effect.

Waiver. Failure to enforce any provision of this Contract will not constitute a waiver.

Survival. Any right, obligation or condition that, by its express terms or nature and
context is intended to survive, will survive the termination or expiration of this Contract;
such rights, obligations, or conditions include, but are not limited to, those related to
transition responsibilities; indemnification; disclaimer of damages and limitations of
liability; State Data; non-disclosure of Confidential Information; representations and
warranties; insurance and bankruptcy.

Contract Modification. This Contract may not be amended except by signed agreement
between the parties (a “Contract Change Notice”). Notwithstanding the foregoing, no
subsequent Statement of Work or Contract Change Notice executed after the Effective
Date will be construed to amend this Contract unless it specifically states its intent to
do so and cites the section or sections amended.
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FEDERAL PROVISIONS ADDENDUM

This addendum applies to purchases that will be paid for in whole or in part with funds
obtained from the federal government. The provisions below are required, and the language
is not negotiable. Contractor agrees to comply with all obligations under federal rules or
regulations for such funding, including but not limited to the provisions contained in this
addendum. If any provision below conflicts with the State’s terms and conditions,
including any attachments, schedules, or exhibits to this Contract, the provisions below
take priority to the extent a provision is required by federal law; otherwise, the order of
precedence set forth in the Contract applies. Further, Contractor agrees to, through a
Contract Change Notice, append or modify specific federal provisions to this Contract, if
reasonably necessary to keep the State and Contractor in compliance with federal funding
requirements, and comply with the terms set forth therein. Hyperlinks are provided for
convenience only; broken hyperlinks will not relieve Contractor from compliance with the
law.

A. Equal Employment Opportunity

This Contract is not a “federally assisted construction contract” as defined in 41 CFR
Part 60-1.3.

B. Davis-Bacon Act (Prevailing Wage)

This Contract is not a “federally assisted construction contract” as defined in 41 CFR
Part 60-1.3, nor is it a prime construction contract in excess of $2,000.

C. Copeland “Anti-Kickback” Act

This Contract is not a “federally assisted construction contract” as defined in 41 CFR
Part 60-1.3, nor is it a prime construction contract in excess of $2,000 where the Davis-
Bacon Act applies.

D. Contract Work Hours and Safety Standards Act
The Contract does not involve the employment of mechanics or laborers.
E. Rights to Inventions Made Under a Contract or Agreement

If this Contractis funded by a federal “funding agreement” as defined under 37 CFR
8401.2 (a) and the recipient or subrecipient wishes to enter into a contract with a small
business firm or nonprofit organization regarding the substitution of parties, assignment
or performance of experimental, developmental, or research work under that “funding
agreement,” the recipient or subrecipient must comply with 37 CFR Part 401, “Rights to
Inventions Made by Nonprofit Organizations and Small Business Firms Under
Government Grants, Contracts and Cooperative Agreements,” and any implementing
regulations issued by the awarding agency.


https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title41-vol1/pdf/CFR-2019-title41-vol1-part60.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title37-vol1/pdf/CFR-2019-title37-vol1-sec401-2.pdf
https://www.govinfo.gov/content/pkg/CFR-2019-title37-vol1/pdf/CFR-2019-title37-vol1-sec401-2.pdf
https://www.govinfo.gov/app/details/CFR-2019-title37-vol1/CFR-2019-title37-vol1-part401
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F. Clean Air Act and the Federal Water Pollution Control Act

If this Contract is in excess of $150,000, the Contractor must comply with all applicable
standards, orders, and regulations issued under the Clean Air Act (42 USC 7401-7671q)
and the Federal Water Pollution Control Act (33 USC 1251-1387), and during
performance of this Contract the Contractor agrees as follows:

(1) Clean Air Act

(i) The Contractor agrees to comply with allapplicable standards, orders or
regulationsissued pursuant to the Clean Air Act, as amended, 42 U.S.C. §
7401 et seq.

(i) The Contractor agrees to report each violation to the State and
understands and agrees that the State will, in turn, report each violation
as required to assure notification to the Federal Emergency Management
Agency or the applicable federal awarding agency, and the appropriate
Environmental Protection Agency Regional Office.

(iii) The Contractor agrees to include these requirements in each subcontract
exceeding $150,000 financed in whole or in part with Federal assistance
provided by FEMA or the applicable federal awarding agency.

(2) Federal Water Pollution Control Act

(i) The Contractor agrees to comply with all applicablestandards, orders, or
regulations issued pursuant to the Federal Water Pollution Control Act, as
amended, 33 U.S.C. 1251 et seq.

(i) The Contractor agrees to report each violation to the State and
understands and agrees that the State will, in turn, report each violation
as required to assure notification to the Federal Emergency Management
Agency or the applicable federal awarding agency, and the appropriate
Environmental Protection Agency Regional Office.

(iii) The Contractor agrees to include these requirements in each subcontract
exceeding $150,000 financed in whole or in part with Federal assistance
provided by FEMA or the applicable federal awarding agency.

G. Debarment and Suspension

A “contract award” (see 2 CFR 180.220) must not be made to parties listed on the
government-wide exclusions in the System for Award Management (SAM), in
accordance with the OMB guidelines at 2 CFR 180 that implement Executive Orders
12549 (51 FR 6370; February 21, 1986) and 12689 (54 FR 34131; August 18, 1989),
“Debarment and Suspension.” SAM Exclusions contains the names of parties debarred,
suspended, or otherwise excluded by agencies, as well as parties declared ineligible
under statutory or regulatory authority other than Executive Order 12549.

(1) This Contractis a covered transaction for purposes of 2 C.F.R. Part 180 and 2 C.F.R.
Part 3000. As such, the Contractor is required to verify that none of the Contractor’s


https://www.govinfo.gov/app/details/USCODE-2018-title42/USCODE-2018-title42-chap85
https://www.govinfo.gov/app/details/USCODE-2018-title33/USCODE-2018-title33-chap26
https://www.govinfo.gov/app/details/CFR-2019-title2-vol1/CFR-2019-title2-vol1-sec180-220
https://sam.gov/SAM/pages/public/index.jsf
https://www.govinfo.gov/app/details/CFR-2019-title2-vol1/CFR-2019-title2-vol1-part180
https://www.archives.gov/federal-register/codification/executive-order/12549.html
https://www.archives.gov/federal-register/codification/executive-order/12549.html
https://www.govinfo.gov/content/pkg/FR-1986-02-21/pdf/FR-1986-02-21.pdf
https://www.govinfo.gov/content/pkg/FR-1989-08-18/pdf/FR-1989-08-18.pdf
https://www.archives.gov/federal-register/codification/executive-order/12549.html
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principals (defined at 2 C.F.R. § 180.995) or its affiliates (definedat2 C.F.R. §
180.905) are excluded (defined at 2 C.F.R. § 180.940) or disqualified (defined at 2
C.F.R.8180.935).

(2) The Contractor must comply with 2 C.F.R. Part 180, subpart C and 2 C.F.R. Part
3000, subpart C, and must include a requirement to comply with these regulations
in any lower tier covered transaction it entersinto.

(3) This certificationis a material representation of factrelied upon by the State. Ifitis
later determined that the contractor did not comply with 2 C.F.R. Part. 180, subpart
Cand 2 C.F.R. Part. 3000, subpart C, in addition to remedies available to the State,
the Federal Government may pursue available remedies, including but not limited to
suspension and/or debarment.

(4) The bidder or proposer agrees to comply with the requirements of 2 C.F.R. Part 180,
subpart C and 2 C.F.R. Part 3000, subpart C while this offer is valid and throughout
the period of any contract that may arise from this offer. The bidder or proposer
further agrees to include a provision requiring such compliance in its lower tier
coveredtransactions.

. Byrd Anti-Lobbying Amendment, 31 U.S.C. § 1352 (as amended)

Contractor has applied or bid for an award of more than $100,000 and shall file the
required certification in Exhibit 1 — Byrd Anti-Lobbying Certification attached to the end
of this Addendum. Each tier certifies to the tier above that it will not and has not used
federally appropriated funds to pay any person or organization for influencing or
attempting to influence an officer or employee of any agency, a Member of Congress,
officer or employee of Congress, or an employee of a Member of Congress in connection
with obtaining any federal contract, grant, or any other award covered by 31 U.S.C. §
1352. Each tier shall also disclose any lobbying with non-federal funds that takes place
in connection with obtaining any federal award. Such disclosures are forwarded from
tier to tier up to the recipient who in turn will forward the certification(s) to the federal
awarding agency.

Procurement of Recovered Materials

If this Contractis a procurement to purchase products or items designated by the EPA
under 40 C.F.R. part 247 during the course of a fiscal year, then under 2 CFR 200.323,
Contractors must comply with section 6002 of the Solid Waste Disposal Act, as
amended by the Resource Conservation and Recovery Act.

(1) Inthe performance of this contract, the Contractor shall make maximum use of
products containing recovered materials that are EPA-designated items unless the
product cannot be acquired:

(i) Competitively within a timeframe providing for compliance with the contract
performance schedule;


https://www.ecfr.gov/current/title-40/chapter-I/subchapter-I/part-247
https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200/subpart-D/subject-group-ECFR45ddd4419ad436d/section-200.323
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(ii) Meeting contract performance requirements; or
(iii) At a reasonable price.

(2) Information about this requirement, along with the list of EPA- designated items, is
available at EPA’s Comprehensive Procurement Guidelines web site,
https://www.epa.gov/smm/comprehensive- procurement-guideline-cpg-program.

(3) The Contractor also agrees to comply with all other applicable requirements of
Section 6002 of the Solid Waste DisposalAct.

J. Prohibition on Contracting for Covered Telecommunications Equipment or Services

58. Contractor acknowledges and agrees that Section 889(b) of the John S. McCain
National Defense Authorization Act for Fiscal Year 2019, Pub. L. No. 115-232 (the
“McCain Act”), and 2 C.F.R. 8200.216, prohibit the obligation or expending of federal
award funds on certain telecommunication products or with certain entities for
national security reasons on or after August 13, 2020.

During performance of this Contract, the Contractor agrees as follows:

(a) Definitions. As used in this Section J. Prohibition on Contracting for Covered
Telecommunications Equipment or Services (“Section J”):

(1) the terms “backhaul,” “critical technology,” “interconnection
arrangements,” “reasonable inquiry,” “roaming,” and “substantial or
essential component” have the meanings defined in 48 CFR § 4.2101;

(2) the term “covered foreign country” has the meanings defined in 8 889(f)(2) of
the McCain Act; and

(3) the term “covered telecommunications equipment or services” has the
meaning defined in § 889(f)(3) of the McCain Act.

(b) Prohibitions.

(1) Unless an exception in paragraph (c) of this Section J applies, neither the
Contractor nor any of its subcontractors may use funds received under this
Contract to:

(i) Procure or obtain any equipment, system, or service that uses
covered telecommunications equipment or services as a
substantial or essential component of any system, or as critical
technology of any system;

(ii) Enterinto, extend, or renew a contract to procure or obtain any
equipment, system, or service that uses covered
telecommunications equipment or services as a substantial or
essential component of any system, or as critical technology of any
system;


https://www.epa.gov/smm/comprehensive-procurement-guideline-cpg-program
https://www.epa.gov/smm/comprehensive-procurement-guideline-cpg-program
https://www.epa.gov/smm/comprehensive-procurement-guideline-cpg-program
https://www.congress.gov/115/plaws/publ232/PLAW-115publ232.pdf
https://www.congress.gov/115/plaws/publ232/PLAW-115publ232.pdf
https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200/subpart-C/section-200.216
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(iii) Enter into, extend, or renew a contract with an entity that uses any

covered telecommunications equipment or services as a
substantial or essential component of any system, or as critical
technology as part of any system; or

(iv) Provide, as part of its performance of this contract, subcontract, or

other contractual instrument, any equipment, system, or service
that uses covered telecommunications equipment or services as a
substantial or essential component of any system, or as critical
technology as part of any system.

(1) This Section J does not prohibit Contractor from providing—

(i) A service that connects to the facilities of a third-party, such as

backhaul, roaming, or interconnection arrangements; or

(ii) Telecommunications equipment that cannot route or redirect user

data traffic or permit visibility into any user data or packets that
such equipment transmits or otherwise handles.

(d) Reporting requirement.

(1) Inthe event the Contractor identifies covered telecommunications
equipment or services used as a substantial or essential component of any
system, or as critical technology as part of any system, during contract
performance, or the contractor is notified of such by a subcontractor at any
tier or by any other source, the Contractor shall report the information in
paragraph (d)(2) of this Section J to the recipient or subrecipient, unless
elsewhere in this contract are established procedures for reporting the
information.

(2) The Contractor shall report the following information pursuant to paragraph
(d)(1) of this Section J:

(i) Within one business day from the date of such identification or

notification: The contract number; the order number(s), if
applicable; supplier name; supplier unique entity identifier (if
known); supplier Commercial and Government Entity (CAGE) code
(if known); brand; model number (original equipment manufacturer
number, manufacturer part number, or wholesaler number); item
description; and any readily available information about mitigation
actions undertaken or recommended.

(i) Within 10 business days of submitting the information in paragraph

(d)(2)(i) of this Section J: Any further available information about
mitigation actions undertaken or recommended. In addition, the
contractor shall describe the efforts it undertook to prevent use or
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submission of covered telecommunications equipment or services,
and any additional efforts that will be incorporated to prevent future
use or submission of covered telecommunications equipment or
services.
(e) Subcontracts. The Contractor shall insert the substance of this Section J, including
this paragraph (e), in all subcontracts and other contractual instruments.

K. Domestic Preferences for Procurements

As appropriate, and to the extent consistent with law, the Contractor should, to the
greatest extent practicable, provide a preference for the purchase, acquisition, or use of
goods, products, or materials produced in the United States. This includes, butis not
limited to iron, aluminum, steel, cement, and other manufactured products.

For purposes of this Section K- Domestic Preferences for Procurements:

“Produced in the United States” means, for iron and steel products, that all manufacturing
processes, from the initial melting stage through the application of coatings, occurred in
the United States.

“Manufactured products” mean items and construction materials composed in whole orin
part of non-ferrous metals such as aluminum; plastics and polymer-based products such
as polyvinyl chloride pipe; aggregates such as concrete; glass, including optical fiber; and
lumber.

L. Affirmative Socioeconomic Steps

For all contracts utilizing federal funding sources subject to Title 2 of the Code of Federal
Regulations (C.F.R.) Part 200 issued on or after November 12, 2020, if subcontracts are to
be let, the prime contractor is required to take all necessary steps identifiedin 2 C.F.R. §
200.321(b)(1)-(5) to ensure that small and minority businesses, women’s business
enterprises, and labor surplus area firms are used when possible.

M. Copyright and Data Rights

Pursuant to 2 CFR § 200.315(b), the State may copyright any work which is subject to
copyright and was developed, or for which ownership was acquired, under a Federal
award. The Federal awarding agency reserves a royalty-free, nonexclusive and
irrevocable rightto reproduce, publish, or otherwise use the work for Federal purposes,
and to authorize others to do so.

N. Additional FEMA Contract Provisions

This Contract does not involve purchases that will be paid for in whole or in part with funds
obtained from the Federal Emergency Management Agency (FEMA).

0. Other Federal Contract Provisions

No additional federal provisions currently apply to this Contract.



SCHEDULE A - STATEMENT OF WORK

Contract No. 250000000291
Highly Integrated Dual Eligible Special Needs Plans (HIDE SNPs)

BACKGROUND

In May 2022, CMS finalized a requirement for states participating in the Medicare-Medicaid
demonstration to end their programs by 12/31/2025 or transition them into integrated Dual Eligible
Special Needs Plans (D-SNP).

Michigan submitted a letter of intent to CMS to transition Ml Health Link (MHL) to an integrated D-
SNP by January 1, 2026.

To align with the new CMS rules, MDHHS intends to transition the MHL Program to a Highly
Integrated Dual Eligible Special Needs Plan (HIDE SNP).

a. AHIDE-SNP is a specific type of Medicare Advantage plan that is designed to meet the
needs of those dually eligible for Medicare and Medicaid.

b. The HIDE-SNP will integrate long-term service and supports (LTSS) and contracted
managed care plans will provide all Medicare and most Medicaid covered benefits for their
dual-eligible enrollees through capitated, D-SNP only contracts, but specialty Medicaid
behavioral health services will remain carved out and will continue to be provided by
Regional Pre-Paid Inpatient Health Plans (PIHPs).

MDHHS remains committed to ensuring the improved care experience for low-income seniors and
people with disabilities who are Medicare-Medicaid enrollees through a HIDE-SNP; with the
expectation of providing the greatest degree of continuity in the program benefits and expectations
for beneficiaries, providers, and health plans.

The Integrated Care Transition Pillars include:

1. Foster Integration and Continuity — The goal of the HIDE-SNP program is to continue to
improve quality and access to care by aligning Medicare and Medicare and bridging the
divide between the physical health, long term care, and behavioral health systems.
Enrollee’s providers and amount, scope and duration of services at the time of enrollment
must be continued until the enrollee can be assessed.

2. Reduce Racial Disparities - MDHHS will use a data driven approach to identify root
causes of racial and ethnic disparities and address health inequity at its source. MDHHS
will work to reduce causes of inequitable access to programs and services that impact
social determinants of health. Input will be gathered from stakeholders at all levels to
ensure services are provided in a culturally competent manner to all enrollees, including
those with limited English proficiency and diverse cultural and ethnic backgrounds. The
HIDE-SNP program will incorporate processes to align program operations and strategies
related to quality of care and services, data driven outcomes measurement, and address
social determinants of health, health equity and disparities. MDHHS will improve service



delivery to ensure that all eligible individuals receiving services have equitable access to
services and resources in order to improve health outcomes and reduce racial disparities.
Improve Care Delivery — Care delivery in the HIDE-SNP program will be based on a person-
centered approach that emphasizes the whole person and care coordination to
comprehensively address enrollees’ needs.

Promote Self Determination - MDHHS values and will require pathways that provide
enrollees with meaningful authority to control and direct long-term supports and services in
the HIDE-SNP program. True self-determination requires a shift from the approaches that
fit enrollees into an existing service array to approaches that are truly enrollee-centered
and enrollee-controlled. Arrangements that support self-determination ensure methods for
enrollees to exert direct control over how, by whom, and to what ends they are served and
supported.

Build a Culture of Quality - The HIDE-SNP program will incorporate principles of
continuous quality improvement into all aspects of its operations. Using an integrated data-
driven approach to monitoring, prioritizing, and identifying quality improvement
opportunities, it will aim to improve outcomes and ensure timely access to high-quality
services for dually eligible Enrollees. Through policy development and targeted
interventions, it will advance MDHHS' strategic quality objectives of providing high quality
care and high levels of access to care, strengthening person and family-centered
approaches to care, promoting effective care coordination and communication of care
among managed care programs, providers, and stakeholders, reducing racial and ethnic
disparities in healthcare and health outcomes, and improving quality outcomes and
disparity reduction through value-based initiatives and payment reform.

MDHHS seeks to increase integration of care and improve health outcomes through increased
alignment of Medicaid and Medicare. The purpose of this Contract is to establish a program
offering direct contracts with Highly Integrated Dual Eligible Special Needs Plans (HIDE SNPs).
HIDE SNPs will provide aligned coverage of most Medicaid benefits, excluding certain behavioral
health services, but including long-term services and supports, under a capitated contract that
meets the requirements set forth in 42 CFR 422.107. The HIDE SNP program will be fully
operational commencing January 1, 2026, in limited regions of the State of Michigan (“State”). On
January 1, 2027, the program will be extended to the entire State.

A. Applicable Laws, Regulations, and Interpretations list

a. Contractor has entered into a contract with the Centers for Medicare &
Medicaid Services (“CMS”) to provide a HIDE SNP (“MA Agreement”).
b. Under the Medicare Improvement for Patients and Providers Act of 2008

(“MIPPA”) and resulting regulations, CMS requires Contractor to also
enter into an agreement with the State to provide or arrange for benefits
to be provided, for which a dually eligible individual is entitled to receive.

c. Under the Bipartisan Budget Act of 2018 and resulting regulations, CMS
requires Contractor to maintain a level of integration as determined by
the State.



d. Ml is pursuing D-SNP only contracts pursuant through 42 CFR
422.107(e), and as such, requires MA organizations offering HIDE SNPs in
Michigan to do the following:

i. Apply for, and seek CMS approval to establish and maintain, a
contract that only includes one or more dual eligible special needs
plans with a service area limited to the State.

ii. Use required materials that integrate Medicare and Medicaid
content, including at a minimum the Summary of Benefits,
Formulary, and combined Provider and Pharmacy Directory that
meets Medicare and Medicaid managed care requirements
consistent with applicable regulations in parts 422, 423, and 438 of
42 CFR Subchapter B.

This is a Contract to obtain the services to provide Medicare and Medicaid services for dually
eligible beneficiaries in the service areas within the State of Michigan, as described herein. Thisis a
unit price-per member per month (PMPM) Capitated Rate Contract. Dually eligible beneficiaries
must have a choice among Contractors. Therefore, the State cannot guarantee a specific number
of Enrollees to Contractor. The Contractor must employ a population health management
approach in all programs and interventions delivered to dually eligible beneficiaries.

Phased Implementation: This contract will be implemented in two phases as follows:

On January 1, 2026, the Contract will be implemented in Region 1, Region 8, Region 10, and Region
12.

OnJanuary 1, 2027, the Contract will be implemented in all other regions in the State.

1. General
1.1 General Requirements
A. Contractor must provide deliverables and staff, and otherwise do all things
necessary for or incidental to the requirements and performance of work,
pursuant to the requirements set forth in this Contract.
B. Contractor must comply with all provisions of Medicaid Policy applicable to
Contractors unless provisions of this Contract stipulate otherwise.
C. Allpolicies, procedures, operational plans, and clinical guidelines followed by
Contractor must be in writing and available to MDHHS upon request.

D. Allmedicalrecords, report formats, information systems, liability policies,
Provider Network information, and other details specific to performing the
contracted services must be available to MDHHS upon request, or as
otherwise required to be delivered pursuant to the terms of this Contract.
Capitalized terms not otherwise defined herein are defined in Appendix A.
Contractor and MDHHS wish to enter into this Contract that will outline each
party’s obligations to provide or arrange for Covered Services and any other
benefits set forth herein, for Enrollees and to coordinate other administrative
activities. In consideration of the premises and the mutual promises and
undertakings herein contained, the parties agree to the following terms and
conditions.

m



1.2 Service Area
A. Service Area

a. Contractor will offer the HIDE SNP to Enrollees who: (1) reside in a
Michigan Region where Contractor is approved by CMS and MDHHS to
offer the HIDE SNP, and (2) are otherwise eligible to enrollin the HIDE
SNP. Michigan Regions are defined in Section 1.2B.

b. Atable has been included in Appendix B that incorporates each Medicare
Advantage contract number and plan ID covered by the Contract, along
with the counties served by each plan.

B. Michigan Regions

a. Contractor must operate in one or more of 12 Regions throughout the
State for the provision of Covered Services.

b. Contractor must provide services in accordance with this Contract to
beneficiaries residing in all Counties within the Region(s) it is approved to
cover.

c. Contractor must provide evidence of Medicaid network adequacy to

MDHHS annually and as required in this Contract. Regions are defined
and numbered as follows:

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

ii. Region2: Antrim, Benzie, Charlevoix, Emmet, Grand Traverse,
Kalkaska, Leelanau, Manistee, Missaukee, Wexford

iii. Region 3: Alcona, Alpena, Cheboygan, Crawford, losco,
Montmorency, Ogemaw, Oscoda, Otsego, Presque Isle,

Roscommon

iv. Region 4: Allegan, lonia, Kent, Lake, Mason, Mecosta, Muskegon,
Montcalm, Newaygo, Oceana, Osceola, Ottawa

V. Region 5: Arenac, Bay, Clare, Gladwin, Gratiot, Isabella, Midland,
Saginaw

vi. Region 6: Genesee, Huron, Lapeer, Sanilac, Shiawassee, St. Clair,
Tuscola

Vii. Region 7: Clinton, Eaton, Ingham

viii. Region 8: Barry, Berrien, Branch, Calhoun, Cass, Kalamazoo, St.
Joseph, Van Buren

iX. Region 9: Hillsdale, Jackson, Lenawee, Livingston, Monroe,
Washtenaw

X. Region 10: Macomb

Xi. Region 11: Oakland

Xii. Region 12: Wayne

C. Service Area Expansion
a. Contractor must only enroll eligible beneficiaries residing within the

counties in the service area. Expansion of, or changes to, Contractor’s
Service Area will be at the sole discretion of MDHHS.



D.

Contiguous County Service Areas
a.

Contractor must provide services in their Contracted Service Area
through the use of Medicaid Network Providers in contiguous counties
outside their Contracted Service Area, subject to MDHHS approval.
Contractor must provide a complete description of the Medicaid Provider
Network, including the identification of the contiguous counties with an
available Medicaid Network Provider and the counties in the Region to be
served through this Medicaid Network Provider.

2. Eligibility and Enrollment
2.1 HIDE SNP Eligible Populations

A.

The HIDE SNP will be available to individuals who meet all of the following
criteria:
a.

Age 21 or older at the time of enrollment including individuals age 21 and
older served by the Children’s Specialized Health Care Services (CSHCS)
program

Entitled to Medicare Part A, Medicare Part B, and Medicare Part D
Receiving full Medicaid benefits (this includes individuals who are
eligible for Medicaid through expanded financial eligibility limits under a
1915(c) waiver or who reside in a Nursing Facility, including those who
have a monthly Patient Pay Amount)

Reside in a covered Service Area as defined in this contract in Appendix
B.

2.2 HIDE SNP Excluded Population

A.

The following individuals will be excluded from initial and ongoing enrollment
with Contractor unless otherwise indicated:
a.
b.

Individuals under the age of 21

Individuals previously disenrolled due to special disenrollment from
Medicaid managed care as defined in 42 C.F.R. § 438.56

Individuals not living in a HIDE SNP Service Area

Individuals who are eligible for partial Medicaid coverage through the
following eligibility groups: Additional Low Income Medicare Beneficiary
(ALMB), Qualified Individual (QI), Qualified Medicare Beneficiary (QMB),
Specified Low-Income Medicare Beneficiary (SLMB), or Qualified
Disabled and Working Individuals (QDWI)

Individuals without full Medicaid coverage (including those with spend
downs or deductibles)

Individuals with Medicaid who reside in a State psychiatric hospital
Individuals with other comprehensive health coverage including
commercial HMO coverage

Individuals who elected hospice services prior to HIDE SNP enrollment
Individuals who are incarcerated

Individuals with presumptive eligibility

Individuals not eligible for Medicaid due to divestment



L.
B.

a.

2.3 Eligi

A.

Individuals residing in designated State sanctioned Veterans’ Homes
Enrollees Who Elect Hospice

If an existing HIDE SNP Enrollee elects for hospice services, the Enrollee

may remain enrolled in the HIDE SNP and will only be disenrolled at the

Enrollee’s request.

bility Determination and Verification

CMS and MDHHS will have sole responsibility for determining eligibility for
Medicare and Medicaid, respectively.

When an individual is determined Medicaid eligible, he or she is eligible for
that entire month. Enrollees may be determined Medicaid eligible
retroactively.

Contractor will verify an individual’s Medicare and Medicaid eligibility prior to
enrollment of that potential Enrollee with Contractor.

Contractor must verify Medicaid eligibility using resources and systems
provided by MDHHS including the 270/271 process. Once a potential Enrollee
is enrolled with Contractor, Contractor must also monitor 834 files and
CHAMPs on an ongoing basis for eligibility, enrollment, demographic, and
other administrative changes.

2.4 Contractor Enrollment

A.
B.

Enrollment into a Michigan HIDE SNP is voluntary.
Contractor must accept new enrollments, make enrollments effective, and
limit involuntary disenrollments, as provided in subpart B of 42 CFR 422 and
the policies and procedures set forth in this Contract.
Contractor must accept enrollment for all Potential Enrollees, as described in
this section at any time without regard to physical or mental condition, age,
gender, sexual orientation, religion, creed, race, color, physical or mental
disability, national origin, ancestry, pre-existing conditions, expected health
status, or need for health care services.
Exclusively Aligned Enrollment (EAE) is Required
Contractor must limit enrollment to HIDE SNP Eligible Populations as
described in Section 2.1 of this Contract thereby establishing and
maintaining Exclusively Aligned Enrollment, as defined in 42 CFR 422.2,
in the HIDE SNP.

2.5 Methods of Enrollment

A.

a.

Using a Medicare Advantage Agent or Broker

If Contractor uses Agents and Brokers or makes payments to third
parties to sell its HIDE SNP plan, Contractor must adhere to all
applicable Michigan laws and regulations related to the licensure and
activities of Agents and Brokers and follow all requirements set forth in
42 CFR 422.2274 and 423.2274 as applicable.

Contractor must ensure brokers have access to trainings specific to
LTSS.



2.6 Deemed Enrollment

A.

C.

D.

a.

Contractor must offer Enrollees who lose Medicaid eligibility a three-month
deeming period of continued enrollment in the HIDE SNP to minimize risks and
maximize continuity of care during periods of temporary Medicaid eligibility
loss, in accordance with § 422.52(d).

Contractor or its authorized agent must monitor Medicaid eligibility for
deemed Enrollees using daily 834s and the 270/271 process at least monthly.
If an Enrollee regains Medicaid eligibility within the deeming period,
MDHHS will notify Contractor via a daily 834 enrollment file and will
reinstate the Enrollee in the HIDE SNP.

Reinstatement in the HIDE SNP will only occur for months during the
period of deemed enrollment that the Enrollee has regained full
Medicaid.

Contractor will receive capitation payments for months the Enrollee’s HIDE
SNP coverage has been reinstated.

Medicaid Capitation payments for months where an Enrollee’s HIDE SNP
coverage has been reinstated for a previously deemed enrollment period
that do not reflect Medicaid encounters for services rendered during the
deemed period are subject to recoupment.

Contractor must submit Medicaid encounters for services rendered during
months of deemed enrollment once the Enrollee’s coverage has been
reinstated in the HIDE SNP.

2.7 Enrollment Files and Transactions.

A.

Contractor must submit HIDE SNP enrollments and disenrollments to CMS in
accordance with State and Federal requirements and the provisions of this
Contract. MDHHS will leverage file exchange information from CMS to process
Medicaid enrollments and disenrollments in CHAMPS.

Upon MDHHS approval of enrollments submitted by Contractor to CMS,
MDHHS will generate 834 Audit files to send electronically to Contractor
monthly which will serve as MDHHS’ official list of HIDE SNP enrollment for
Contractor that month.

MDHHS will send Contractor daily HIPAA-compliant 834 files for its active
members which will include data on enrollment, disenrollment, cancellations,
errors, eligibility determinations, deeming, demographics, and other
information necessary for service delivery, reconciling discrepancies, and
facilitating care coordination.

Contractor must update its records with information provided on the daily and
monthly 834 files to assure compliance with State, Federal, and contractual
obligations.

If MDHHS notifies Contractor in writing of enrollment changes, Contractor
must rely upon that written notification in the same manner as its 834 files.
MDHHS will base Contractor Medicaid capitation payments for Medicaid-
covered services on enrollment documented in monthly Audit 834 files.



For active HIDE SNP Enrollees who meet criteria for HCBS waiver services and
have a documented need in their ICP, Contractor must submit HIDE SNP
HCBS waiver enrollments and disenrollments directly in CHAMPS in
accordance with MDHHS expectations.

For individuals whose Medicaid eligibility is dependent on them receiving
HCBS waiver services, Contractor may enroll the person in the HIDE SNP
HCBS Waiver at the same time it enrolls the person in the plan. All enrollment
rules apply.

Contractor must obtain a signed acknowledgment form at the time of
enrollment from all individuals receiving services from Ml Choice or PACE
immediately prior to enrollment with Contractor. The acknowledgment form
will be standardized and provided by MDHHS. Contractor must maintain
copies of signed forms and make them available to MDHHS upon request.

2.8 Enrollment Verification for Providers

A.

Contractor is responsible for keeping its Medicaid network of Providers,
Vendors, and Subcontractors that administer Benefits and Covered Services
described in Section 3 of this Contract informed of the enrollment status of
each Enrollee.

Contractor must provide a system that supports the electronic verification of
Contractor enrollment to Medicaid network providers via the telephone and
online portal 24 hours a day and 365 days a year.

Contractor must provide initial and ongoing training to its Medicaid network of
Providers, Vendors, and Subcontractors on how to use the telephone and
online portal to check an Enrollee’s enrollment status.

The verification systems must provide the name and contact information of
the Enrollee’s Care Coordinator and PCP.

When an Enrollee’s enrollment status changes, Contractor must make the
updated enrollment status information available to its Medicaid network of
Providers, Vendors, and Subcontractors within forty-eight (48) hours of the
effective date of the change.

2.9 Enrollment and Disenrollment

A.

Disenrollment of an Enrollee’s coverage must follow requirements in 42 CFR
422.74.

Contractor disenrollment procedures must be in accordance with 42 CFR
422.66, the Medicare Managed Care Manual, Chapter 2 — Medicare Advantage
Enrollment and Disenrollment, and other applicable law and regulation.
Contractor must use Daily Transaction Reply Reports (DTRR) to receive timely
information about all disenrollments from CMS or its authorized agent,
including the effective date of disenrollment.

Contractor must use daily and monthly 834 files to receive timely information
about all disenrollments from MDHHS, including deeming and disenrollment
effective dates.



Changes in enrollment will be approved and implemented by MDHHS on a
calendar month basis unless Contractor is notified of a mid-month
disenrollment on the daily 834 enrollment file.

Contractor must submit timely and appropriate disenrollment transactions for
Enrollees who have a status change that results in loss of HIDE SNP
enrollment eligibility.

Requests to disenroll from Contractor or enroll in a different HIDE SNP will be
accepted at any point after an Enrollee’s initial Enrollment occurs and are
effective on the first calendar day of the month following receipt of request.
Contractor will notify the Enrollee in writing when the Enrollee no longer meets
eligibility requirements for Enrollment in Contractor.

3. Covered Services
3.1 HIDE SNP Requirements

A.

C.

For purposes of this Contract, Highly integrated dual eligible special needs
plan means a dual eligible special needs plan offered by an MA organization
that provides coverage of Medicaid benefits under a capitated contract that
meets the following requirements:
The capitated Contract is between the State Medicaid agency and the MA
organization.
This Contract requires the coverage of the following benefits to the extent
Medicaid coverage of such benefits is available to individuals eligible to
enrollin a HIDE SNP in the State except as approved by CMS under §
422.107(g) or (h):

i Long-term services and supports, including community-based long-
term services and supports and some days of coverage of nursing
facility services during the plan year; or

ii. Behavioral health services covered by Medicaid but not provided by
Prepaid Insurance Health Plans; and

For plan year 2026 and subsequent years, the capitated Contract covers
the entire service area for the dual eligible special needs plan.

3.2 Medicare and Medicaid Coverage

A.

a.

Contractor must provide an integrated Medicare-Medicaid benefit package to
the greatest extent possible.

Contractor must authorize, arrange, integrate, and coordinate the
provision of all Covered Services for Enrollees.

Contractor is required to provide at least one supplemental benefit that
compliments the LTSS covered under this Contract.

Contractor must report on its LTSS supplemental benefit annually to
MDHHS.

When Michigan Medicaid covers services not covered by Medicare or
covers a needed service in a greater amount, duration, or scope than
Medicare, Contractor must provide these services through Medicaid in
accordance with this Contract.



D.

e. The Enrollee will receive the most expansive set of services offered by
either program, with Medicare as the primary payer.

Contractor must cover all Michigan Medicaid State Plan and services detailed
in HIDE SNP 1915(b)/(c) Wavier applications, except as set forth in this
Contract.

Supplemental Benefits included in Contractor’s Medicare Advantage Contract
that overlap with Medicaid State Plan or Waiver benefits must first be
adjudicated by Contractor as claims for services under the Medicare
Supplemental Benefit before treating such services as Medicaid-covered.

a. In instances when the Medicaid limit for a service exceeds the Medicare
limit for the same service, Contractor must cover the service up to the
Medicaid limit.

Contractor must provide Enrollees a comprehensive, single Summary of
Benefits pursuant to MDHHS guidelines describing all Medicare and Medicaid
benefits that Enrollee may be eligible to receive upon enrollment in the plan.

3.3 Medicaid Covered Services Not Covered by Medicare

A.

Contractor must have available and provide, at a minimum, the appropriate
Medically Necessary Covered Medicaid Services.

Contractor’s standards for determining Medically Necessary Services must
not be more restrictive than standards used by MHDDS, including quantitative
and non-quantitative treatment limits, as indicated in Michigan statutes,
regulations, the State Plan, Medicaid Provider Manual, and other State policies
and procedures.

Contractor must provide for:

a. The prevention, diagnosis, and treatment of an Enrollee’s disease,
condition, and/or disorder that results in health impairments and/or
disability.

b. The ability for an Enrollee to attain, maintain or regain functional
capacity.

Contractor must ensure that the services are sufficient in amount, duration, or
scope to reasonably achieve the purpose for which the services are furnished.
Contractor must conform to professionally accepted standards of care and
may not arbitrarily deny or reduce the amount, duration, or scope of a required
service solely because of the diagnosis, type of illness, or condition of an
Enrollee.

Contractor may place appropriate limits on a service, including:

a. On the basis of criteria applied under the State plan, such as Medical
Necessity; or
b. For the purpose of utilization control, provided that:

i Services furnished can reasonably achieve their purpose, as
required in this subsection;

ii. Services supporting individuals with ongoing or chronic conditions
or who require long-term services and supports are authorized in a


https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/resources/michigan-medicaid-state-plan

manner that reflects the Enrollee’s ongoing need for such services
and supports; and

iii. Family planning services are provided in a manner that protects and
enables the Enrollee’s freedom to choose the method of family
planning to be used consistent with this Contract.

G. Contractor must operate consistent with all applicable Medicaid policies and
publications for coverages and limitations. If Medicaid services are added,
expanded, eliminated, or otherwise changed, Contractor must implement the
changes consistent with State direction and the terms of this Contract.

H. Contractor has discretion to use the Medicaid Capitation Payment to offer
optional benefits, as specified in the Enrollee’s Individualized Care Plan, as
appropriate to address the Enrollee’s needs.

l. Contractor must ensure all reporting requirements, quality assurance, and
compliance activities required by MDHHS of Contractor apply equally to all
Subcontractors used for the provision of Covered Services.

a. Contractor must ensure that there is a written agreement that specifies
the activities and report responsibilities delegated to the Subcontractor
and provides for revoking delegation or imposing monetary Sanctions
and/or other Sanctions if the Subcontractor’s performance is
inadequate.

b. If deficiencies or areas for Improvement are identified, Contractor and
the Subcontractor will take corrective action.

J. Contractor must comply with provisions of MCL 400.109(h) as it relates to
pharmaceuticals covered under the medical benefit.

K.  Unless otherwise specified in this Contract, Contractor must abide by
MDHHS’ telehealth coverage and reimbursement policies for Medicaid-
covered services.

3.4 Medicaid Services Covered Under this Contract
A. Contractor must provide the full range of Covered Services listed in Appendix
M and any outreach necessary to facilitate Enrollees use of appropriate
services.
B. Contractor may choose to provide services over and above those specified.

3.5 Home and Community-Based Waiver Services

A. Contractor must provide HIDE SNP home and community-based waiver
services in accordance with Medicaid State Plan, HIDE SNP 1915c¢ waiver
application requirements and as detailed in the HIDE DSNP chapter of the
provider manual.

B. Contractor must use an assessment tool identified by the State to determine
the amount, scope and duration of the services required for the individual to
live in the community and use person-centered planning to determine how the
services will be delivered as detailed in the individualized care plan.



C. Assetforthin Section 6.11G Contractor will ensure that the Michigan
Medicaid Nursing Facility Level of Care Determination (LOCD) is conducted,
as necessary, to determine eligibility for HCBS waiver services.

3.6 State Plan Personal Care Services
A. As setforth in Section 6.11F, Contractor must ensure that the Personal Care
Assessment is conducted, as necessary, to determine eligibility for State Plan
Personal Care Services.
B. MDHHS will provide Contractor with the Personal Care Assessment tool
specifications to determine time and task for the Enrollee.

3.7 Nursing Facility Care

A. Contractor must provide long term custodial care, skilled nursing or
rehabilitation services in a facility licensed in accordance with MCL 333.1101 -
333.25211 and certified in accordance with 42 C.F.R.§ 483 designed to meet
an Enrollee’s needs.

B. Assetforthin Section 6.11G Contractor will ensure the Michigan Medicaid
Nursing Facility Level of Care Determination (LOCD) is conducted to
determine if an Enrollee meets medical and functional eligibility for Medicaid-
reimbursed Nursing Facility Care.

a. Providers must ensure that Nursing Facility beds will be held for the
Enrollee for hospital and therapeutic leave days pursuant to the Michigan
Medicaid Provider Manual/Nursing Facility Coverages/Special
Placements and Agreement.

3.8 Nursing Facility Payment

A. Fortraditional Medicaid nursing facility days of care, Contractor must
negotiate with Nursing Facilities to establish rates for the rate-setting year.

B. Itistheresponsibility of the Nursing Facility provider to collect the PPA from
Enrollees, and the Contractor must reduce reimbursements to Nursing Facility
providers equal to the PPA amount each month.

C. The Quality Assurance Supplement (QAS) will be paid through a directed
payment as approved by CMS through the 42 C.F.R. § 438.6(c) preprint
process.

D. Contractor must reimburse nursing facility providers the Medicaid co-
insurance rate for days 21 through 100 of a skilled care or rehabilitation day in
accordance with published Medicaid policy.

E. Contractor must, as part of their skilled nursing facility benefit, provide skilled
nursing level of care in a long-term care facility without a preceding acute care
inpatient stay for Enrollees, when the provision of this level of care is clinically
appropriate and can avert the need for an inpatient stay.

3.9 Dental Provider Payment Rules
A. The Contractor is required to pay participating dental providers, at a minimum,
the Medicaid FFS rate for covered Current Dental Terminology (CDT) codes.

3.10 Direct Care Worker (DCW) rates



In accordance with MDHHS Numbered Letter 23-64, Contractor must pay
direct care workers providing services as set forth in that letter at the rate and
manner according to its terms as it may be amended or replaced from time to
time.

3.11 Hospice Services Not Covered by Medicare

A.

Contractor must provide all authorized and medically necessary hospice
services in accordance with Medicaid policy and medically accepted
standards of care, including “room and board” when provided in a nursing
facility or hospital.

3.12 Service Animal Stipend

A.

B.

a.

a.

Contractor must provide a twenty dollar ($20) monthly stipend for care and
maintenance of a service animal, paid directly to the enrollee when coverage
criteria defined in the HIDE SNP chapter of the Michigan Medicaid Provider
Manual is met.

The Americans with Disabilities Act (ADA) defines service animals as
those that are individually trained to do work or perform tasks for people
with disabilities.

This benefit covers dogs and miniature horses that meet the ADA
definition of service animal.

This benefit does not include general pets whose sole function is to
provide comfort or emotional support.

This benefit is included in Medicaid capitation rates.

MDHHS will collect stipend utilization/payment data from D-SNPs
annually as procedure codes are unavailable for this benefit, MDHHS will
make a template for reporting this information available.

The template will include the following elements: Beneficiary ID,
Beneficiary first/last name, amount paid by month, and total annual
amount paid.

The reporting period is each calendar year. Submission of the annual
service animal stipend report will occur in January of the year following
the reporting period as directed by MDHHS.

3.13 Behavioral Health Benefit

A.

Contractor must provide all behavioral health services not provided by the
PIHPs, consistent with Appendix D and MDHHS Medicaid Policy.

Contractor may provide services through contracts with PIHPs, CMHSP
providers, or contracts with other appropriate Medicaid Network Providers.
Medicaid specialty services including behavioral health,
intellectual/developmental disabilities services and supports, and substance
use services must be provided by the PIHP, in accordance with the Medicaid
Behavioral Health and Substance Use Disorder Authorization and Payment
Responsibility Grid in Appendix D.

3.14 Access to Services for Enrollees with Behavioral Health Needs



A.

a.

B.

a.

Primary Care
Contractor must provide primary care training on evidence-based
behavioral health service models for Primary Care Providers, such as
Screening, Brief Intervention and Referral to Treatment (SBIRT).
Contractor must ensure access to and reimburse for behavioral health
screening services provided to Enrollees in primary care settings.
Behavioral Health Care
Contractor must ensure access to all behavioral health services covered
under this Contract to all Enrollees with behavioral health needs, in
accordance with the Medicaid Behavioral Health and Substance Use
Disorder Authorization and Payment Responsibility Grid in Appendix D.
MDHHS reserves the right to modify the Medicaid Behavioral Health and
Substance Use Disorder Authorization and Payment Responsibility Grid,
including but not limited to changing coverage responsibility for mental
health services so that responsibility will be determined by the level of
Enrollees’ needs rather than by the setting in which a service is provided.

3.15 Dental Services for Adults

A.
a.
B.
a.
b.
c.
d.
e.
C.

Contractor must demonstrate an enhanced Medicaid network, adequate to
provide covered dental services, in accordance with the Provider Network
Adequacy Standards and Dental Timely Access Standard grids below.
This network must be included in a provider directory available on
Contractor’s website and adhere to all network requirements and
standards included in Appendix C.
If a subcontractor is used to administer dental services, the Dental contract
with the subcontractor must include at a minimum, the requirements outlined
in this Contract.
Contractor must explore and develop incentives to increase participation
of dental providers.
Contractor must notify its dental subcontractor of Enrollee’s eligibility for
covered dental services.
Contractor must ensure Enrollees are aware of how to identify their
dental coverage when seeking care from a dental provider and include
dental coverage on the single Enrollee ID Card.
The Enrollee ID Card must include identification of dental coverage,
and/or the dental vendor’s name and a customer service phone number
to inquire about dental benefits.
Contractor must ensure that dental subcontractor pays providers at a
rate that is no less than the Michigan Medicaid FFS rate in effect on the
date of service.
In order to preserve continuity of care for dental services, Contractor must
accept and honor prior authorizations in place for an Enrollee for a period of
up to one year.

3.16 Emergency Services



When Michigan Medicaid covers emergency services not covered by Medicare
or covers a needed service in a greater amount, duration, or scope than
Medicare, Contractor must provide these services through Medicaid in
accordance with this Contract.
Under this Contract, Contractor must cover appropriate cost sharing for
Medicare-covered emergency services and medical screening exams
consistent with the Emergency Medical Treatment and Active Labor Act
(EMTALA) (42 USC 1395dd(a)). Enrollees must be screened and stabilized
without prior authorization.
Contractor must ensure Emergency Services are available 24 hours per day
and 7 days per week.
Contractor must cover appropriate cost sharing for Medicare-covered
out-of-network or out-of-area Emergency Services and medical
screening and stabilization services provided in an emergency
department of a hospital consistent with the legal obligation of the
emergency department to provide such services.
Contractor must cover appropriate cost sharing for Medicare-covered
Emergency Services regardless of whether the emergency department
provider or hospital notified the Enrollee’s PCP or Contractor of the
Enrollee’s services in the emergency department.
Unless a representative of Contractor or the Enrollee’s PCP instructed
the Enrollee to seek Emergency Services, Contractor will not be
responsible for paying for or covering cost-sharing for non-emergency
treatment services that are not authorized by Contractor.
Contractor must cover appropriate cost sharing for Medicare-covered
emergency transportation and professional services needed to evaluate
or stabilize an Emergency Medical Condition found to exist using a
prudent layperson standard.
Contractor acknowledges that hospitals offering Emergency Services are
required to perform a medical screening examination on emergency room
clients leading to a clinical determination by the examining physician that an
Emergency Medical Condition does or does not exist.
Contractor further acknowledges that if an Emergency Medical Condition is
found to exist, the examining physician must provide whatever treatment is
necessary to stabilize that condition of the Enrollee.
Contractor must ensure that Emergency Services continue until the Enrollee is
stabilized and can be safely discharged or transferred.
If any services are not covered by Medicare but covered by Medicaid,
Contractor must cover such services under this Contract.
Contractor must cover (consistent with 42 CFR 422.214) appropriate cost
sharing for Medicare-covered post-stabilization care services obtained within
or outside Contractor’s network that are pre-approved by a Contractor
Provider or other Contractor representative.



h.

Contractor must cover appropriate cost sharing for Medicare-covered post-
stabilization care services, regardless of whether the services were provided in
Contractor’s network. Even if these services were not pre-approved by
Contractor, Provider, or other Contractor representative but administered to
maintain the Enrollee’s stabilized condition within 1 hour of a request to
Contractor for pre- approval of further post-stabilization care services.

If an Enrollee requires hospitalization or other health care services that arise
out of the screening assessment provided by the emergency department, then
Contractor may require prior authorization for such services. Such services
must be deemed prior authorized, and Contractor must cover appropriate
cost sharing under any of the following conditions:

If Contractor does not respond within the timeframe established under
42 CFR 438.114 and 42 CFR 422.113 (one hour) to a request for
authorization made by the emergency department.

If Contractor is not available when the request for post-stabilization
services occurs.

If Contractor representative and the treating physician cannot reach an
agreement concerning the Enrollee’s care and a Contractor physician is
not available for consultation. In this situation, Contractor must give the
treating physician the opportunity to consult with a Contractor physician
and the treating physician may continue with care of the patient until a
Contractor physician is reached or one of the criteria specified below is
met.

Contractor’s financial responsibility for Medicaid coverage or Medicare
cost-sharing for post-stabilization care services not preapproved ends
when any of the following conditions are reached:

Contractor physician with privileges at the treating hospital assumes
responsibility for the Enrollee’s care.

Contractor physician assumes responsibility for the Enrollee’s care
through transfer.

Contractor representative and the treating physician reach an agreement
concerning the Enrollee’s care.

The Enrollee is discharged.

3.17 Pharmacy Services

A.

For pharmacy services not covered by Medicare, Contractor must provide
pharmacy services to Enrollees according to Medicaid Policy and MDHHS-
established protocol and in accordance with 42 CFR 438.3(s), Contractor
must:
For pharmacy services not covered by Medicare, provide coverage of
covered outpatient drugs as defined in section 1927(k)(2) of the Social
Security Act that meets the standards for such coverage imposed by
section 1927 of the Act as if such standards applied directly to
Contractor.
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Report drug utilization data necessary for MDHHS to bill manufacturers
for rebates in accordance with section 1927(b)(1)(A) of the Act no later
than 45 Days after the end of each quarterly rebate period. Such
utilization information must include, at a minimum, information on the
total number of units of each dosage form, strength, and package size by
NDC of each covered outpatient drug dispensed or covered by
Contractor.
Conduct a prior authorization program that complies with the
requirements of section 1927(d)(5) of the Act, as if such requirements
applied to Contractor instead of the State.
Contractor is encouraged to offer a broader drug formulary than
minimum requirements. The Contractor must cover pharmacy products
covered by MDHHS that may not be covered under Medicare Part D,
including:
i. Over-the-counter (OTC) drugs are included in Michigan’s MPPL
available on the web at: https://michigan.magellanrx.com/provider/
ii. Barbiturates for indications not covered by Part D (butalbital,
mephobarbital, phenobarbital secobarbital)
iii. “Miscellaneous” drugs for indications that may not be covered by
Part D (dronabinol, megestrol, oxandrolone, somatropin)
iv. Prescription vitamins and minerals
Contractor must have a process to approve physicians' requests to
prescribe any medically appropriate drug, vitamin or supplement that is
covered under the HIDE SNP Formulary and the Medicaid
Pharmaceutical Product List (MPPL).
Drug coverages must include over-the-counter products such as insulin
syringes, reagent strips, psyllium, and aspirin, as covered by the Medicaid FFS
program.
Condoms must be made available to all eligible Enrollees without a
prescription; quantity limits for condoms must be no more restrictive than
Medicaid FFS.
Outpatient pharmacy point-of-sale coding must be updated within thirty (30)
Days following MDHHS approval of a change to the HIDE SNP Formulary.
Point-of-sale coding must be updated within seventy-two (72) hours if an
emergency change has been requested by MDHHS.
Contractor must provide MDHHS access to Contractor’s published formulary
to facilitate HIDE SNP Formulary compliance monitoring.
Contractor must cover products listed on the MDHHS HIDE SNP Formulary in
accordance with FFS coverage parameters and utilization requirements,
including but not limited to:
Prior authorization
Prior authorization criteria
Quantity limits
Age



e. Gender
Contractor must cover as a preferred drug all drugs and non-drug items listed
as preferred on the MDHHS Single Preferred Drug List (SPDL) found at
https://michigan.magellanrx.com/provider/. Contractor cannot restrict Single
Preferred Drug List products to select pharmacies except when authorized by
prior authorization criteria.
Contractor must include the corticosteroid deflazacort on its HIDE SNP
formulary.
Contractor must submit an attestation of its adherence to the MDHHS’ SPDL
annually.
Contractor must reimburse SPDL preferred brand products at brand
reimbursement rates when a dispense as written code of 9 (DAW=9) is
submitted.
Contractor must reject pharmacy claims with the NCPDP 606
(Brand/Drug/Specific Labeler Code Required) code and include a transaction
message informing the pharmacy to bill for the brand and submit DAW=9
whenever a pharmacy submits a claim for a generic SPDL preferred brand
product.
Contractor, including Contractor’s Pharmacy Benefit Manager (PBM) or its
Subcontractors, is prohibited from negotiating any rebates with drug
manufacturers for drugs and non-drug items listed on the MDHHS SPDL and
all drugs and non-drug items for which MDHHS has entered into a State
supplemental rebate agreement with the manufacturer. If Contractor, its PBM
or other subcontractors have an existing rebate agreement with a
manufacturer, all covered outpatient drug and non-drug item claims for
Medicaid participants for which MDHHS is obtaining State supplemental
rebate must be exempt from such rebate agreements. This applies to both
prescription, over-the-counter drugs, and non-drug items such as blood-
glucose test strips. The MDHHS Medicaid Provider Manual’s Directory
Appendix identifies the CMS website listing of drug manufacturers
participating in the Medicaid Drug Rebate Program (MDRP). Contractor or its
Subcontractors may only negotiate with and accept rebates from in relation to
drugs that are 1) not listed on the MDHHS SPDL, and 2) not on any
supplemental rebate agreement list provided by MDHHS.
As directed by MDHHS, Contractor must provide all pharmacy records for
prior authorization to facilitate the MDHHS SPDL and HIDE SNP Formulary
compliance monitoring.
Contractor must clearly document prior authorization approval justification
for PDL non- preferred and/or products not listed on the SPDL.
Contractor must require its pharmacy benefit manager (PBM) or its
subcontractors to implement all of the following:
a. For pharmacies with no more than 7 retail outlets, utilizes a pharmacy
reimbursement methodology of the national average drug acquisition
cost plus a professional dispensing fee comparable to the applicable



professional dispensing fee provided through Section 1620 of Public Act
166 of 2022. The pharmacy benefit manager or the involved pharmacy
services administrative organization must not receive any portion of the
additional professional dispensing fee. MDHHS will identify the
pharmacies this amendment applies to and provide the list of applicable
pharmacies to Contractor.

For pharmacies with no more than 7 retail outlets, utilizes a pharmacy
reimbursement methodology, when a national average drug acquisition
cost price is not available for brand drugs, of the lesser of the wholesale
acquisition cost plus a professional dispensing fee comparable to the
applicable professional dispensing fee provided through Section 1620 of
Public Act 166 of 2022, the average wholesale price less 16.7% plus a
professional dispensing fee comparable to the applicable professional
dispensing fee provided through Section 1620 of Public Act 166 of 2022,
or the usual and customary charge by the pharmacy. MDHHS will identify
the pharmacies this amendment applies to and provide the list of
applicable pharmacies to Contractor.

For pharmacies with no more than 7 retail outlets, utilizes a pharmacy
reimbursement methodology, when a national average drug acquisition
cost price is not available, for generic drugs of the lesser of wholesale
acquisition cost plus a professional dispensing fee comparable to the
applicable professional dispensing fee provided through Section 1620 of
Public Act 166 of 2022, average wholesale price less 30.0% plus a
professional dispensing fee comparable to the applicable professional
dispensing fee provided through Section 1620 of Public Act 166 of 2022,
or the usual and customary charge by the pharmacy. MDHHS will identify
the pharmacies this subdivision applies to and provide the list of
applicable pharmacies to Contractor.

Reimburses for a legally valid claim at a rate not less than the rate in
effect at the time the original claim adjudication was submitted at the
point of sale.

Agrees to move to a transparent “pass-through” pricing model, in which
the pharmacy benefit manager discloses the administrative fee as a
percentage of the professional dispensing costs to MDHHS.

Agrees to not create new pharmacy administration fees and to not
increase current fees more than the rate of inflation. This subdivision
does not apply to any federal rule or action that creates a new fee.
Agrees to not terminate an existing contract with a pharmacy with no
more than 7 retail outlets for the sole reason of the additional
professional dispensing fee authorized under this amendment.
Contractor must not discriminate against nor penalize pharmacies for
the use of SPDL preferred brand name products. Contractor failure to
adhere to MDHHS SPDL requirements may lead to MDHHS pursuit of



contract remedies including but not limited to monetary Sanctions and
other Sanctions, such as corrective action.

Coverage and Utilization Management tools (e.g., prior authorization,
step therapy, quantity limits, and age or gender edits) may be less
restrictive, but not more restrictive than the HIDE SNP Formulary.
Contractor must follow the HIDE SNP Formulary procedures for
transitions of care and grandfathering.

Contractor must utilize the standard NCPDP reject 831-Product Service
ID Carve Out, Bill Medicaid Fee for Service which instructs pharmacies to
submit claims for FFS pharmacy carve-outs to the MDHHS vendor.
Contractor must provide MDHHS with information regarding the HIDE
SNP Formulary pursuant to Section 1806 of Public Act 207 of 2018.3
Mandatory generic coverage is permitted only for products whose drug
class(es) are not present on the MDHHS SPDL.

Maximum Allowable Cost (MAC) and all other pharmacy pricing
standards must be updated at least once every 7 Days.

A process for MAC pricing reconsiderations must be developed to ensure
compliance with MCL 400.109l. The process must include notification to
the requesting pharmacy for MAC pricing reconsideration within 10
Business Days. Notification to the pharmacy must include identification
of three National Drug Codes (NDC) if there are 3 or more available, and
all available NDCs, if there are fewer than 3, for the drug in question.
Contractor is NOT responsible for drugs in the categories listed on the
Medicaid Health Plan carve-out list found at
https://michigan.magellanrx.com/provider/documents/.

Contractor is responsible for covering lab and x-ray services related to
the ordering of prescriptions on the carve-out list for Enrollees but may
limit access to contracted lab and x-ray Providers. These medications
are reimbursed by the MDHHS pharmacy third party administrator (TPA)
through the point-of-sale reimbursement system. Medications not billed
at point-of-sale using the NCPDP format are the responsibility of
Contractor except as noted in the Provider Manual.

Contractor must submit pharmacy claims data in accordance with
MDHHS Pharmacy 340B policy and claim submission requirements.
Contractor’s pharmacy Encounter Data must include data elements as
required by MDHHS Pharmacy 340B policy and claim submission
requirements. Upon MDHHS request, Contractor must promptly collect
and share submitted Network Provider claim data and drug purchase
details for resolution of drug manufacturer 340B rebate disputes.
Contractor must have a unique set of pharmacy billing identifiers for their
Medicaid line of business identified on their payer sheets (i.e., a unique
combination of National Council of Prescription Drug Program’s
(NCPDP) Processor ID (previously known as Bank Identification Number
(BIN))/American National Standards Institute (ANSI) Issue Identifier



Vi.

Vii.

Number (lIN) and Processor Control Number (PCN)). The BIN/IIN and
PCN are listed on the PBM/processor/plan’s Payer Sheets for trading
partners to know the proper identifiers for routing transactions.
Contractor must require that only this unique set of billing identifiers be
used for claim submission and routing purposes for their Medicaid line of
business.
Contractor’s reimbursement methodology for Contractor’s Pharmacy
Benefits Manager (PBM) must be based on the actual amount paid by the
PBM to a pharmacy for professional dispensing and ingredient costs.
Contractor must prohibit contracted PBMs from engaging in the practice
known as “spread pricing,” where, in addition to any agreed-upon
maintenance fee between Contractor and the PBM, the PBM charges
Contractor more than the PBM pays the pharmacy for filling a
prescription, and the PBM retains the difference. By January 15 of each
fiscal year, Contractor must require its pharmacy benefit manager (PBM)
to submit all of the following information to MDHHS for the previous
fiscal year using the MDHHS provided reporting template:

The total number of prescriptions that were dispensed.

The aggregate wholesale acquisition cost for each drug on its

formulary.

The aggregate amount of rebates, discounts, and price concessions

that the pharmacy benefit manager received for each drug on its

formulary. The amount of rebates must include any utilization

discounts the pharmacy benefit manager receives from a

manufacturer.

The aggregate amount of administrative fees that the pharmacy

benefit manager received from all pharmaceutical manufacturers.

The aggregate amount identified in subdivisions (b) and (c) that

were retained by the pharmacy benefit manager and did not pass

through to MDHHS or to Contractor.

The aggregate amount of reimbursements the pharmacy benefit

manager pays to contracting pharmacies.

Any other information as deemed necessary by MDHHS.
Pharmacy Benefit Manager Agreements: If Contractor enters into a
contract or agreement (herein after referred to as “PBM agreement”) with
a PBM for the provision and administration of pharmacy services, the
agreement must be developed as a pass-through pricing model as
defined below. For the purposes of this Agreement, all requirements
applicable to a PBM must also apply to any contract or agreement
Contractor has with a Pharmacy Benefit Administrator (PBA).
For the purposes of this Contract, a pass-through pricing model is
defined as a PBM agreement type where:

All monies related to services provided for Contractor are passed

through to Contractor, including but not limited to dispensing fees



and ingredient costs paid to pharmacies, and all revenue received,
including but not limited to pricing discounts paid to the PBM,
Rebates, Inflationary Payments, and supplemental rebates.

All payment streams, including any financial benefits such as
Rebates, discounts, credits, claw backs, fees, grants, charge
backs, reimbursements, or other payments that the PBM receives
related to services provided for Contractor are fully disclosed to
Contractor, and provided to MDHHS upon request; and

The PBM is paid an administrative fee which covers their cost of
providing the PBM services as described in the PBM contract as well
as margin.

The payment model for the PBM’s administrative fee must be made available
to MDHHS. If concerns are identified, MDHHS reserves the right to request any
changes be made to the payment model.

The PBM agreement must allow for Contractor to perform a competitive
market check every three years or allow Contractor to annually renegotiate its
terms.

The following provisions must be included in any agreement between the
Contractor and their PBM:

At least annually, the PBM must hire an independent third party to
complete a Service Organization Controls report (SOC-1) audit over the
PBM'’s services and activities. This report must be provided to
Contractor, and information from this audit must be made available to
MDHHS upon request.
The PBM must not steer or require any providers or members to use a
specific pharmacy in which the PBM has an ownership interest or that
has an ownership interest in the PBM, if for the primary purpose of
reducing competition or financially benefitting the PBM’s associated
businesses. Arrangements between Contractors and PBMs to promote
value-based reimbursement and purchasing or enhancing health
outcomes are permitted.
The PBM must load member and provider eligibility information into their
system within 24 hours of receipt of the eligibility file from Contractor.
The PBM must report semi-annually to Contractor their list of specialty
drugs by NDC, including a report on any drugs that have moved between
specialty and non-specialty designation.
The PBM must submit a report containing data from the prior calendar
year to Contractor. The report must be made available to MDHHS upon
request and contain the following information:
The aggregate amount of all rebates that the PBM negotiated from
all pharmaceutical manufacturers on behalf of Contractor; and
The aggregate administrative fees that the PBM negotiated from all
pharmaceutical manufacturers on behalf of Contractor.



iii. The following provisions must be addressed in any agreement
between Contractor and their PBM:

(a) The ability for Contractor, or its designee that has no
ownership or control interest with the PBM, to audit and
review contracts or agreements between the PBM and their
pharmacies at least annually to ensure correct pricing has
been applied. This includes, but is not limited to, prescription
drug claim data, billing records, remittance advices and other
records to ensure the PBM’s compliance with the terms and
conditions of their agreement.

(b) If there is not a provision in the agreement to restrict the PBM
from selling pharmacy data, Contractor must require a secure
process to be included and followed. If any Michigan Medicaid
Contractor pharmacy data is sold, aggregate total amount
received by the PBM for Contractor’s data must be reported to
Contractor at least semi-annually.

(c) The ability for Contractor, atits discretion, to enter into
nonexclusive specialty pharmacy network arrangements when
a specialty pharmacy can provide a better price on a drug.

(d) A clause that allows Contractor to terminate the agreement
for cause, including conduct that is likely to mislead, deceive,
or defraud the public, as well as unfair or deceptive business
practices.

Disclosure of Financial Terms: Upon request, Contractor must disclose to
MDHHS all financial terms and arrangements for payment of any kind that
apply between Contractor and PBM or PBA. This disclosure must include
financial terms and payment arrangements for formulary management, drug-
switch programs, educational support, claims processing, pharmacy network
fees, data sales fees, and all other fees. MDHHS acknowledges that such
information may be considered confidential and proprietary and thus must be
held strictly confidential by MDHHS as specified in the Standard Contract
Terms, Non-Disclosure of Confidential Information of this Contract.

Audit of PBM Agreements: MDHHS or its designee reserves the right to review
and audit the PBM or PBA agreements between Contractor and a PBM or PBA
to ensure the PBM or PBA is fulfilling its contractual obligations limited to the
Michigan Medicaid Program. Contractor must be responsible for ensuring that
any findings from these audits are corrected within the timeframe specified by
MDHHS.

Contractor must comply with provisions of MCL 400.109(h) as it relates to
pharmaceuticals covered under the pharmacy benefit.

3.18 Transplant Services

A.

B.

Contractor must cover appropriate cost sharing for Medicare-covered costs
associated with transplant surgery and care.
Related care may include, but is not limited to:
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organ procurement,

donor searching and typing,

harvesting of organs, and

related donor medical costs.

Contractor must also cover appropriate cost sharing for Medicare-covered
extrarenal organ transplants (heart, lung, heart-lung, liver, pancreas, small
bowel, and bone marrow including allogenic, autologous, and peripheral stem
cell harvesting) must be covered on a patient-specific basis when determined
Medically Necessary according to currently accepted standards of care.
Contractor must have a process in place to evaluate, document, and act upon
such requests.

If a Transplant Service is not covered by Medicare but is covered by Medicaid
pursuant to this Contract and MDHHS Covered Services, Medicaid will be the

primary payer.

3.19 Communicable Disease Services

A.

Contractor must cover or pay applicable Medicare cost sharing for Enrollees
to receive treatment services for communicable diseases from local health
departments without prior authorization: including HIV/AIDS, Sexually
Transmitted Infections (STI), tuberculosis, and vaccine-preventable
communicable diseases.

3.20 Vaccines and Immunizations

A.

Contractor must provide Enrollees with all vaccines and immunizations in
accordance with the Advisory Committee on Immunization Practices (ACIP)
guidelines and in accordance with Medicaid Policy.

Contractor must participate in local and State immunization
initiatives/programs.

Contractor must require contracted Providers to participate with and submit
Enrollee data to the Michigan Care Improvement Registry (MCIR). Contractor
must offer training and educational materials to Providers to facilitate this
process.

Contractor must cover or pay applicable Medicare cost sharing for Enrollees
who receive vaccines and immunizations at local health departments (LHDs).
Contractor must reimburse LHDs for all vaccines and immunizations and
associated administration fees regardless of whether a contract exists
between Contractor and the LHD.

If a contract does not exist, Contractor must reimburse LHDs for all
vaccines and immunizations and associated administration fees at the
Medicaid FFS rate in effect on the date of service.

When an Enrollee receives a vaccine or immunization at an LHD
participating in the VFC program, Contractor must reimburse the LHD for
the associated administration fee

Contractor must not require prior authorization for any vaccines and
immunizations provided to Enrollees at LHDs regardless of Enrollee age



or whether the vaccine orimmunization was provided as part of the VFC
program.

3.21 Health Promotion and Education
A. Contractor must not charge an Enrollee a fee for participating in health
promotion and education programs for Covered Services.
B. Contractor may charge a nominal fee if the Enrollee elects to participate in a
program not primarily related to a Covered Service.

3.22 Tobacco Cessation Treatment
A. Contractor must not place prior authorization requirements on tobacco
cessation treatment or limit the type, duration or frequency of tobacco
cessation treatments included in this section.
B. Contractor must pay applicable Medicare cost sharing and or provide tobacco
cessation treatment that includes, at a minimum, the following services:

a. Intensive tobacco cessation treatment through an MDHHS-approved
telephone quit-line.
b. Individual tobacco cessation counseling/coaching in conjunction with
tobacco cessation medication or without
C. Non-nicotine prescription medications
d. Prescription inhalers and nasal sprays
e. The following over-the-counter agents:
i. Patch
ii. Gum
iii. Lozenge

C. Combination therapy - the use of a combination of medications, including but
not limited to the following combinations:

a. Long-term (>14 weeks) nicotine patch and other nicotine replacement
therapy (gum or nasal spray)

b. Nicotine patch and inhaler

C. Nicotine patch and bupropion SR

3.23 Coordination for Services Covered Outside this Contract
A.  Contractor must provide information to the Enrollee regarding the availability
of these services and coordinate care and benefits as appropriate.

a. Inpatient hospital psychiatric services (see Appendix D)

b. Outpatient partial hospitalization psychiatric care (see Appendix D)
Behavioral health assessment and services for Enrollees meeting the
guidelines under Medicaid Policy for serious mental illness or severe
emotional disturbance (see Appendix D)

d. Certain substance use disorder (SUD) services (see Appendix D),
including:

i. Assessment (per MDHHS policy, Contractor must reimburse SUD
services provided in the office setting by a practitioner not enrolled
with or associated to a PIHP)

ii. Detoxification (see Appendix D)



iii. Intensive outpatient counseling and other outpatient services
iv. Methadone treatment and other SUD treatment
e. Services, including but not limited to therapies (speech, language,
physical, occupational), provided to persons with intellectual and/or
developmental disabilities (I/DD) that are billed through PIHPs, CMHSP
providers, or Intermediate School Districts
f. Intermittent or short-term restorative or rehabilitative services (in a
nursing facility), after disenrollment.

g. Community Transition Services (CTS) offered by MDHHS.
h. Children’s Special Health Care Services (CSHCS) offered by MDHHS.

3.24 Services Prohibited or Excluded under Medicaid
A. Contractor is prohibited from using State funds to provide the following

services:
a. Elective cosmetic surgery
b. Services for treatment of infertility

Experimental/investigational drugs, biological agents, procedures
devices, or equipment

d. Elective abortions and related services
i. Abortions may be covered if one of the following conditions is met:

(a) A physician certifies that the abortion is Medically Necessary
to save the life of the mother.

(b) The pregnancy is a result of rape or incest.

(c) Treatment is for medical complications occurring as a result
of an elective abortion.

(d) Treatment is for a spontaneous, incomplete, or threatened
abortion or for an ectopic pregnancy.

(e) All appropriate forms relating to abortion must be completed

by the designated party and Contractor must retain these
forms for 10 years. The appropriate forms must also be
submitted to MDHHS annually and prior to reimbursement.
Contractors must follow the Practitioner section of the
MDHHS Medicaid Provider Manual.

3.25 Out-of-Network Reimbursement Rules
A. Forreimbursement of out-of-network Emergency Services or Urgent Care

services, as defined by 42 CFR §8 424.101 and 405.400, and this Contract, the

health care professional is required to accept as payment in full by Contractor

the amounts the health care professional could collect for that service if the

beneficiary were enrolled in original Medicare or Medicaid FFS.

a. Under this Contract, Contractor must cover applicable Medicare cost

sharing for such out-of-network Emergency or Urgent Care services.
However, Contractor is not required to reimburse the health care



professional more than the health care professionals charge for that
service.

b. The original Medicare reimbursement amounts for providers of services
(as defined by section 1861(u) of the Act) do not include payments under
42 CFR 88 412.105(g) and 413.76.

c. A section 1861(u) provider of services may be paid an amount that is less
than the amount it could receive if the beneficiary were enrolled in
original Medicare or Medicaid FFS if the provider expressly notifies
Contractor in writing that it is billing an amount less than such amount.

d. Contractor may authorize other out-of-network services to promote
access to services and continuity of care.

B. When out-of-network services are authorized and where the service would
traditionally be covered under Medicare FFS, Contractor will pay out-of-
network health care professionals and section 1861(u) providers of services
the amount that providers could collect for that service if the beneficiary were
enrolled in original Medicare (less any payments under 42 CFR §88412.105(g)
and 413.76 for section 1861(u) providers), regardless of the setting and type of
care.

C. Under this Contract, Contractor must cover applicable Medicare cost sharing
for such out-of-network authorized services.

D. When out-of-network services are authorized and where the service would
traditionally be covered under Medicaid, Contractor will pay out-of-network
providers at established MDHHS Medicaid fees in effect on the date of service.

E. Enrollees maintain improper billing protections. If Michigan Medicaid has not
established a specific rate for the covered service, Contractor must follow
Medicaid policy for the determination of the correct payment amount. Nothing
in the preceding provisions must restrict the right of the provider and
Contractor to negotiate a lower rate of payment.

3.26 Excluded Services
A. Behavioral health, intellectual/developmental disabilities services and
supports, and substance use services covered by the Prepaid Inpatient Health
Plan (PIHP) and services set forth in Section 3.13. are excluded under this
Contract.

B. Contractoris responsible for coordinating Medicaid behavioral health services
with other covered services and participation in the interdisciplinary care team
as outlined in an agreement between the PIHP and Contractor.

Community Transition Services are excluded under this Contract

D. HIDE SNP isresponsible for making referrals to the Community Transition
Services program when an enrollee meets program criteria as defined in the
Community Transition services chapter of the Michigan Medicaid Provider
Manual.

O

4. Medicaid Provider Network
4.1 Network Adequacy



Contractor must maintain a Provider Network sufficient to provide all
Enrollees with access to the full range of Covered Services, including the
appropriate range of preventive, primary care, and specialty services,
behavioral health services, other specialty services, and all other services
required in 42 C.F.R. 88 422.112, 423.120, and 438.206, Medicaid Provider
Manual, HIDE SNP 1915 b/c waiver applications and under this Contract
taking into consideration:

The anticipated number of Enrollees.

The expected utilization of services, considering the characteristics and
health care needs of Contractor’s Enrollees.

The number and types (in terms of training, experience, and
specialization) of providers required to furnish the Covered Services.
The number of network providers who are not accepting new patients.
The geographic location of providers and Enrollees, considering
distance, travel time, the means of transportation ordinarily used by
Enrollees, and whether the location provides physical access for
Enrollees with disabilities.

The communication needs of Enrollees; and

The cultural and ethnic diversity and demographic characteristics of
Enrollees.

4.2 Indian Health Service/Tribally Operated Facility/Program/Urban Indian Clinic

(I/T/70)
Contractor must:
a.

A.

Demonstrate that there are sufficient I/T/Us participating in the Provider
Network to ensure timely access to services available under the Contract
from such Providers for American Indian/Alaska Native Enrollees who are
eligible to receive services.
Pay I/T/Us, whether in the Provider Network or not, for Covered Services
provided to American Indian/Alaska Native Enrollees who are eligible to
receive services from such Providers as follows:
At a rate negotiated between Contractor and the I/T/U, or
In the absence of a negotiated rate, at a rate not less than the level
and amount of payment that Contractor would pay for the services
to a participating provider which is not an I/T/U; and
Make payment to all I/T/Us in its network in a timely manner as
required for payments to practitioners in individual or group
practices under 42 CFR 447.45 and 447.46.
Permit American Indian/Alaska Native Enrollees to obtain Covered
Services from Out- of-Network provider from whom the Enrollee is
otherwise eligible to receive such services.
Permit an Out-of-Network I/T/U to refer an American Indian/Alaska
Native Enrollee to a Network Provider.
(a) If timely access to Covered Services cannot be ensured due to
few or no I/T/Us, Contractor will be considered to have met the



requirement in paragraph (1)(a) of this section if Indian
Enrollees are permitted by Contractor to access out-of-State
I/T/Us.

(b) If an Indian Health Facility or I/T/U provider is contracted with
Contractor, American Indian/Alaska Native who are Enrollees
must be allowed to choose the I/T/U provider as their PCP as
long as the provider has capacity to provide the services. If the
I/T/U is not contracted with Contractor, American
Indian/Alaska Native must still be allowed to use the provider
without authorization.

(c) Michigan is required to make supplemental payments, at least
on a quarterly basis, for the difference between the rates paid
by section 1903(m) organizations (health plans) and the
amount they would receive per visit and based upon the
approved rates published each year in the Federal Register by
the Department of Health and Human Services, Indian Health
Service, under the authority of sections 321(a) and 322(b) of
the Public Health Service Act (42 U.S.C. 248 and 249(b)),
Public Law 83-568 (42 U.S.C. 2001(a)), and the Indian Health
Care Improvement Act (25 U.S.C. 1601 et seq.).

4.3 Provider Relations and Engagement
A. Contractor must maintain staff to perform Provider relations functions
including:
a. Operate a toll-free telephone line for promptly answering calls in an
average speed of 20 seconds or three rings.

i The toll-free telephone line must receive Provider inquiries during
normal business hours for a minimum of eight and a half (8.5) hours
per day, Monday through Friday, and have a process in place to
handle after-hours inquiries from Providers seeking to verify
enrollment for an Enrollee in need of Urgent or Emergency Services.
However, Contractor and its Providers will not require such
verification prior to providing Emergency Services.

b. Publish a Provider Manual(s) to be available on Contractor’s website and
available electronically or via paper format upon request.
c. Maintain a protocol that will facilitate communication to and from

Providers and Contractor, and which must include, but not be limited to,
a Provider newsletter and Provider meetings no less than quarterly and
as required by MDHHS.

d. Except as otherwise required or authorized by MDHHS or by operation of
law, ensure that Providers receive 30 days advance notice in writing of
policy and procedure changes, and maintain a process to provide
education and training for Providers regarding any changes that may be
implemented, prior to the policy and procedure changes taking effect.



Work in collaboration with Providers to actively improve the quality of
care provided to Enrollees, consistent with the QAPI and all other
requirements of this Contract.

Train Providers including but not limited to Contractor’s procedures for
authorization and claims payments.

Assist Providers to resolve billing and other administrative problems.
Respond to Provider concerns about administrative processes.
Respond to Provider concerns about Enrollees.

4.4 Medicaid Provider and LTSS Provider Network Standards

A.

Contractor must have a sufficient number of Providers to provide all Enrollees
with all Covered Services.
Contractor’s network of Providers must be sufficient in number, mix and
geographic distribution to meet the needs of the anticipated enrollment.
At a minimum, for each county in the service area, Contractor must have at
least two (2) available providers for each provider type with sufficient capacity
to accept Enrollees.
For services provided in the Enrollee’s home, Contractor must ensure that the
Enrollee has a choice of providers.
For services provided in the community, Contractor must ensure that 90% of
Enrollees have a choice of providers within the required time and distance
standards and ratios outlined in Appendix C.
Contractor must ensure that 90% of Enrollees approved for long term services
and supports receive them within the established maximum wait times. The
wait time starts on the day the service has been authorized, or requested if
authorization is not required, and ends on the day when the service has been
initiated or delivered to Enrollee, including installation and Enrollee education,
where needed.
Contractor must create a process to monitor, track and measure Enrollee wait
times to receive LTSS services and supports, and report it to MDHHS, in a
format requested, at least annually or as requested by MDHHS.
MDHHS may amend any of the network provider adequacy standards as
needed.
Contractor must:
Require its Network Providers and First Tier Downstream and Related
Entities, to meet MDHHS standards for timely access to care and
services under this Contract, including standards identified in
Appendices D and N, and taking into account the urgency of the need for
services.
Establish mechanisms to ensure network providers comply with the
timely access requirements specified in this contract.
Monitor network providers regularly to determine compliance.
Require a corrective action from Provider if there is a failure to comply
with these requirements.



L.

Contractor must establish and conduct an ongoing process for enrolling in
their Provider Network willing and qualified providers who meet Contractor’s
requirements and with whom mutually acceptable provider contract terms,
including with respect to rates, are reached.

Contractor will arrange for personal care services to be provided by
independent care providers of the Enrollee’s choice, through the use of a
fiscal intermediary, an agency of choice, or through a Home Help or other care
agency, or through people employed by Contractor, if the individual meets
MDHHS qualification requirements, to provide personal care services.

a. Enrollees who currently receive personal care services from an
independent care provider may elect to continue to use that provider or
select a new provider so long as that provider meets the State
qualifications.

b. Contractor must make best efforts to assist independent care providers
providing personal care services to Enrollees to join the Provider
Network.

c. Contractor will ensure that its contracts, or those of their First Tier,

Downstream, and Related entities, for personal care services as defined
in Section 1903(l) of the Social Security Act and section 12006 of the 21st
Century CURES Act, demonstrate compliance with Federal requirements
regarding the use of Electronic Visit Verification (EVV) in tandem with the
MDHHS guidance and requirements.

d. Contractor and their First Tier, Downstream, and Related entities must
require compliance in the form of either the existence of an EVV system
that meets State requirements or participation in the MDHHS-sponsored
statewide EVV system.

e. Contractor will make evidence of compliance available to the State upon
request.
f. Contractor and its First Tier, Downstream, and Related entities' contracts

must stipulate that the EVV system will support self-directed
arrangements and must be minimally burdensome or disruptive to care.
Contractor must comply with standards described within the approved
1915(b) and 1915(c) waivers.
a. For providers of overlap services that may be subject to either Medicaid
or Medicare network requirements, such as home health and durable
medical equipment, the stricter of any applicable standards will apply.

4.5 Network Adequacy Validation

A.

Contractor must demonstrate annually, or more frequently as requested by
MDHHS, that its Medicaid and LTSS Provider Network meets the network
adequacy standards outlined in this contract in Appendix C.

State Medicaid standards must be utilized for LTSS and for other services for
which Medicaid is exclusive.

Annually, as directed by MDHHS, Contractor will submit a list of contracted
Medicaid and LTSS network Providers, and results of Contractor's internal



network adequacy evaluation for MDHHS' validation in accordance with CMS
EQRO NAV protocol.

Contractor must submit a list of providers that contain a complete and
accurate description of the Provider Network according to the specifications
and format delineated by MDHHS.

In addition to annual Network Adequacy Validation, MDHHS will monitor
access to Medicaid and LTSS services through surveys, utilization data,
Grievance and Appeals data to assess if provider network-related corrective
actions are needed. Such corrective action may include requiring that
Contractor initiates further network expansion.

Contractor must submit documentation that demonstrates that it has the
capacity to serve the expected enrollment in its service area in accordance
with MDHHS's standards for access to care:

At the time it enters into this Contract.

On an annual basis as required by MDHHS.

At any time that there has been a significant change in Contractor's
operations that would affect the adequacy of capacity and services,
including changes in Contractor's services, benefits, geographic service
area, composition of or payments to its provider network.

4.6 Medicaid Provider Network Exceptions

A.

a.

The exception process is used to identify when the supply of providers is such
that it is not possible for Contractor to obtain contracts that satisfy MDHHS’s
network adequacy criteria for a given county and specific service type.
Contractor may request Provider Network Exception to Provider Network
Standards based on the following reasons:
No potential providers of a specific service type are available within the
network standard
There is only one provider of a specific service type within the network
standard and there is no choice available
The potential provider of a specific service type does not contract with
DSNPs
The potential provider of a specific service type does not meet the
qualifications to contract with a DSNP
The provider of a specific service type is sanctioned and therefore
ineligible to contract with Contractor
The potential provider of a specific service type does not contract with
any organizations or contracts exclusively with another organization
Other reason for MDHHS’s consideration
Medicaid Provider Network Exceptions, if any, will be granted at the sole
discretion of MDHHS after review of all supporting documentation provided by
Contractor.
MDHHS will not consider exceptions without sufficient supporting
documentation which at a minimum must include:
Provider Type and County



Reason(s) for requesting the Provider Network Exception
Description of Contractor’s attempts to meet the Provider Network
Standard
A plan for how Contractor will reasonably deliver Covered Services to
Enrollees who may be affected by the exception and how Contractor will
work to increase access to the applicable provider type in the designated
county or counties.
How Contractor will monitor, track and report to MDHHS the delivery of
Covered Services to Enrollees potentially affected by the exception
If a Provider Network Exception to Provider network standard is granted by
MDHHS, the exception is limited to the identified provider type and county or
counties and is granted for a period of up to one year. Contractor must submit
a revised Network Exception request for MDHHS’s review annually.
For provider types for which Provider Network Exception was granted,
Contractor must:

i. Ensure that appropriate processes are implemented to adequately
cover services in a timely manner out of network, including paying
claims to out-of-network providers and ensuring that enrollees
incur no additional costs, as specified in CFR 42 §438.206(b) and
§457.1230(a)

ii. Annually report to MDHHS on its use of out-of-network providers to
meet Enrollees’ necessary medical service needs.

iii. Continue to seek out potential providers to close the provider type

network gaps.

iv. Monitor Enrollee access to services offered by the provider type and
submit the findings to MDHHS at least annually.

V. During any period in which Contractor does not meet minimum

network standards, including for provider types with approved
exceptions, Contractor must inform Enrollees of their right to use
out-of-network providers for these services or providers.

4.7 Community-Based Organizations

A.

Contractor must maintain a network of providers, inclusive of Community
Based Organizations (CBOs), CHWs and homeless shelters to conduct
outreach to beneficiaries that are transient/difficult to reach, including those
who are homeless, disabled or those living with substance use disorders.

5. Management Information Systems
5.1 Management Information System (MIS) Capabilities

A.

Contractor must maintain a management information system that collects,
analyzes, integrates, and reports data as required by 42 CFR 438.242 and
MDHHS.

The system must provide information on areas including but not limited to,
utilization, claims, Grievances and Appeals, and disenrollments for other than
loss of Medicaid eligibility.



Contractor must develop, implement, and maintain policies and procedures
that describe how Contractor will comply with the requirements of this
section. The information system must have the capability for: Collecting data
on Enrollee demographics and special population characteristics on services
provided to Enrollees as specified by MDHHS through an Encounter Data
system.

Supporting Provider payments and data reporting between Contractor

and MDHHS.

i. Controlling, processing, and paying Providers for services rendered
to Enrollees.

ii. Collecting service-specific procedures and diagnosis data,
collecting price-specific procedures or encounters, and
maintaining detailed records of remittances to Providers.

Supporting all Contractor operations, including but not limited to, the
following:

i. Member enrollment, disenrollment, and Capitation Payments,
including the capability of reconciling enrollment and Capitation
Payments received

ii. Utilization

iii. Case management

iv. Provider enrollment

V. Third Party Liability (TPL) activity

Vi. Claims payment

vii. Grievance and Appeal tracking, including the ability to stratify

Grievance and Appeal by population and track separately (e.g.,
Enrollees in CSHCS)

viii. Collecting and tracking Enrollee-specific Health Risk Assessment
information and providing the information electronically to MDHHS
in the specified format for Enrollees

5.2 Medicaid Enrollment and Payment Files

A.

MDHHS will provide HIPAA-compliant daily and monthly 834 enrollment files
to Contractor via the File Transfer Service (FTS).
Contractor’s MIS must have the capability to utilize the HIPAA-compliant
enrollment files to update each Enrollee’s status on the MIS.
Contractor must load the monthly 834 enrollment audit file prior to the first of
the month and distribute enrollment information to Contractor’s vendors (e.g.,
LTSS, HCBS, pharmacy, vision, behavioral health, DME) on or before the first
of the month so that Enrollees have access to services.
Contractor must reconcile the daily and monthly enrollment files to the
monthly payment file within 120 Days of the end of each month.
If an issue or error with enrollment files becomes known, MDHHS will
communicate the issue, status and working resolution with Contractor.
Should the issue or error affect Contractor’s ability to reconcile
enrollment files, MDHHS will communicate appropriate workarounds,



operational revisions or revise deliverable requirements as appropriate
to the outstanding issue or error.
E. Contractor must ensure that MIS support staff have sufficient training and
experience to manage files MDHHS sends to Contractor via the FTS.

5.3 DataAccuracy
A. Contractor must ensure all Encounter Data is complete and accurate for the
purposes of rate calculations, quality and Utilization Management. Contractor
must provide for collection and maintenance of sufficient Enrollee Encounter
Data to identify the Provider who delivers any item(s) or service(s) to Enrollees.
B. Contractor must ensure data received from Providers is accurate and
complete by:

a. Verifying the accuracy and timeliness of the data, including data from
Network Providers Contractor is compensating on the basis of Capitation
Payments.

b. Screening the data for completeness, logic, and consistency

Collecting data from Providers in standardized formats to the extent
feasible and appropriate, including secure information exchanges and
technologies utilized for State Medicaid quality improvement and care
coordination efforts.
d. Identifying and tracking Fraud, Waste and Abuse
C. Contractor must make all collected data available to MDHHS and CMS upon
request, including submission of all Enrollee Encounter Data that MDHHS is
required to report to CMS under 42 CFR §438.818.

5.4 Automated Contact Tracking System
A. Contractor must utilize the MDHHS Automated Contact Tracking System to
submit disenrollment requests for out of area Enrollees who appear in the
wrong county on Contractor’s enrollment file and any other administrative
requests specified by MDHHS.

5.5 PCP Submission File
A. Contractor must submit files containing PCP additions, changes, or deletions
at least weekly.
B. Contractor must submit the addition, change or deletions within 10 Business
Days of the PCP assignment or change.
C. Contractor must submit a complete file showing all PCP assignments when
requested by MDHHS.

5.6 Health Information Exchange/Health Information Technology
A. Contractor must support MDHHS initiatives to increase the use of Health
Information Exchange and Health Information Technology (HIE/HIT) to improve
care management and coordination; reduce Fraud, Waste and Abuse; and
improve communication between systems of care.
a. MDHHS reserves the right to revise requirements specified in this section
regarding HIE/HIT. This may include, but is not limited to, requirements



B.

that Contractor must implement and maintain electronic data systems
that would support common information exchange with providers and
community-based organizations (CBOs) and further MDHHS community
information exchange strategy.
Contractor must take all necessary actions to comply with any updated
requirements from MDHHS.

5.7 Medicare and Medicaid Electronic Health Record (EHR) Incentive Programs

A.

MDHHS has established rules and guidelines to advance the adoption and
meaningful use of certified EHR technology through the Medicare and
Medicaid Electronic Health Record (EHR) Incentive Programs authorized by
the Health Information Technology for Economic and Clinical Health Act
(HITECH).

Contractor must comply with MDHHS performance programs designed to
advance provider adoption and meaningful use of certified EHR.

Contractor must electronically exchange eligibility and claim information with
Providers to promote the use of EHR.

Contractor must educate Enrollees on Federal interoperability rules including
myHealth Button and myHealth Portal.

5.8 Electronic Exchange of Enrollee-Level Information

A.
a.
b.
B.
C.
D.
E.

Contractor must implement and maintain an electronic data system, by which
Providers and other entities can send and receive client-level information for
the purpose of care management and coordination.

In the format specified by MDHHS, Contractor must ensure capabilities
to electronically send Standardized Health Risk Assessment data to
MDHHS for purposes of care coordination.

The electronic data system must meet all applicable State and federal
guidelines for privacy and security of protected health information
exchanged for the purposes of treatment, payment, or operations.
Contractor must ensure Local Health Departments (LHDs) and Children’s
Multidisciplinary Specialty Clinics (CMDS) that provide and coordinate
services for Enrollees in CSHCS have the ability to exchange real-time client-
level information for the purpose of care management and coordination.
Contractor must ensure PIHPs that provide behavioral health services to
Enrollees have the ability to exchange real-time client-level information for the
purpose of care management and coordination and reporting quality metrics.
Contractor must ensure that transition agencies that provide and coordinate
services for Enrollees receiving Community Transition Services have the ability
to exchange real-time client-level information for the purpose of care
management and coordination.

Contractor must ensure capacity to, at a minimum, receive admission,
discharge, and transfer (ADT) type messages or information to improve care
management and care coordination response hospital admissions and
readmissions at the plan level and within its provider network.



Contractor must ensure capabilities to collect, store, and incorporate clinical
quality information into their provider quality measurement and improvement
programs to enhance the health plan’s capacity to measure and improve the
clinical health outcomes of their members.
The proportion of their total provider network and membership used to
meet this requirement will be established by Contractor.

6. Care Coordination
6.1 General Requirements

A.

Contractor must offer Care Coordination services to all Enrollees to ensure
effective integration and coordination between providers of medical services
and supplies, behavioral health, substance use disorder and/or
intellectual/developmental disabilities (BH, SUD, and/or I/DD), pharmacy, and
LTSS.

Contractor must provide the full spectrum of integrated care following
requirements of this contract including coordinating care along the continuum
of health and wellbeing.

Contractor must utilize these principles to maintain or improve the physical
and psychosocial wellbeing of individuals through cost-effective and tailored
health solutions, incorporating all risk levels along the care continuum.
Contractor must also include an overarching emphasis on health promotion
and disease prevention and must incorporate community-based health and
wellness strategies with a strong focus on Health-Related Social Needs
(HRSN) and the Social Determinants of Health (SDoH) into its Model of Care
(MOC), creating Health Equity and supporting efforts to build more resilient
communities.

Contractor must ensure that the Enrollee has a PCP appropriate to meet their
needs.

Contractor will develop and implement a strategy that uses a combination of
assessments, referrals, administrative Claims data, etc. to help prioritize and
determine the Care Coordination needs of each Enrollee.

Contractor is required to have a comprehensive Model of Care as required at
42 CFR 422.101(f) and in accordance with CMS and MDHHS guidance
inclusive of the requirements described within this contract that has earned
approval from the National Committee of Quality Assurance (NCQA).
Contractor will focus on providing services in the most integrated and least
restrictive setting.

Contractor will have significant flexibility to use innovative care delivery
models and to provide a range of community-based services as a way to
promote independent living and alternatives to high-cost institutionally based
services.

Contractor must exhaust the use of community-based services before utilizing
institutional settings for LTSS.



L.

M.
a.
b.
c.
d.
e.

When needed, Contractor mustinclude an authorized representative familiar
with the needs, circumstances and preferences of the Enrollee when the
Enrollee is unable to participate fully in or report accurately to the ICT.
Contractor will be required to use any MDHHS-required data sharing systems
and processes to enable Care Coordination and continuity of care.

Care Coordination services will provide for:

A person-centered, outcome-based approach, consistent with Medicare
and Medicaid requirements and guidance,

The opportunity for the Enrollee to choose arrangements that support
self-determination.

Appropriate access and sharing of information, compliant with all
applicable information privacy and security rules including the Health
Insurance Portability and Accountability Act of 1996 (HIPAA);

The Enrollee’s right to determine the appropriate involvement of all Care
Team members including and not limited to providers, family members,
caregivers, and other Informal Supports in accordance with applicable
privacy standards; and

Medication Review and Reconciliation conducted at least annually, when
there is a change in condition or transition between settings, and in
alignment with CMS and HEDIS requirements.

6.2 Local Health Departments and CSHCS Coordination

A.
a.
b.
C.
d.
e.
f.
g.

B.

C.

Contractor must enter into an agreement with all Local Health Departments
(LHDs) to coordinate care for CSHCS Enrollees in Contractor’s Service Area;
the agreement must address the following topics:

Data sharing

Communication on development of Care Coordination Plans

Reporting requirements

Quality assurance coordination

Grievance and Appeal resolution

Dispute resolution and

Health Care Transition for Enrollees initiated prior to age 14 and
continuing into young adulthood, including transition readiness
assessments and family-centered plans.

Contractor must utilize an electronic data system by which Providers and
other entities can send and receive client-level information for the purpose of
care management and coordination (Section 5.6).

Contractor may share Enrollee information with Local Health Departments to
facilitate coordination of care without specific agreements.

6.3 Transition Agencies and Community Transition Services Coordination

A.

a.

Contractor must enter into an agreement with all Transition Agencies to
coordinate care for Enrollees receiving Community Transition Services in
Contractor’s Service Area; the agreement must address the following topics:
Data sharing



B.
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Communication on development of Care Coordination Plans

Reporting requirements

Quality assurance coordination

Grievance and Appeal resolution

Dispute resolution

Contractor must utilize an electronic data system by which Providers and
other entities can send and receive client-level information for the purpose of
care management and coordination (Section 5.6).

6.4 Collaboration with PIHPs

A.

Contractor must establish and maintain Coordinating Agreements with all
PIHPs in their Service Area (Coordinating PIHPs) utilizing a standardized
template provided by MDHHS that address, at a minimum, processes for
Enrollee referrals, access to and coordination of care to ensure continuity of
care for Enrollees served by both Contractor and the PIHP, Grievance and
Appealresolution, and other requirements enumerated in this section.

All Coordinating Agreements must be submitted to and approved by MDHHS.
Contractor must separately track and report all Grievances and Appeals for
Enrollees jointly served by Contractor and PIHPs.

Contractor must establish key contact personnel in each Coordinating PIHP
and ensure that each Coordinating PIHP is aware of Contractor’s personnel for
ongoing Contractor-PIHP communication and coordination.

Contractor must maintain an electronic bidirectional exchange of information
with each Coordinating PIHP.

Contractor must, in Collaboration with Coordinating PIHPs, update the
Coordinating Agreement at least annually to incorporate any necessary
modifications or remedies to improve continuity of care, care management,
and the provision of health care services.

Grievances and Appeals. Contractor must separately track and report all
Grievances and Appeals for Enrollees jointly served by Contractor and PIHPs.

6.5 Integrated Care Team (ICT)

A.

Every Enrollee must have access to and input in the development of an
Integrated Care Team (ICT) to ensure the integration of the Enrollee’s medical,
behavioral health, psychosocial care, HRSN, food security, and LTSS. If an
Enrollee is unable to be reached or unwilling to participate in the creation of an
ICT, then Contractor will demonstrate via documentation attempts to engage
with the Enrollee to participate in the ICT.

Attempts to engage the Enrollee must be on different days of the week and at
different times during the day, including times outside of standard work hours.
Contact attempts must be made using different communication mechanisms
including and not limited to telephonic outreach, written and mailed
communication materials, home visits, or Enrollee portal notifications for
Enrollee who have created portal accounts.



The ICT will be person-centered, built on the Enrollee’s specific preferences
and needs, and deliver services with transparency, individualization,
accessibility, respect, linguistic and Cultural Competence, and dignity.

The ICT will honor the Enrollee’s choice about their level of participation. This
choice will be revisited periodically by the HIDE SNP Care Coordinator as it
may change.

6.6 Integrated Care Team Members

A.
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The HIDE SNP Care Coordinator will lead the ICT. It will be the responsibility of
the HIDE SNP Care Coordinator to set and lead ICT meetings as well as
facilitate communication among ICT members in accordance with
Contractor’s NCQA-approved Model of Care.

Representatives from entities other than the HIDE SNP that provide services
and supports to the Enrollee, when applicable, will be members of ICTs as
determined by the enrollee to encourage communication and collaboration
between HIDE SNPs and other providers.

Membership will include the Enrollee and the Enrollee’s chosen allies
including HIDE SNP Care Coordinator, and PCP. Additional membership on
the ICT may vary, depending on the changing needs of the Enrollee.

PCPs may designate a licensed medical professional on their staff who has
personal knowledge of the Enrollee’s condition(s) and health care needs, to
provide input in place of the PCP.

The ICT may also include the following persons as needed and available:
Family caregivers and natural supports;

Primary care nurse care manager;

Specialty providers;

Personal care providers;

Hospital discharge planner;

Nursing Facility representative;

and others as appropriate.

6.7 Integrated Care Team Responsibilities

A.

a.

The role of ICT is to work collaboratively with the Enrollee and other team
members. The HIDE SNP Care Coordinator is responsible to assure the
completion of these tasks. ICT members will:

Ensure the Individualized Care Plan (ICP) is developed, implemented,
and revised according to the Person-Centered Planning Process and the
Enrollee’s stated goals including making whatever accommodations are
appropriate for individuals whose disabilities create obstacles to full
participation with the ICT;

Participate in the Person-Centered Planning Process at the Enrollee’s
discretion to develop the ICP;

Collaborate with other ICT members to ensure the Person-Centered
Planning Process is maintained;

Assist the Enrollee in meeting his/her goals;
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Monitor and ensure that their part of the ICP is implemented in order to
meet the Enrollee’s goals;

Ensure the Enrollee’s record is updated as needed pertinent to the ICT
member’s role on the ICT;

Review assessment, test results and other pertinent information;
Address transitions of care when a change between care settings occurs;
Ensure continuity of care requirements are met; and

Monitor for issues related to quality of care and quality of life.

The operations of ICTs will vary depending on the needs and preferences of the
Enrollee.
a.

An Enrollee with extensive service needs may warrant periodic meetings
with input from all ICT members.

An Enrollee with less intense needs may warrant fewer meetings with
selected members of the ICT.

The HIDE SNP Care Coordinator is responsible for facilitating
communication among the ICT members.

Itis the responsibility of the HIDE SNP Care Coordinator to share an update
regarding the outcome of each ICT meeting available to ICT members within
fourteen (14) calendar days.

The ICT will adhere to an Enrollee’s determination about the appropriate
involvement of their medical providers and caregivers, according to HIPAA
and, for individuals in substance use disorder treatment, C.F.R. 42, Part 2, and
Michigan Public Act 129 of 2014, and Michigan Policy Bulletin MSA 18-44 of

2018

6.8 HIDE SNP Care Coordinators
HIDE SNP Care Coordinator Qualifications
a.

A.

Vi.

Vii.
viii.

HIDE SNP Care Coordinators must have the experience, qualifications
and training, including MDHHS-required training, appropriate to the
needs of the Enrollee, and Contractor must establish policies for
appropriate assignment of HIDE SNP Care Coordinators.
HIDE SNP Care Coordinators must be culturally competent and have
knowledge of:

physical health,

aging and loss,

appropriate support services in the community,

LTSS including State plan personal care, nursing facility, and HCBS

options

The HIDE SNP Care Coordinator must have knowledge of the

Medicaid Provider Manual, as well as current MDHHS and Federal

requirements related to care coordination.

frequently used medications and their potential negative side-

effects,

depression,

challenging behaviors,



B.

a.

Xi.
Xii.
xiii.
Xiv.

XV.
XVi.

XVii.
Xviii.

XiX.
XX.
XXi.

XXii.

Alzheimer’s disease and other disease-related dementias,
behavioral health,

substance use disorder,

physical and developmental disabilities,

issues related to accessing and using durable medical equipment
as appropriate,

Social Determinants of Health

Health Related Social Needs,

Health Equity,

Health Disparities,

available community services and public benefits,

the long- term care ombudsman program

the HIDE SNP ombudsman program,

quality ratings, as applicable, and information about available
options such as nursing facilities, Adult Foster Care, Home for the
Aged, and other residential settings.

applicable legal non-discrimination requirements such as the ADA,
person-centered planning, cultural competency, and elder abuse
and neglect.

The HIDE SNP Care Coordinator must be either a Michigan:

Vi.
Vii.
viii.

Licensed registered nurse;

Licensed nurse practitioner;

Licensed physician’s assistant;

Licensed Bachelor’s prepared social worker;
Limited license Master’s prepared social worker;
Licensed Master’s prepared social worker;
Limited license Bachelor’s prepared Social worker;
or Clinical Nurse Specialist.

HIDE SNP Care Coordinator Training
Contractor must develop and implement a comprehensive training
program for Care Coordination staff including trainings required by
Federal rules, Model of Care requirements, and MDHHS directed topic
areas

Vii.
viii.

Contractor must submit training modules, schedules, and evidence
of staff development meetings including attendee lists to MDHHS
upon request.

Contractor must ensure Care Coordinators receive a training in
each of the following areas:

Person-Centered Planning

Introduction to HIDE SNP

Assessments

Care Coordination

Critical Incidents

Advance Directives



C.

ix. Cultural Competency

X. Disability Awareness

Xi. Self-Determination

xii. BH Consent

Xiii. Emergency Preparedness For Enrollees with Disability and

Functional Needs
Contractor will participate, train, and report on any training required or
offered by MDHHS or its designee. Contractor must comply with any
frequency requirements established by MDHHS related to required
training topics.

HIDE SNP Care Coordinator Responsibilities
a.

The HIDE SNP Care Coordinator will be responsible for Care
Coordination for each Enrollee.
The Enrollee must be provided information on how to contact their Care
Coordinator.
The HIDE SNP Care Coordinator will:
conduct the Health Risk Assessment,
assure the Person-Centered Planning Process is complete,
prepare the Individualized Care Plan,
coordinate care transitions,
and lead the ICT.
The HIDE SNP Care Coordinator will be responsible for the following
activities, which may not be delegated to other individuals unless
specified.
For activities that may be delegated, the HIDE SNP Care Coordinator
must supervise the activity and be informed of the activity for the
purpose of member and provider communications, including ICT
discussions. Activities include:
Support an ongoing Person-Centered Planning Process;
Assess clinical risk and needs including HRSN and the impact of
SDoH by conducting an assessment process that includes a Health
Risk Assessment and completion of or referral for additional
assessments (as appropriate);
Facilitate timely access to all Medicare- and Medicaid-covered
services including, but not limited to, primary care, specialty care,
LTSS, BH, SUD, and I/DD services, medications, and other health
services needed by the Enrollee, including referrals to address any
physical or cognitive barriers or referrals to the PIHP (scheduling
appointments or transportation may be delegated);
Make referrals to address any physical or cognitive barriers or
referrals to the PIHP;
Create and maintain an electronic Enrollee health record for each
Enrollee to manage communication and information regarding
referrals, transitions, and care delivery;



Vi.

Vii.

viii.

Xi.

Xii.

Xiii.

Xiv.
XV.

XVi.

XVii.

XViii.

XiX.

Facilitate communication among the Enrollee’s providers through
the use of the Care Coordination Platform and other methods of
communication including secure e-mail, fax, telephone, and written
correspondence (may be delegated);

Ensure that the ICT is notified of the Enrollee’s hospitalization
(psychiatric or acute), and coordinate a discharge plan if
applicable;

Facilitate face-to-face and in-person meetings, conference calls,
and other activities of the ICT as needed or requested by the
Enrollee;

Facilitate direct communication between the provider and the
Enrollee or the Enrollee’s authorized representative and/or family or
informal supports as appropriate (may be delegated);

Facilitate Enrollee and family education;

Coordinate and communicate, as applicable, with First Tier
Downstream and Related Entities (FDR) and other external entities
that provide services and supports to the Enrollee to ensure timely,
non-duplicative supports and services are provided;

Develop, with the Enrollee and ICT, following the Person-Centered
Planning Process, an ICP specific to individual needs and
preferences, and monitor and update the ICP at least annually or
following a significant change in needs or other factors;

Facilitate referrals to community resources (e.g. housing, food,
energy assistance programs) to meet ICP goals (may be delegated);
Perform ongoing Care Coordination;

Monitor the implementation of the ICP with the Enrollee, including
facilitating the Enrollee’s evaluation of the process, progress and
outcomes and identifying barriers and facilitate problem resolution
and follow-up;

Advocate with or on behalf of the Enrollee as needed, to ensure
successful implementation of the ICP;

Support transitions in care when the Enrollee moves between care
settings including:

The HIDE SNP Care Coordinator will contact the Enrollee once
notified of an emergency room visit to review discharge orders,
schedule follow-up appoints, review any medication changes, and
evaluate the need for revising the ICP to include additional supports
and services to remain in or return to the community.

The HIDE SNP Care Coordinator will ensure immediate and
continuous discharge planning, including electronic and verbal
communication with the Enrollee and ICT members following an
Enrollee’s admission to a hospital or Nursing Facility. Discharge
planning will ensure that necessary care, supports and services are
in place in the community for the Enrollee when discharged. This



XX.

XXi.

XXii.

XXiii.

XXiV.

XXV.

XXVi.

includes scheduling an outpatient appointment, ensuring the
Enrollee has all necessary medications or prescriptions upon
discharge, and conducting follow-up with the Enrollee and/or
caregiver.

The Care Coordinator must make every effort to ensure that HCBS
are in place upon hospital discharge to avoid unnecessary Nursing
Facility placements. The Care Coordinator must be able to arrange
for expedited assessments and other mechanisms to assure
prompt initiation of appropriate HCBS. If the Enrollee is being
discharged from a Nursing Facility or hospital, the Care Coordinator
must coordinate efforts with the Nursing Facility social worker,
discharge planner, CTS Transition Navigator when applicable, or
other staff to ensure a smooth transition.

Evaluating Section Q of the Minimum Data Set (MDS) for Enrollees
currently in a Nursing Facility and discussing options for returning
to the community, revising the ICP and transitioning the Enrollee to
the most integrated setting or making at referral to Community
Transition Services when applicable.

The HIDE SNP Care Coordinator will inform the Enrollee of their
right to live in the most integrated setting, inform the Enrollee of the
availability of services necessary to support their choices, and
record the home and community-based options and settings
considered by the Enrollee.

Engage in other activities or services needed to assist the Enrollee
in optimizing their health status, including assisting with self-
management skills or techniques; health education; referrals to
support groups, services, and advocacy agencies, as appropriate;
and other modalities to improve health status;

Assist with the timely completion of the Medicaid eligibility
redetermination process to prevent the loss of benefits (may be
delegated); and

The HIDE SNP Care Coordinator will ensure appropriate
assessments are conducted for Enrollees with identified LTSS
needs. The HIDE SNP Care Coordinator must collaborate with the
applicable PIHP coordinator or identified behavioral health
representative as defined in the Coordinating Agreement between
Contractor and the PIHP in Section 6.4.

If the Enrollee has need of LTSS, the HIDE SNP Care Coordinator
will collaborate with the Enrollee’s chosen LTSS representative(s),
as applicable, when the Enrollee has received LTSS within the last
twelve (12) months or a new Enrollee request or is identified as
having potential need for LTSS.

D. HIDE SNP Care Coordinator Assignments and Change Requests



Contractor must allow the Enrollee or their authorized representative
choice in HIDE SNP Care Coordinator.

Contractor must ensure every Enrollee has a HIDE SNP Care Coordinator
with the appropriate experience and qualifications based on the
Enrollee’s assigned risk level and individual needs (e.g., communication,
cognitive, or other barriers).

Contractor must have a process to ensure that an Enrollee or their
authorized representative is able to request a change in their HIDE SNP
Care Coordinator at any time including a process for the transition from
one HIDE SNP Care Coordinator to another.

Contractor must establish policies for appropriate assignment of HIDE
SNP Care Coordinators to align with the Enrollee’s known or expressed
cultural, religious, linguistic, and ethnic preferences by considering the
knowledge and experience of the HIDE SNP Care Coordinator.
Contractor must provide a timely written Notice to an Enrollee or their
authorized representative when there is a change in their HIDE SNP Care
Coordinator.

The Enrollee must be notified in writing within two weeks of the
reassignment of the Care Coordinator. The notification must include the
name and contact information for the new Care Coordinator. This applies
to both Enrollee (also legal representative or guardian) requested
changes and Contractor related changes.

HIDE SNP Care Coordinator Caseloads

a.

There is a mandatory limit on Care Coordinator caseloads based on a
point system:

Each low-risk Enrollee = 2 points

Each medium-risk Enrollee = 5 points

Each high-risk Enrollee = 10 points
The caseload must not exceed 600 points per Care Coordinator.
Contractor must establish processes to minimize Enrollee
reassignments as part of meeting Care Coordinator caseload limit
requirements, e.g., assigning members so that Care Coordinators are not
at or close to the maximum point limit.
This caseload limit is subject to review by MDHHS and may be modified
from time to time.
These caseload limits include unable to reach and unwilling to
participate Enrollees on Care Coordinator caseloads. Contractor must
ensure adequate staffing to meet the needs of the program and
beneficiaries without exceeding MDHHS defined ratio.
The HIDE SNP Care Coordinator must maintain contact with Enrollees at
the frequency specified in this contract, with more frequent interactions
as appropriate, based on the Enrollee’s needs.
If Contractor is unable to comply with Care Coordinator caseload ratio
requirements due to constraints posed by being located in a Region with



a County thatis classified as Rural or CEAC by CMS, it may make a
request for a rural exception. Requests for rural exceptions must be
submitted to Contractor’s contract manager and must include, at
minimum, the following information:

Overview of compliance Issue

Barriers keeping Contractor from compliance

Steps taken to attempt to come into compliance

Steps taken to mitigate effects of noncompliance on member
MDHHS will consider requests for rural exceptions and determine
flexibilities allowed on a case-by-case basis.
Contractor must regularly monitor and report Care Coordinator caseload
data in accordance with MDHHS requirements.

F. Requirements for HIDE SNP Care Coordinators Who Serve Enrollees with
HCBS Needs

a.

In addition to meeting the basic Care Coordinator qualifications
described in Section 6.8A. Care Coordinator serving Enrollees with HCBS
needs must:
Have knowledge of HCBS including familiarity with current CMS
HCBS regulations.
Be familiar with the HIDE SNP waiver services and 1915c¢
application requirements;
Be familiar with Self-Determination including how to implement
self-directed service arrangements

iv. Be familiar with HCBS settings requirements and processes to
ensure compliance with requirements as detailed in the HIDE SNP
1915c waiver application and HIDE SNP Chapter of the Michigan
Medicaid Provider Manual;

V. Be able to provide information regarding the quality ratings and
licensure status, if applicable, of available residential options;

Vi. Be knowledgeable about risk factors and indicators of and
resources to respond to and report abuse, neglect, exploitation,
serious reportable events, and other critical incidents;

vii. Have experience conducting LTSS needs assessments.

viii. Have familiarity with the Nursing Facility Level of Care
Determination (LOCD)

ix. Must be knowledgeable about eligibility requirements for the HIDE
SNP HCBS waiver

X. Must be knowledgeable about the processes for HIDE SNP HCBS

waiver enrollment and disenrollment as detailed in the HIDE SNP
Chapter of the Michigan Medicaid Provider Manual.

G. HCBS Care Coordination Contractor Responsibilities:

a.

Contractor will be responsible to provide, directly or contractually, the
following HCBS Care Coordination services:
Support an ongoing Person-Centered Planning Process;



ii. Assist the Enrollee to take a lead role in the Person-Centered
Planning Process;

iii. Provide information to the Enrollee and ICT;

iv. Communicate and collaborate with the PIHP, CMSHP, or other BH
providers as appropriate, when BH, SUD, or I/DD needs are
identified in the HRA;

V. Participate in the assessment process as needed, including
conducting the HRA specific to the Enrollee’s needs;

Vi. Participate on the Enrollee’s ICT,;

Vii. Assist in the development, with the Enrollee and the ICT, of an ICP;

viii. Ensure optimal utilization of information and community supports;

iX. Arrange services as identified in the ICP;

X. Update the Enrollee health record with current Enrollee status

information to manage communication and information flow
regarding referrals, transitions, and care delivery;

Xi. Monitor service implementation, service outcomes, and the
Enrollee’s satisfaction;
Xii. Assist the Enrollee during transitions between care settings,
including full consideration of all options; and
Xiii. Advocate for the Enrollee and support self-advocacy by the
Enrollee.
b. Contractor must ensure individuals contracted to conduct the Care

Coordination activities in Section 6.1 meet the qualifications in Section
6.8A of this contract.

C. If HCBS Care Coordination activities in Section 6.1 of this contract are
sub-contracted, the sub-contracted care coordination activities must
supplement and not supplant the role of the HIDE SNP Care Coordinator.

6.9 Coordination Tools

A. Contractor will employ a care coordination platform, supported by web-based
technology, that allows secure access to information and enables all
Enrollees and members of the ICT to use and (where appropriate) update
information.

B. Contractor will be required to share information with enrollees, providers
(including LTSS and BH providers), and other Contractors as appropriate
through its care coordination platform.

C. To minimize the duplicate data entry burden on providers that have already
invested in certified electronic health records and who have or will soon
achieve meaningful use stage one, two, or three compliance, Contractor will
also support automated electronic data exchange from providers using the
Office of the National Coordinator (ONC) compliant protocols and formats.

D. Contractor’s care coordination platform will:

a. Manage communication and information flow regarding referrals, care
transitions, and care delivery;



b. Facilitate timely and thorough coordination and communication among
Contractor, the primary care provider, and other providers; and
c. Provide prior authorization information for services.
E. The approved electronic care coordination platform will generate and
maintain an Electronic/enrollee Health Record including:

a. Current integrated condition list;

b. Contact information for the HIDE SNP Care Coordinator and ICT
members;

c. Current medications list;

d. The date of service and the name of the provider for the most recently
provided services;

e. Historical and current utilization and Claims information;

f. Historic Medicaid and Medicare utilization data provided by MDHHS,
CMS, and other sources;

g. Health Risk Assessments, Additional Assessments, and Reassessments;

h. Service outcomes, including specialty provider reports, lab results, and
emergency room visits;

i ICP; and

j- Notes and correspondence across provider settings.

F.  The care coordination platform will allow HIDE SNP Care Coordinators, and
providers to post key updates and notify ICT members.

G. Contractor will maintain the care coordination platform and address
technological issues as they arise.

H. Contractoris responsible for granting and monitoring access to appropriate
ICT members.

l. Contractor will provide ICPs and other items in the enrollee health record in
paper format to the Enrollee upon request.

J. Contractor will verify the accuracy of the enrollee health record and amend or
correct inaccuracies. Corrections or amendments must be dated and
attributed to the person making the change.

K.  Contractor will have a mechanism to alert ICT members of emergency
department use or inpatient admissions using the electronic care
coordination platform or other methods such as telephonic notification.

6.10 Health Promotion and Wellness Activities

A. Contractor must provide a range of health promotion and wellness
informational activities for Enrollees, their family members, and other informal
caregivers.

B. Thefocus and content of this information must be relevant to the specific
health status needs, including HSRN as well as the common risk factors and
SDoH that impact the Medicare- Medicaid population.

C. Health promotion and disease prevention services must be offered in a
manner that is informed by the life experiences, personal preferences,
desires, and cultures of the target population.



Contractors must ensure Enrollees have access to evidence-based/best
practices educational and wellness programs.

Interpreter services must be available for Enrollees who are not proficient in
English.

Examples of health promotion and wellness topics include, but are not limited
to, the following:

o 0 oo

Chronic condition self-management;

Smoking cessation;

Nutrition;

and Prevention and treatment of alcohol and substance use.

6.11 Enrollee Stratification, Assessments, and Individualized Care Plan (ICP)
General Requirements
a.

A.

Contractor will develop and implement a strategy that uses a
combination of initial screenings, assessments, referrals, administrative
Claims data, etc. to help prioritize and determine the level of Care
Coordination needed by each Enrollee.

Contractor may also choose to use existing predictive modeling software

to support the stratification process but will not be required to do so.

Within fifteen (15) calendar days of Enrollment, Contractor must review

all available program level data and utilization data to assign initial risk

stratification to prioritize outreach and to determine the need for in-
person assessments and care coordination activities.

Initial and ongoing stratification decisions must be based on all available

program level data, utilization data, and assessment data including and

not limited to enrollee demographics, physical, behavioral, LTSS, and
other medical conditions, functional status, care patterns, resource
utilization data, SDoH, HRSN, food security, and the Enrollee’s risk for
long term care institutionalization or avoidable hospitalization.

The following populations are automatically stratified as high risk:
Enrollees receiving services in the Habilitation Supports Waiver;
Enrollees receiving services in the HIDE SNP HCBS waiver;
Enrollees transitioning to Contractor from the Ml Choice waiver;

Enrollees transitioning to Contractor from PACE;

V. Enrollees who are within their first ninety (90) days in Contractor
after transitioning from Home Help;

Vi. Enrollees who are transitioning from a nursing facility to the
community;

vii. Enrollees who are receiving personal care services and meet
NFLOCD but are not enrolled in the HIDE SNP HCBS waiver;

viii. Enrollees with unmet needs due to low or no access to needed
resources such as caregiver support, housing, food, transportation,
and shelter;

ix. Enrollees who have had five (5) or more hospitalizations in the last

12 months related to uncontrolled conditions;



B.

Xi.

Xii.

Enrollees who have had six (6) or more emergency department
visits within the last 12 months; and

Enrollees who had a hospitalization or emergency department visit
with a primary diagnosis related to behavioral health within the last
12 months, until the condition(s) has stabilized.

Contractor will determine the parameters and definitions for other
Enrollees defined as high risk as well as definitions for low or
moderate risk Enrollees.

Health Risk Assessments (HRAs)
a.

Each Enrollee must receive, and be an active participant in, a timely HRA
of medical, behavioral health, psychosocial, SDoH, HRSN, and LTSS
needs completed by the HIDE SNP Care Coordinator, using the
standardized Health Risk Assessment Tool (HRAT) required by MDHHS,
unless one of the following circumstances applies:

An Enrollee may choose to decline an assessment. Should that

occur, Contractor will honor and document the Enrollee’s decision.
In instances where Enrollees are unable to be reached for ongoing
assessments, the plan will need to leverage available information (e.g.
MDHHS 270/271 process, 834s, the beneficiary, CMS, other sources,
etc.) to conduct outreach and document attempts. Contractor must
attempt to reach the Enrollee at least three times within the first ninety
(90) days of enrollment.

Contractor must continue to attempt to contact Enrollees who were

classified as unable to reach after the first ninety (90) days of

Enrollment.

One contact attempt must be made at least monthly after the first

ninety (90) days. The contact attempts must be informed by claims

data analysis and regular coordination with providers and First Tier,

Downstream, and Related Entities, which must also be conducted

monthly.

Telephonic outreach attempts must be on different days of the

week and at different times during the day, including times outside

of standard work hours.

Contact attempts must be made using different communication

mechanisms including and not limited to telephonic outreach,

written and mailed communication materials, home visits, or

Enrollee portal notifications for Enrollees who have created portal

accounts.

Outreach attempts must be documented in the Enrollee’s record.
Contractors must use community resources where possible to identify
and engage Enrollees.

The HIDE SNP Care Coordinator will identify, through the HRA, Enrollees
who may require institutional level of care and Enrollees with BH, SUD,
and |I/DD needs.



The HIDE SNP will utilize the DSM-5 screening tool within the HRA
to identify individuals with BH, SUD, and/or I/DD needs.
When the results of the screening indicate a need for further follow-
up the HIDE SNP must make a referral to the PIHP within 5 days of
identifying the need.
If an Enrollee refuses a referral to the PIHP for additional evaluation,
the HIDE SNP must document this in the enrollee health record.
Contractor must assist the Enrollee to remove barriers to the Enrollee’s
correct utilization of services and make the appropriate referrals to
behavioral health and substance use disorder providers when
appropriate.
Contractor will perform the Health Risk Assessment using the
standardized Health Risk Assessment Tool (HRAT) provided by MDHHS
to assess each Enrollee’s current health, welfare, functional needs,
SDoH impacts, HRSN, quality of life, strengths, supports, and risks
Contractor may include additional MDHHS-approved questions and
domains as appropriate.
Contractor will coordinate with the PCP to ensure that Enrollees with
complex medical needs identified in the HRA have further follow-up
relevant to these needs.
The HRA will be completed by the HIDE SNP Care Coordinator
employed or contracted with Contractor who is accountable for
providing Care Coordination services.
Contractor retains responsibility and accountability for utilization
management functions, Appeals, and approval of services.
The Care Coordinator role cannot be delegated through contract or
other means to Long Term Supports and Services providers who are
otherwise responsible for providing services to Enrollees, such as
nursing facilities.
Contractor will invite the appropriate representative from the PIHP, or
entity providing LTSS, or Nursing Facility staff as appropriate to
participate in conducting the Health Risk Assessment if the Enrollee has
been active in the PIHP or LTSS system during the previous twelve (12)
months oris currently residing in a Nursing Facility.
Family members or other individuals may also be included in the
HRA process to the extent desired by the Enrollee.
Contractor is encouraged to conduct all assessments in-person and
must conduct the HRA in-person for those Enrollees with immediate
needs or stratified as high risk.
Contractor will use the results of the HRA to confirm the appropriate
acuity or risk stratification level for Enrollee Care Coordination
assignments and to determine the need for an Additional Assessment as
referenced in Section 6.11D below.



C.

The HRA and Additional Assessments, if applicable, will be used to
develop the ICP.
Contractor will make referrals to PIHPs according to the process
identified in its MDHHS-approved Coordinating Agreements for Enrollees
identified as having BH, SUD, and/or I/DD needs.
Contractor will not refer Enrollees to PIHPs who are residing in a Nursing
Facility at the time of the HRAT completion, who are identified with BH,
SUD and/or I/DD needs, and are receiving services through the OBRA
PASRR program.
If unmet needs are identified for this population, Contractor will
coordinate needed care and service with the Nursing Facility staff
and the local CMHSP responsible for the PASRR program and
behavioral health service delivery to Enrollees in the Nursing
Facility.
The Enrollee will continue to receive any services in any existing
care/service plan prior to completion of the HRA
Contractor will adhere to all transition requirements for services in
order to ensure continuity of care as described in Section 6.12
Health Risk Assessments will be documented in the enrollee health
record and results used in the development of the ICP.

Timing of Health Risk Assessments
a.
b.

HRAs will be completed within ninety (90) calendar days of Enrollment.
Enrollees identified with immediate needs or as having high risk must
have HRAs completed earlier than ninety (90) calendar days from
Enrollment, as appropriate.
The HIDE SNP Care Coordinator is responsible for assuring completion of
further assessment for Enrollees with medically complex conditions.
Contractor is prohibited from completing HRAs by mail. Contractor may
mail HRAs only with prior approval from MDHHS.
The HIDE SNP Care Coordinator is encouraged to conduct the Health
Risk Assessment in person. Enrollees identified with immediate needs or
as having high risk will have assessments completed in person.
Contractor must ensure that a Reassessment and an ICP update are
performed:
At least every twelve (12) months after the HRA completion date;
When there is a change in the Enrollee’s health status or needs; or
As requested by the Enrollee, their caregiver or authorized
representative, or their provider if they feel there has been a
functional/health change.
Contractor will analyze utilization data of all Enrollees monthly to identify
acuity and risk level changes. Reassessments will be completed when
utilization data indicates a significant change in the enrollee’s acuity and
risk status. ICP and interventions will be updated and documented in the
enrollee health record.



h. Contractor must identify Enrollees through referrals, transition
information, service authorizations, alerts, memos, assessment results,
and from families, caregivers, providers, community organizations and
Contractor personnel.

i Contractor must notify PCPs of Enrollment of any Enrollee who has not
completed an HRA within the time period set forth above and whom
Contractor has been unable to contact. Contractor must encourage
PCPs to conduct outreach to these Enrollees and to schedule visits.

j. Contractor must collaborate with clinics, hospitals, or Urgent Care
centers to identify Enrollee contact information for Enrollees Contractor
has not been able to contact.

D. Additional Assessments

a. Additional Assessments will be conducted by appropriately trained and
knowledgeable licensed health professionals who have experience
working with individuals who have HCBS, or LTSS service needs. The
licensed health professional is not required to meet Care Coordinator
credentials or other specified credentials unless indicated otherwise in
this section.

b. Any Additional Assessment that may have been completed prior to
Enrollment by appropriately trained and licensed health professionals
may be adopted if it is not past the Reassessment date. The Additional
Assessment must be reviewed to determine if it is complete, accurate
and appropriate for the Enrollee’s current status.

C. Adoption of Additional Assessments completed by appropriately trained
and licensed health professionals utilizing other assessment tools which
are not past the Reassessment date is allowed as long as the
assessment addresses the same domains identified in the
corresponding required Additional Assessment.

d. Additional Assessments will be conducted in person, as soon as the
Enrollee’s condition warrants and no later than twenty (20) calendar days
from the date the need for an assessment was identified by Contractor,
unless a different timeframe is identified in this section.

i. If an individual or entity external to Contractor will conduct the
additional assessment(s) Contractor must make a referral to the
individual or entity within five (5) business days from the date the
need for an assessment was identified by Contractor.

e. Additional Assessments will be documented in the enrollee health
record and results used in the development of the ICP.

f. Contractor will ensure that the following Additional Assessments are
conducted as appropriate for Enrollees based on needs identified during
the HRA.

i InterRAl home care assessment (interRAI HC/iHC) for Enrollees
needing waiver services (interRAI HC data must be electronically
transmitted to the State as directed by MDHHS).



iv.

The Personal Care Assessment for Enrollees demonstrating ADL
needs identified in the HRA, Enrollees transitioning from the Home
Help program, Enrollees with personal care flag in
CareConnect360, Enrollees with identified personal care need in
other MDHHS data exchange, or Enrollees with a history of personal
care services from another HIDE SNP.

Nursing Facility Level of Care Determination for Enrollees
demonstrating Nursing Facility level of care needs, including HCBS
waiver service needs identified during the HRA to determine
eligibility for those services as well as Medicaid Nursing Facility
services.

Other assessments as may be approved by MDHHS.

InterRAI HC

InterRAI HC assessment data must be electronically submitted to
MDHHS as directed for purposes including but not limited to the passive
LOCD redetermination process detailed in the Nursing Facility Level of
Care Determination Chapter of the Michigan Medicaid Provider Manual.

Personal Care Assessment

E.
a.
F.
a.
b.
c.
d.
e.
G.

The Personal Care Assessment will be conducted, as necessary, to
determine eligibility for State Plan Personal Care Services.

MDHHS will provide Contractor with the Personal Care Assessment tool
specifications to determine time and task for the Enrollee.

Contractor will adopt any existing assessment tool and the time and task
determined by that tool for an Enrollee transitioning from the Home Help
program or another HIDE SNP.

MDHHS will make available the time, task, and provider details through
CareConnect360 or other data exchange.

Contractor must comply with supplemental guidance related to Personal
Care Services and the Personal Care Assessment located in the HIDE
SNP Chapter of the Michigan Medicaid Provider Manual.

Michigan Medicaid Nursing Facility Level of Care Determination
a.

In order to determine eligibility for HCBS waiver or Medicaid Nursing
Facility Services Contractor will ensure that the LOCD tool is conducted
as necessary for Enrollees demonstrating Nursing Facility level of care
needs identified in the HRA, for those Enrollees residing in a nursing
facility at the time of enrollment, and for those Enrollees enrolled on the
HIDE SNP HCBS waiver.
The entity completing the tool will record the findings in CHAMPS
for MDHHS to make final eligibility determinations and authorize
appropriate Tier assignment and Contractor Capitation Payment.
Final eligibility determinations for LOCD will be completed by
MDHHS, or by an independent contracted entity, as directed by
MDHHS.



b.

C.

H.

a.

a.

Contractor must ensure compliance with the requirements for persons
authorized to conduct the LOCD located in the Nursing Facility Level of
Care Determination Chapter of the Michigan Medicaid Provider Manual

i. A randomly selected sample of LOCDs will be reviewed by MDHHS
or its designee through a verification review (LOCD-VR) to
determine if the LOCD was conducted properly according to policy
and resulted in the correct determination of eligibility.

ii. The entity that conducted the LOCD is required to submit all
relevant documentation used to support the LOCD in a timeframe
and manner directed by MDHHS.

iii. MDHHS or its designee will review every HIDE SNP LOCD door 0
(does not meet criteria for doors 1-8), make the determination of
eligibility and issue an Adverse Benefit Determination Notice and
appealrights to Enrollee as applicable.

iv. If an Administrative Appeals Hearing is required, the HIDE SNP will
be notified and required to participate as a witness.

Contractor must ensure compliance with supplemental guidance related

to LOCD located in the HIDE SNP and Nursing Facility Level of Care

Determination Chapters of the Michigan Medicaid Provider Manual.
Timing of the LOCD tool

The LOCD must be conducted before the provider is eligible for Medicaid

reimbursement for services rendered to the beneficiary.

i. The LOCD must be conducted prior to or on the day of NF
admission or HCBS waiver enrollment.

ii. If the enrollee resided in a nursing facility at the time of enrollment
or initial HRA, an existing LOCD may be adopted. The D-SNP must
ensure that the existing LOCD reflects the enrollee’s present
condition. If the existing LOCD does not reflect the Enrollee’s
present condition, the D-SNP must ensure a new LOCD is
conducted. The Freedom Of Choice (FOC) form must be completed
when adopting an LOCD if there is a change in program/provider/or
a new admission/enrollment.

Reassessments

Contractor is responsible for ensuring that an annual Reassessment for
each Enrollee (including analysis of medical, LTSS, BH, and I/DD
utilization data) is completed within twelve (12) months of the last Health
Risk Assessment.

If prior to the annual Reassessment, the Enrollee experiences a major
change impacting health status, Contractor is required to reassess the
Enrollee and review and revise the ICP with members of the ICT as
needed.

Contractor is responsible to complete a Reassessment as often as
desired by the Enrollee and update the ICP with members of the ICT as
needed.



J.

Contractor is responsible for developing a Reassessment strategy that
includes conducting State defined Reassessments as direct by MDHHS
in the HIDE D-SNP Chapter of the Michigan Medicaid Provider Manual
Contractor is encouraged to conduct all reassessments in-person and
must conduct reassessments in-person when required by MDHHS.
Additional Assessments will be repeated according to the timeframe
indicated in the HIDE Chapter of the Michigan Medicaid Provider Manual.
For Enrollees receiving Nursing Facility level of care services or 1915(c)
waiver services, the Reassessment must confirm that the Enrollee
continues to meet the Michigan Medicaid LOCD standards. If the
standards are not met, Contractor will initiate planning for transitioning
the Enrollee to more appropriate supports and services including making
a referral to the Community Transitions Services program as applicable
Reassessments will be documented in the enrollee health record and
results used in the development of the ICP.

Individualized Care Plan (ICP)
a.

The HIDE SNP Care Coordinator, the Enrollee, their family, caregiver or
authorized representative, providers, and other ICT members must
develop a comprehensive, person-centered, written ICP for each
Enrollee.

Contractor must use a standardized template for ICPs that will be
developed and approved by MDHHS and Contractor.”

Unless the Enrollee refuses, the meeting to develop the ICP will be
conducted in person at a time and location convenient to the Enrollee.

If the Enrollee refuses the ICP, at a minimum the HIDE SNP Care

Coordinator must provide their contact information to the Enrollee

and re-visit the refusal at the time of Reassessment or a change of

condition.

If the Enrollee is unable to be reached or unwilling to participate in

the ICP development, then Contractor will create an ICP using

pertinent available information.

All refusals must be documented in the enrollee health record.
Contractor must attempt to reach the Enrollee at least three (3) times
within the first ninety (90) days of Enrollment to complete ICP.

Attempts must be on different days of the week and at different

times during the day, including times outside of standard work

hours.

Contact attempts must be made using different communication

mechanisms including and not limited to telephonic outreach,

written and mailed communication materials, home visits, or

Enrollee portal notifications for Enrollee who have created portal

accounts.

Outreach attempts must be documented in the Enrollee’s record.



Contractor must complete the initial ICP within ninety (90) calendar days
of Enrollment.

Existing person-centered service plans or plans of care can be
incorporated into the ICP.

Contractor must review the adopted plan with the Enrollee to determine
if revisions are necessary to address the Enrollee’s prioritized goals and
meet the Enrollee’s needs.

Be signed by the Enrollee and the Enrollee’s assigned Care Coordinator
The ICP must be contained in the enrollee health record and shared with
the Enrollee and the ICT.

Only ICPs developed with the participation from Enrollee or Legal
Representative, as evidenced by ICP signature, will be counted toward
ICP completion Quality Measures.

ICP Monitoring

a.

Contractor will review the ICP with the Enrollee to ensure it continues to
meet the Enrollee’s needs and is updated accordingly.
Refusals to participate in the ICP review and the reason for the refusal
must be documented in the enrollee's health record.
Contractor must review ICPs of high-risk Enrollees with the Enrollee at
least every thirty (30) calendar days.
For enrollees who have been designated high-risk, the HIDE SNP Care
Coordinator will complete an in-person visit with the Enrollee to review
the ICP at least quarterly.
The other monthly ICP reviews during each quarter may be
conducted as an in-person, telephonic or Face-to-face visit with the
Enrollee.
Contractor must review ICPs of moderate-risk Enrollees with the Enrollee
at least every ninety (90) calendar days.
At minimum, at least every other ICP review will be an in-person
visit with the Enrollee. The other quarterly ICP reviews may be
conducted as an in-person, telephonic or telepresence visit with
the Enrollee.
Contractor must review ICPs of low-risk Enrollees with the Enrollee at
least every one hundred and eighty (180) calendar days.
The Enrollee must be offered the opportunity for an in-person ICP
review with the HIDE SNP Care Coordinator.
If the Enrollee does not wish to have an in-person ICP review, the
HIDE SNP Care Coordinator may conduct a face-to-face or
telephonic visit with the Enrollee.
The HIDE SNP Care Coordinator will discuss with the Enrollee the
Enrollee’s options for ICP reviews (in person, telephone, face-to-
face meetings). Contractor must document these discussions in
the enrollee health record.



g.

h.

L.

Contractor must update the Enrollee’s ICP at least annually, and more
frequently if conditions warrant, or if an Enrollee requests a change.
The Individualized Care Plan must:
Focus on supporting the Enrollee to achieve personally defined
goals in the most integrated setting;
Be developed following MDHHS principles for person-centered
planning outlined in the HIDE SNP Chapter of the Michigan
Medicaid Provider Manual;
Include consideration of the Enrollee’s cultural values and the
communication needs and preferences of the Enrollee;

iv. Include the Enrollee’s preferences for care, services, and supports;

V. Include the Enrollee’s prioritized list of concerns, goals and
objectives, and strengths;

Vi. Include specific providers, supports and services including amount,
scope, and duration;

vii. Include a summary of the Enrollee’s health status;

viii. Include the plan for addressing concerns or goals and measures for
achieving the goals;

ix. Include person(s) responsible for specific interventions, monitoring,
and Reassessment;

X. Include the due date for the interventions and Reassessment; and

Xi. Include a plan to address SDoH and HRSN including food security
as necessary, identified in the Health Risk Assessment.

Xii. Be signed by the Enrollee and the Enrollee’s assigned Care

Coordinator
Contractor must comply with supplemental guidance related to ICP
content and signature requirements within the HIDE D-SNP Chapter of
the Michigan Medicaid Provider Manual.
Contractor must implement person-centered planning in accordance
with the MDHHS Person-Centered Planning Policy which can be found in
the HIDE SNP chapter of the Michigan Medicaid Provider Manual. The
person-centered planning process must include coordination of services
between settings of care which includes appropriate discharge planning
for short and long- term hospitalizations.

Self-Determination
a.

Contractor will offer Enrollees the opportunity to use arrangements that
support Self-Determination for appropriate waiver services.

Contractor will establish and submit policies and procedures to MDHHS
that develop and implement mechanisms for Enrollees to access
arrangements that support Self-Determination consistent with MDHHS
requirements and guidance.

These policies and procedures will include provisions to:



i. Inform the Enrollee of their right to use arrangements that support
Self-Determination and document the Enrollee’s decisions
regarding these arrangements;

ii. Reflect current statutory, policy and regulatory requirements
related to arrangements that support Self-Determination including
the authority to control an individual budget (with the assistance of
a fiscal intermediary) and the right to employ (hire, manage, and
when necessary terminate) workers and contracts with providers;

iii. Make personnel available to help inform, navigate, connect, and
refer the Enrollees who are using arrangements that support Self-
Determination.

M. Notification of Self- Determination Options
a. HCBS Waiver Enrollees must be informed of the option to self-direct their
own services when applicable. The Care Coordinator must ensure
Enrollees are informed of the option to self-direct their services when
their ICPs are created or updated.
b. Explanations of the Self-Determination Option must:

i Make clear that self-direction of services is voluntary, and that
Enrollees can choose the extent to which they would like to self-
direct their services;

ii. Provide the options to select self-directed supports or services; and

iii. Provide an overview of the supports and resources available to
assist Enrollees to participate to the extent desired in self-direction.

iv. Contractor must report to MDHHS on a regular basis in a format
determined by MDHHS, the number of enrollees utilizing self-
direction; and the types of services being provided in self-directed
arrangements.

6.12 Continuity of Care
A.  Service Transitions
a. Contractor must maintain an Enrollee’s current providers and amount,
scope and duration of services at the time of Enrollment. This includes
prescription drugs and providers which are not part of Contractor’s
network.
i Transition requirements vary based on the service and population,
in accordance with the requirements and timelines set forth in
Exhibits 1 and 2 below.
ii. For Enrollees receiving services from the Habilitation Supports
Waiver (HSW)and/or through the PIHP under the Michigan 1115
Behavioral Health Demonstration, the following continuity of care
requirements apply to Contractor services.

Exhibit 1 Contractor Transition Requirements for HSW and Enrollees receiving services through the
PIHP under the Michigan 1115 Behavioral Health Demonstration



Provider Type

Contractor Transition Requirement for HSW and Enrollees
Receiving services through the PIHP under the Michigan
1115 Behavioral Health Demonstration

Physician/Other Practitioners

Maintain current provider at the time of Enrollment for one
hundred and eighty (180) calendar days. (Contractor must
honor existing plans of care and prior authorizations (PAs)
until the authorization ends or one hundred and eighty (180)
calendar days from Enrollment, whichever is sooner)

DME

Must honor PAs when item has not been delivered and must
review ongoing PAs for medical necessity

Scheduled Surgeries

Must honor specified provider and PAs for surgeries
scheduled within one hundred eighty (180) calendar days of
Enrollment

Chemotherapy/ Radiation

Treatment initiated prior to Enrollment must be authorized
through the course of treatment with the specified provider

Organ, Bone Marrow,
Hematopoietic Stem Cell
Transplant

Must honor specified provider, PAs and plans of care

Dialysis Treatment

Maintain current level of service and same provider at the
time of Enrollment for one hundred eighty (180) calendar days

\Vision and Dental

Must honor PAs when an item has not been delivered

Home Health

Maintain current level of service and same provider at the
time of Enrollment for one hundred eighty (180) calendar days

State Plan Personal Care

Maintain current provider and level of services at the time of
Enrollment for one hundred eighty (180) calendar days. The
ICP must be reviewed and updated and providers secured
within one hundred eighty (180) calendar days of Enrollment.
If Contractor fails to meet this requirement the continuity of
care period must remain in place until the requirement is met.
Contractor can increase or reduce the amount of services
during the continuity of care period if a reassessment is
conducted utilizing the Personal Care Assessment and the
ICP is reviewed and updated with enrollee approval.

Exhibit 2 Contractor Transition Requirements for all Other Enrollees




Transition Requirements

Contractor Transition Requirements for All Other Enrollees

Physician/Other Practitioners

Maintain current provider at the time of Enrollment for ninety
(90) calendar days. (Contractor must honor existing plans of
care and prior authorizations (PAs) until the authorization ends
or one hundred eighty (180) calendar days from Enrollment,
whichever is sooner)

DME

Must honor PAs when item has not been delivered and must
review ongoing PAs for medical necessity

Scheduled Surgeries

Must honor specified provider and PAs for surgeries scheduled
within one hundred eighty (180) calendar days of Enrollment

Chemotherapy/ Radiation

Treatment initiated prior to Enrollment must be authorized
through the course of treatment with the specified provider

Organ, Bone Marrow,
Hematopoietic Stem Cell
Transplant

Must honor specified provider, PAs and plans of care

Dialysis Treatment

Maintain current level of service and same provider at the time of
Enrollment for one hundred eighty (180) calendar days

\Vision and Dental

Must honor PAs when an item has not been delivered

Home Health

Maintain current level of service and same provider at the time of|
Enrollment for ninety (90) calendar days

Medicaid Nursing Facility
Services

Enrollee may remain at the facility through contract with
Contractor or via single case agreements or on an out-of-
network basis until the Enrollee chooses to relocate.

\Waiver Services

Maintain current providers and level of services at the time of
Enrollment for ninety (90) calendar days unless changed during
the Person- Centered Planning Process for services provided by
the HIDE D-SNP HBCS waiver.

State Plan Personal Care

Maintain current provider and level of services at the time of
Enrollment for ninety (90) calendar days. The ICP must be
reviewed and updated and providers secured within ninety (90)
calendar days of Enrollment. If Contractor fails to meet this




requirement the continuity of care period must remain in place
until the requirement is met. Contractor can increase or reduce
the amount of services during the continuity of care period if a
reassessment is conducted utilizing the Personal Care
Assessment and the ICP is reviewed and updated with enrollee
approval.

Enrollees in the Habilitation Supports Waiver will continue to receive
waiver services through the PIHP. Waiver services will not change due to
Enrollment in Contractor.

Contractor will provide the State Plan Personal Care benefit to Enrollees.

For all other Enrollees, the following continuity of care requirements

apply to Contractor services:
Contractor will provide the State Plan Personal Care benefit to
Enrollees.
During the transition period referenced in Exhibits 1 and 2, change from
the existing provider or reductions in the amount, scope and duration of
services can only occur in the following circumstances:
The Enrollee requests a change;
The provider chooses to discontinue providing services to an
Enrollee as currently allowed by Medicare or Medicaid; or
Contractor, CMS, or MDHHS identifies provider performance issues
that affect an Enrollee’s health and welfare.
As described in Exhibits 1 and 2
For individuals enrolled with the HIDE SNP, that disenroll then return to
the HIDE SNP, the HIDE SNP must allow a continuity of care period for
personal care services.
The HIDE SNP must continue services based on the personal care
services received at the time of the disenrollment.
If the beneficiary did not receive personal care services external to
the HIDE SNP during the period of HIDE SNP disenrollment, the
beneficiary can be out of the HIDE SNP for 3 months OR as long as
the personal care assessment has not expired, whichever is
longest, to receive continuity of care.
If personal care services were received external to the HIDE SNP
during the period of HIDE SNP disenrollment, the HIDE SNP must
honor the most recent amount, scope and duration of the services
received during the disenrollment unless one of the criteria
referenced in e.i-iv in this section are met.
The continuity of care period is as follows:

(a) 180 days for individuals receiving services through the PIHP
under the Michigan 1115 Behavioral Health Demonstration or
Habilitation Supports Waiver,

(b) 90 days for all other individuals.




g. Any reduction, suspension, denial or termination of previously

authorized services must trigger the required Notice under 42 C.F.R. 88§
438.404, and 422.568 which articulates the Enrollee’s right to file an
Appeal (either expedited, if warranted, or standard), the right to have
authorized service continue pending the Appeal, and the right to a fair
hearing if the plan renders an Adverse Benefit Determination (either in
whole or in part) on the Appeal.

B. Drug Transitions

a. Part D transition rules and rights will continue as provided for in current
law and regulation.
b. Contractor must provide an appropriate transition process for Enrollees

who are prescribed Part D drugs that are not on its formulary (including
drugs that are on Contractor’s formulary but require prior authorization
or step therapy under Contractor’s UM rules). This transition process
must be consistent with the requirements at 42 C.F.R. § 423.120(b)(3).

C. All non-Part D drugs, therapies, or other services existing in Medicare or
Medicaid at the time of Enrollment will be honored for ninety (90)
calendar days after Enrollment and will not be terminated at the end of
ninety (90) calendar days without advance Notice to the Enrollee and
transition to other services, if needed.

C. Provider Transitions

a. During the transition period outlined in Exhibits 1 and 2, Contractor will
allow Enrollees access to any provider seen by the Enrollee within the
previous twelve (12) months, as indicated in CareConnect360, or
reported by the Enrollee or provider, prior to transition, even if the
provider is not in Contractor’s network.

b. During the transition period, Contractor will advise Enrollees and
providers if and when they have received care that would not otherwise
be covered in-network.

c. On an ongoing basis, and as appropriate, Contractor must contact
providers who provide services to Contractor Enrollees but who are not
members of Contractor’s network to provide information on becoming
in-network providers.

d. Out-of-network Nursing Facilities must be offered Single Case
Agreements to continue to care for the Enrollee if the Nursing Facility
does not participate in Contractor’s network and the Enrollee:

i Resides in the Nursing Facility at the time of Enrollment;
ii. Has a family member or spouse that resides in the Nursing Facility;
or
iii. Requires Nursing Facility care and resides in a retirement
community that includes a Nursing Facility.
D. Transferring Care/Service Plans and Liabilities

a. Contractor must be able to accept and honor established care/service

plans provided on paper or electronically transferred from FFS, PACE,



E.

a.

another Contractor or other plan when Enrollees transition with
care/service plansin place, until the ICP is developed.

Contractor must ensure timely transfer of an ICP, HRA, and any other
data to support continuity of care to another Contractor, FFS, PACE, or
other plan when an Enrollee is disenrolling from Contractor.

If an Enrollee is receiving medical care or treatment as an inpatientin an
acute care hospital at the time coverage under this Contract is
terminated, Contractor must arrange for the continuity of care or
treatment for the current episode of illness until such medical care or
treatment has been fully transferred to a Treating Provider who has
agreed to assume responsibility for such medical care or treatment for
the remainder of that hospital episode and subsequent follow-up care.
Contractor must maintain documentation of such transfer of
responsibility of medical care or treatment.

For hospital stays that would otherwise be reimbursed under Medicare or
the Michigan Medicaid Program on a per diem basis, Contractor will be
liable for payment for any medical care or treatment provided to an
Enrollee until the effective date of disenrollment.

For hospital stays that would otherwise be reimbursed under Medicare or
the Michigan Medicaid Program on a DRG basis, Contractor will be liable
for payment for any inpatient medical care or treatment provided to an
Enrollee where the discharge date is after the effective date of
disenrollment.

Transitions Prior to the End of the Transition Period

Contractor may choose to transition the Enrollee to a network specialist
or LTSS provider before the end of the transition period only if all the
following criteria are met:

The Health Risk Assessment and Additional Assessments if applicable,
are complete;

The ICP is developed with Enrollee input and includes a transition plan to
be updated and agreed to with the new provider, as necessary; and

The Enrollee agrees to the transition and ICP prior to the expiration of the
transition period.

7. Quality Assessment and Performance Improvement Program
7.1 General Quality Requirements

A.

Contractor must deliver quality care that enables Enrollees to avoid
preventable disease, manage chronic illnesses and disabilities, and maintain
or improve health and quality of life, and that addresses SDoH and HRSN to
reduce Health Disparities experienced by different subpopulations of
Enrollees and ultimately achieve Health Equity. Quality care refers to the
following criteria:

Quality of physical health care, including primary and specialty care;
Quality of behavioral health care focused on recovery, resiliency and
rehabilitation;



Quality of LTSS focused on maximizing independence, rebalancing,
community integration, and Self-Determination;
Adequate access to and availability of primary care, behavioral health
care, pharmacy, dental, vision, hearing, transportation, specialty health
care, and LTSS providers and services; and all other services covered
under Medicaid State Plan as outlined in Medicaid Provider Manual.
Equitable distribution of care and services to Contractor’s entire
population, including members of racial/ethnic minorities, those whose
primary language is not English, rural area residents, and those with
disabilities;
Continuity and coordination of care across all care and services settings,
including transitions in care;
Seamless Enrollee and caregiver experience with and access to high
quality, person-centered, coordinated and culturally competent clinical
care and services, inclusive of LTSS across the care continuum;
Best practices with regards to disease and risk screening, assessment
and prevention;
Sufficient and capable organizational structure and staffing;
Environment and actions that promote quality of life, health, and well-
being for Enrollees; and
Effective UM that generates value for the resources spent by Enrollees,
families, and governments.
Contractor must apply the principles of continuous quality improvement (CQl)
to all aspects of Contractor’s service delivery system, including all aspects
delegated to First Tier, Downstream or Related Entities, through ongoing
analysis, evaluation and systematic enhancements based on:
Quantitative and qualitative data collection and data-driven decision-
making;
Up-to-date evidence-based practice guidelines and explicit criteria
developed by recognized sources or appropriately certified professionals
or, where evidence-based practice guidelines do not exist, consensus of
professionals in the field;
Feedback provided by Enrollees and network providers in the design,
planning, and implementation of its CQI activities; and
Issues identified by Contractor, MDHHS and/or CMS.;
If Contractor delegates any of the quality improvement activities to a
contracted First Tier, Downstream or Related Entity, Contractor must ensure
that the First Tier, Downstream or Related Entity comply with the requirements
outlined in this section.
Contractor must ensure that the quality improvement (Ql) requirements of this
Contract are applied to the delivery of primary and specialty health care
services, behavioral health services, pharmacy, dental, vision, hearing,
transportation, specialty health care, LTSS, and all other services covered
under Medicaid State Plan as outlined in Medicaid Provider Manual.



Contractor must ensure that Contractor collects and meaningfully uses
demographic and geographic data (e.g., race, ethnicity, language, disability,
sexual orientation, gender identity) to identify and address dispatrities.
Contractor must report to MDHHS demographic and geographic data
collected upon request.

7.2 QAPI Program Structure

A.
B.
a.
C.
a.
b.
c.
d.

Contractor must structure its QAPI program to meet all State and Federal
requirements and align with its Model of Care, as approved by MDHHS, CMS,
and NCQA. Required measures, reports, surveys, and QAPI initiatives must be
specific for HIDE SNP and must be reported for the HIDE SNP population only.
Contractor must maintain a well-defined QAPI organizational and program
structure that supports the application of the principles of CQIl to all aspects
of Contractor’s service delivery system.

The QAPI program must be communicated in a manner that is accessible

and understandable to internal and external individuals and entities, as

appropriate. Contractor’s QAPI organizational and program structure
must comply with all applicable provisions of 42 C.F.R. § 438, including

Subpart E, Quality Assessment and Performance Improvement QAPI

Functions and Responsibilities

Contractor must:

Establish a set of QAPI functions and responsibilities that are clearly
defined and that are proportionate to, and adequate for, the planned
number and types of QAPI initiatives and for the completion of QAPI
initiatives in a competent and timely manner;

Ensure that such QAPI functions and responsibilities are assigned to
individuals with the appropriate skill set to oversee and implement an
organization-wide, cross-functional commitment to, and application of,
CQl to all clinical and non-clinical aspects of Contractor’s service
delivery system;

Seek, document, and utilize the input of providers and medical
professionals representing the composition of Contractor’s Provider
Network in developing functions and activities;

Establish internal processes to ensure that the QAPI activities for primary
care, behavioral health care, pharmacy, dental, vision, hearing,
transportation, specialty health care, LTSS, and all other services
covered under Medicaid State Plan as outlined in Medicaid Provider
Manual, reflect utilization across the network and include all of the
activities in this Contract and, in addition, the following elements:

i. A process to utilize Healthcare Plan Effectiveness Data and
Information Set (HEDIS), Consumer Assessment of Healthcare
Providers and Services (CAHPS), the Core Set of Adult Health Care
Quality Measures for Medicaid (Adult Core Set), the Health
Outcomes Survey (HOS), and any other quality measures required



Vi.

Vii.

viii.

Xi.

to be collected and reported by MDHHS and CMS, as well as their
results, in designing QAPI activities;

A process to incorporate SDoH and HRSN into the process of
collecting and analyzing data to support reducing Health Disparities
and addressing health inequities;

A process for identifying and addressing Health Disparities in
access to healthcare and health outcomes experienced by different
populations of Enrollees, including Enrollees receiving LTSS.
Contractor must stratify measures by race, ethnicity and other
demographic factors;

A medicalrecord review process for monitoring Provider Network
compliance with policies and procedures, specifications and
appropriateness of care consistent with the utilization control
requirements of 42 C.F.R. Part 456. Such process must include the
sampling method used which must be proportionate to utilization
by service type, including LTSS. Contractor must submit its process
for medical record reviews and the results of its medical record
reviews to MDHHS annually;

A process to measure Network Providers and Enrollees, at least
annually, regarding their satisfaction with Contractor’s plan,
consistent with the requirements of this Contract and any other
CMS or MDHHS requirements. Contractor must submit the results
of the survey to MDHHS annually;

A process to address and minimize administrative burden for
Network Providers, especially LTSS providers, in the areas of
payment, prior authorization, and coordination of care;

A process to measure clinical reviewer consistency in applying
clinical criteria to UM activities using inter-rater reliability
measures;

A process to detect both underutilization and overutilization of
services

A process for including Enrollees and their families or other
representatives in Quality-related activities, as evidenced by
participation in the Enrollee Advisory Committee; and

A process to assess the quality and appropriateness of care
furnished to Enrollees using LTSS, including an assessment of care
between settings and a comparison of services and supports
received with those in the Enrollee’s Integrated Care Plan.

A process for prevention, detection and remediation of critical
incidents (consistent with assuring beneficiary health and welfare
pursuantto 42 C.F.R 88 441.302 and 441.730(a)) that are based, at a
minimum, on the requirements on the State for HCBS waiver
programs under 42 C.F.R. § 441.302(h).



e.

Xii.

Xiii.

A process to develop and implement performance improvement

goals, objectives, and activities in response to the EQR findings as

part of Contractor's Ql program.

Have in place a written description of the QAPI Program that

delineates the structure, goals, and objectives of Contractor’s QAPI

initiatives. Such description must accomplish the following:
Address all aspects of health care, including specific
references to behavioral health care and LTSS, with respect to
monitoring and improvement efforts, and integration with
physical health care;
Address the roles of the designated physician(s), behavioral
health clinician(s) and LTSS providers with respect to the QAPI
program;
Identify the resources dedicated to the QAPI program
including staff or data sources and analytic programs or IT
systems; and
Include organization-wide policies and procedures that
document processes through which Contractor ensures
clinical quality, access and availability of health care and
services, and continuity and coordination of care as
applicable to the population served and services provided by
Contractor. Such processes must include, but not be limited
to, Appeals and Grievances and UM.

Submit to MDHHS an annual QAPI Work Plan that must include the
following components or other components as directed by MDHHS

Vi.

Vii.
viii.

Planned clinical and non-clinical initiatives, including targeted
interventions designed to reduce health disparities and address
health inequities;

objectives for planned clinical and non-clinical initiatives;

short- and long-term time frames within which each clinical and
non-clinical initiative’s objectives are to be achieved;

The individual(s) responsible for each clinical and non-clinical
initiative;

Any barriers identified by Contractor, MDHHS, Enrollees, and
providers, and how those barriers are tracked and resolved over
time;

Program review process for formal evaluations that address the
impact and effectiveness of clinical and non-clinical initiatives at
least annually;

Process for correcting deficiencies.

Incorporate any statewide performance improvement objectives,
established as a result of a statewide performance improvement
project or monitoring, into the written plan for its QAPI program.



Xi.

Incorporate initiatives aimed at meeting the goals and objectives
outlined in the state's Comprehensive Quality Strategy.
Develop a process to evaluate the impact and effectiveness of QAPI
program and submit the results to MDHHS at least annually. The
evaluation of QAPI program must include but not be limited to:
Evaluation of Contractor’s performance on all quality
measures on which it is required to report as outlined in this
Contract.
Evaluation of the outcomes and trended results of each of
Contractor’s performance improvement projects.
Results of any efforts made by Contractor’s to support
community integration for Enrollees using LTSS.
Evaluation of accomplishments, compliance and/or
deficiencies in meeting the previous year’s annual QAPI Work
Plan’s goals and objectives.
Contractor must maintain a HIDE SNP Quality Improvement
Committee (QIC) for purposes of reviewing the QAPI program, its
results, and activities, and recommending changes on an ongoing
basis. HIDE SNP QIC must focus on areas relevant to HIDE SNP
model of care and populations served. The QIC must include the
following individuals:
At least one designated physician who must be a Medical
Director or Associate Medical Director, at least one
designated behavioral health clinician, and one clinical
professional with expertise in the assessment and delivery of
LTSS with substantial involvement in the QAPI program, each
with qualifications as deemed appropriate by MDHHS;
A qualified individual to serve as the full-time Quality
Improvement and Utilization Director who possesses the
training and education necessary to meet the requirements for
quality improvement and utilization review activities required
in the Contract. The Quality Improvement and Utilization
Director may be a Michigan licensed physician, Michigan
licensed registered nurse, certified professional in health care
quality, other licensed clinician as approved by MDHHS, or
other professional possessing appropriate credentials as
approved by MDHHS. This individual will be responsible for
the following:
Overseeing all QAPI activities related to Enrollees, ensuring
compliance with all such activities, and maintaining
accountability for the execution of and performance in all
such activities;
Maintaining an active role in Contractor’s overall QAPI
structure; and



(e) Ensuring the availability of staff with appropriate expertise in
all areas, as necessary for the execution of QAPI activities
including, but not limited to, the following:

Physical, dental, and behavioral health care;
Pharmacy management;
Care coordination;
Utilization management;
LTSS;

Financial;

Statistical and analytical;
Information systems;
Marketing and publications;
Enrollment; and
Operations management.

ASTIOIMOUO®>

7.3 Health Equity

A.

Collaborating with Contractor’s Care Coordination team to ensure health
equity is advanced in the context of Contractor’s population health and care
coordination initiatives for HIDE SNP program;

Actively participating in, or assigning staff to actively participate in, MDHHS’
Quality and Care Coordination Workgroup and other meetings or activities that
may be facilitated by MDHHS, or its designee, that may be attended by
representatives of MDHHS, a MDHHS contractor, Contractor, and other
entities, as appropriate; and

Serving as liaison to, and maintaining regular communication with, Michigan
QAPI representatives. Responsibilities will include, but are not limited to,
promptly responding to requests for information and/or data relevant to all
QAPI activities.

7.4 Health Information System

A.

Contractor must maintain a health information system or systems consistent
with the requirements established in the Contract and that supports all
aspects of the QAPI Program, including all aspects of Contractor’s Model of
Care. Contractor’s health information system must have the capabilities to
collect, analyze, and report quality performance data as described in 42 C.F.R.
88 438.242(a) and (b).l

7.5 QAPI Activities

A.

Contractor must engage in performance measurement and quality
improvement projects designed to achieve, through ongoing measurement
and intervention, significant improvements, sustained over time, in clinical
care and non-clinical care processes, outcomes, and Enrollee experience and
reduction of Health Disparities and health inequities.

This will include the ability to assess the quality and appropriateness of care
furnished to Enrollees with special health care needs.



Contribute, as directed by MDHHS, to processes culminating in the
development of annual or other reports by MDHHS regarding the individual
and aggregate performance of HIDE SNP program Contractors.

At MDHHS’ direction, Contractor must fully and completely participate in
statewide quality initiatives, including, but not limited to, the Comprehensive
Quality Strategy (CQS), Health Equity Projects, and Medical and Oral Health
Coordination and Integration initiatives. Contractor will be responsible to
report all required information to MDHHS within specified timelines.

7.6 Performance Measurement

A.

In addition to meeting all CMS requirements on performance measurement for
HIDE SNP plans, Contractor must perform and report the quality and
utilization measures identified by CMS and MDHHS for HIDE SNP program and
as articulated in this Contract and as outlined in Appendix E.

Contractor must adhere to reporting specifications provided annually in the
Michigan HIDE SNP Reporting Requirements Technical Specifications and
annual Reporting Requirements for HEDIS, HOS, and CAHPS Measures
memorandum;

Contribute, as directed by MDHHS, to data quality assurance processes,
including responding, in a timely manner, to data quality inadequacies
identified by MDHHS and rectifying those inadequacies, as directed by
MDHHS and

Contractor must submit HEDIS, HOS and CAHPS data and calculated rates
directly to MDHHS at the time of submission to CMS.

Contractor must submit all applicable Part C and Part D reporting sections as
articulated in the Medicare Part C Reporting Requirements and the Medicare
Part D Reporting Requirements to MDHHS upon request.

Contractor will contribute to and support, as requested by MDHHS, the
collection and reporting of state-level data such as for the Core Set of Adult
Health Care Quality Measures for Medicaid, HCBS 1915 (c) waiver
assurances, MCPAR, and other CMS and MDHHS-required measures.
Contractor must monitor other performance measures not specifically stated
in the Contract that are required by CMS or MDHHS.

Contractor must not modify the reporting specifications methodology
prescribed by CMS and MDHHS without first obtaining CMS’ and the State’s
written approval. For all standard national performance measures, Contractor
must obtain an independent validation of its findings by a recognized entity,
e.g., NCQA-certified auditor, as approved by CMS and MDHHS. MDHHS (or its
designee) will perform an independent validation of at least a sample of
Contractor’s findings.

Contractor must document and implement an internal process to validate all
performance measure data for completeness and accuracy which must
include a review of the performance measure data before submission to
MDHHS. For non-standard or state-specific measures, Contractor must
participate in measure validation activities prescribed by the State, if any.



MDHHS reserves the right to review and validate all performance measure
data for completeness and accuracy. Contractor must fully cooperate with all
MDHHS efforts to monitor Contractor’s compliance with the requirements of
performance measure data validation and comply with all MDHHS requests in
a timely manner as directed by MDHHS. Contractor must cooperate and
comply with any audit arranged for by MDHHS to determine accuracy,
truthfulness, and completeness of submitted performance measure data.
Contractor’s failure to consistently submit complete and accurate
performance measure data and participate in MDHHS performance measure
data quality activities and reviews in accordance with MDHHS standards may
impact scoring for Quality Withholds as referenced in Appendix F and subject
Contractor to MDHHS contract remedies including but not limited to monetary
Sanctions and other Sanctions, such as corrective action.

Contractor must contribute to MDHHS processes culminating in the
publication of any additional technical or other reports by MDHHS related to
the noted measures.

Contractor will incorporate any statewide performance improvement
objectives, established as a result of a statewide performance improvement
project or monitoring, into the written plan for its QAPI program.

7.7 Enrollee Experience Surveys

A

a.

Contractor must conduct Enrollee experience survey activities, as directed by
MDHHS and/or CMS, and in alignment with Contractor’s Model of Care, as
follows:

Conduct, as directed by MDHHS and CMS, an annual CAHPS survey and
add supplemental questions as determined by MDHHS using an
approved CAHPS vendor. Contractor must directly contract with an
NCQA-certified CAHPS vendor and submit the data according to the
specifications identified by CMS and established by NCQA. Annually,
Contractor must provide NCQA summary and Enrollee level data to
MDHHS. Contractor must provide an electronic copy of the final survey
analysis report to MDHHS. A hard copy must be provided to MDHHS
upon request;

Contribute, as directed by MDHHS, to the statewide administration of
consumer experience surveys for Enrollees utilizing LTSS, including but
not limited to the CAHPS Home and Community Based Services Survey;
Conduct, as directed by MDHHS, a quality of life survey, adapted for
general populations. This survey may be self-administered or
administered by a trained interviewer and results must be submitted to
MDHHS upon request;

Contractor must utilize Enrollee experience surveys results in designing
QAPI initiatives and in its broader CQI efforts.

7.8 Provider Experience Surveys



A.
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Contractor must conduct an annual Provider experience survey, as directed by
MDHHS, which addresses, at a minimum, the following topics:

Overall satisfaction with Contractor;

Ease of billing/promptness of payment;

Prior authorization process;

Referral process;

Satisfaction with Contractor’s Provider Relations Department;
Satisfaction with Contractor’s Enrollee Services;

Involvement in Contractor’s Care Coordination processes, including
participation in the ICT and collaboration in developing and
implementing ICPs; and

Complaint resolution.

If requested by MDHHS, Contractor will use a standard survey template
provided by MDHHS to facilitate comparability across the integrated
program.

Contractor will ensure that results of the Provider experience survey are
reported to MDHHS specifically for the integrated program and not
aggregated with other populations and programs.

Contractor’s Provider experience survey activities must include all types
of Network Providers, including providers of behavioral health and LTSS.
Contractor may choose to administer a separate targeted survey
specifically for LTSS providers, or to include all LTSS provider types
within its broader survey.

7.9 Performance Improvement Project (PIP) Requirements

A.

Contractor must conduct quality improvement projects that focus on clinical
and non-clinical areas including any performance improvement projects
required by MDHHS and included in Contractor’s Model of Care.

Contractor must implement and adhere to all processes relating to the PIP
requirements, as directed by MDHHS, as follows:

Collaborate with MDHHS and stakeholders to determine priority areas
for statewide performance improvement projects. The priority areas may
vary from one year to the next and will reflect the needs of the HIDE SNP
population, as defined by MDHHS;

In accordance with 42 C.F.R. 8438.330 (d), collect information and data
in accordance with PIP requirement specifications for its Enrollees using
the annual format and submission guidelines specified by MDHHS and
EQRO contractor;

Implement the PIP requirements, in a culturally competent manner, to
achieve objectives as specified by MDHHS

The PIP must be relevant to and target Contractor’s HIDE SNP
population.

Conduct an annual evaluation of the effectiveness of the intervention
included in its PIP. Plan and initiate processes to sustain achievements
and continue improvements;



7.10 External Quality Review (EQR) Activities

A.

Contractor must take all steps necessary to support the External Quality
Review Organization (EQRO) contracted by MDHHS and the QIO to conduct
EQR activities, in accordance with 42 C.F.R. § 438.358. Contractor must
participate fully and completely with all EQR-related activities as specified by
MDHHS and/or federal regulations.
Contractor must address the findings of the external review through its QAPI
program.
Contractor must develop and implement performance improvement goals,
objectives, and activities in response to the EQR findings as part of Contractor
's QAPI program.
A description of the performance improvement goals, objectives, and
activities developed and implemented in response to the EQRO findings will
be included in Contractor's QAPI program.
MDHHS may also require separate submission of an improvement plan
specific to the findings of the EQRO.
EQR activities will include, but are not limited to the following:
Annual validation of performance measures reported to MDHHS, as
directed or calculated by MDHHS;
Annual validation of provider Network Adequacy including conducting
annual Secret Shopper Surveys
Annual validation of encounter data reported by Contractor to MDHHS
Annual validation of performance improvement projects required by
MDHHS and
At least once every three (3) years, review compliance with standards set
forth in 42 CFR 8438 subpart D, the disenrollment requirements and
limitations described in 42 CFR §438.56, the enrollee rights requirements
described in 42 CFR §438.100, the emergency and post-stabilization
services requirements described in 42 CFR §438.114, and the quality
assessment and performance improvement requirements described in
42 CFR §8438.330
Contractor must take all steps necessary to support the EQRO and QIO
in conducting EQR activities including, but not limited to:
i. Designating a qualified individual to serve as project director for
each EQR activity who must, at a minimum perform the following

activities:
(a) Oversee and be accountable for compliance with all aspects
of the EQR activity;
(b) Coordinate with staff responsible for aspects of the EQRO

activity and ensure that staff respond to requests by the
EQRO, QIO, MDHHS staff in a timely manner;

(c) Serve as the liaison to the EQRO, QIO, MDHHS and answer
questions or coordinate responses to questions from the
EQRO, QIO, and MDHHS in a timely manner; and



(d) Ensure timely access to information systems, data, and other
resources, as necessary for the EQRO and/or QIO to perform
the EQR activity and as requested by the EQRO, QIO, CMS or
MDHHS.

Maintaining data and other documentation necessary for completion of
EQR activities specified above. Contractor must maintain such
documentation for a minimum of ten (10) years;

Reviewing the EQRO’s draft EQR report and offering comments and
documentation to support the correction of any factual errors or
omissions, in a timely manner, to the EQRO or MDHHS;

Participating in Contractor-specific and cross- Contractor meetings
relating to the EQR process, EQR findings, and/or EQR trainings with the
EQRO and MDHHS;

Implementing actions, as directed by MDHHS , to address
recommendations for Ql made by the EQRO or QIO, and sharing
outcomes and results of such activities with the EQRO or QIO, MDHHS,
in subsequentyears; and

Participating in any other activities deemed necessary by the EQRO

and/or QIO and approved by MDHHS.

7.11 Accreditation

A.

D.

a.

Contractor must have a Medicaid Health Plan Accreditation inclusive of the
Medicaid Module by the National Committee for Quality Assurance (NCQA)
with the LTSS Distinction.
When accreditation standards conflict with the standards set forth in the
Agreement, the Agreement prevails, unless the accreditation standard is more
stringent.
If Contractor is accredited as of the start date of the Agreement, Contractor
must maintain accreditation throughout the term of this agreement.
If Contractor is not accredited as of the start date of this Contract,
Contractor must obtain their Medicaid Health Plan Accreditation
inclusive of the Medicaid Module and the LTSS Distinction no later than
the end of the second full calendar year of operation and must maintain
accreditation for the term of this Contract.
In addition, Contractor must hold and maintain NCQA Health Equity
Accreditation in the State of Michigan.
If Contractor is not accredited as of the date of this Contract, Contractor
must obtain Health Equity Accreditation no later than the end of the
second full calendar year of operations and must maintain accreditation
for the term of this Contract.
Contractor must provide MDHHS information regarding progress in achieving
these accreditations, upon MDHHS request.
Contractor must inform MDHHS if it is nationally accredited or if it has sought
and been denied such accreditation and authorize the accrediting entity to
submit to MDHHS, at MDHHS’s direction, copy of its most recent



a.

accreditation review including the expiration date, the recommended action or
improvements, corrective action plans, and summaries of findings, if any, in
addition to the results of other quality-related external audits, if any.

Upon accreditation from NCQA, Contractor must report to MDHHS any
deficiencies noted by NCQA for any current accreditation or distinction
within thirty (30) calendar days of being notified of the deficiencies, or on
the earliest date permitted by NCQA, whichever is earliest.

7.12 QI for Utilization Management Activities

A.

B.

C.
a.
b.
c.
d.
e.

D.
a.
c.

E.

Contractor must utilize Ql to ensure that it maintains a well-structured UM
program that supports the application of fair, impartial and consistent UM
determinations.

The UM activities of Contractor must be integrated with Contractor’s QAPI
program.

The QI activities for the UM program must include, at a minimum, the
following:

Written policies with review decision criteria and procedures that
conform to managed health care industry standards and processes and
comply with all relevant federal and State laws and regulations;

A formal Utilization Review Committee directed by Contractor’s Medical
Director to oversee the utilization review process;

Sufficient resources to regularly review the effectiveness of the utilization
review process and to make changes to the process as needed; and

An annual review and reporting of utilization review activities, and
outcomes and interventions from the review.

A process to detect both underutilization and overutilization of services
Contractor must establish and use a written prior approval policy and
procedure for UM purposes.

Contractor may not use such policies and procedures to avoid providing
Medically Necessary Services within the coverage established under the
Contract.

The policy must ensure that the review criteria for authorization
decisions are applied consistently and require that the reviewer consult
with the requesting Provider when appropriate.

The policy must also require that UM decisions be made by a health care
professional who has appropriate clinical expertise regarding the service
under review.

Contractor must ensure that compensation to the individuals or First Tier,
Downstream, or Related Entity that conduct UM activities is not structured so
as to provide incentives for the individual or First Tier, Downstream, or Related
Entity to deny, limit, or discontinue Medically Necessary Services to any
Enrollee.

7.13 Clinical Practice Guidelines



A.

a.

Contractor must adopt, disseminate, and monitor the use of clinical practice
guidelines relevant to Enrollees that include the following:

Are based on current, valid, and reliable clinical evidence or a consensus
of health care professionals or professionals with expertise in the
assessment and delivery of LTSS;

Stem from recognized organizations that develop or promulgate
evidence-based clinical practice guidelines, or are developed with
involvement of board-certified providers from appropriate specialties or
professionals with expertise in the assessment and delivery of services;
Do not contradict existing Michigan-promulgated statute and policies or
requirements as published by the Departments of Community Health,
Human Services, Licensing and Regulatory Authority, Insurance and
Financial Services, or other State agencies;

Prior to adoption, have been reviewed by Contractor’s Medical Director,
as well as other practitioners and Network Providers, as appropriate; and
Are reviewed and updated, as appropriate, or at least every two (2) years.
Guidelines must be reviewed and revised, as appropriate, based on changes
in national guidelines, changes in valid and reliable clinical evidence, or
consensus of health care professionals and providers.

For guidelines that have been in effect 2 years or longer, Contractor must
document that the guidelines were reviewed with appropriate practitioner
involvement, and were updated accordingly;

Contractor must disseminate, in a timely manner, the clinical guidelines to all
new network providers, to all affected providers, upon adoption and revision,
and, upon request, to Enrollees and Potential Enrollees.

Contractor must make the clinical and practice guidelines available via
Contractor’s web site.

Contractor must notify providers of the availability and location of the
guidelines, and must notify providers whenever changes are made.
Contractor must submit these guidelines to providers with sufficient
explanation and information to enable the providers to meet the established
standards;

Contractor must establish explicit processes for monitoring the consistent
application of clinical and practice guidelines across UM decisions and
Enrollee education, coverage of services; and

Contractor must submit to MDHHS a listing and description of clinical
guidelines adopted, endorsed, disseminated, and utilized by Contractor, upon
request.

7.14 QAPI Workgroups

A.

As directed by MDHHS, Contractor must actively participate in MDHHS’
Quality & Care Coordination Workgroup and any other quality management
workgroups or activities, attended by representatives of MDHHS, Contractors,
and other entities, as appropriate, and that are designed to support QAPI
activities and to provide a forum for discussing relevant issues.



B.

Participation may involve contributing to QAPI initiatives identified and/or
developed collaboratively by the workgroup.

7.15 MDHHS Directed Quality Withhold/Performance Incentive Program

A.

In support of MDHHS’ commitment to quality improvement, innovation, and
operational excellence, MDHHS will withhold a percentage of the Capitation
Payment from Contractor and make the return of these withheld funds
contingent upon Contractor meeting certain quality and performance metrics.
For calendar year 2026, MDHHS will withhold 2.00% of the Capitation
Payment. MDHHS reserves the right to revise the withhold percentage ahead
of each fiscal period.

MDHHS will require that Contractor meet specific performance requirements
in order to receive payment of withheld amounts over the course of the
Contract.

These withhold measures are listed in Appendix G. Additional details are
outlined in HIDE SNP Quality Withhold Technical Notes.

In order to receive any withhold payments, Contractor must comply with all
MDHHS withhold measure requirements while maintaining satisfactory
performance on all other Contract requirements.

7.16 Enrollee Incentives

A.

B.

a.

Contractor may implement Enrollee incentives, as appropriate, to promote
engagement in specific behaviors (e.g., guideline-recommended clinical
screenings, PCP visits, and wellness initiatives). Contractor must do the
following:

Take measures to monitor the effectiveness of such Enrollee incentives,
and revise incentives as appropriate, with consideration of Enrollee
feedback; and

Submit to MDHHS, annually and at the direction of MDHHS, information
relating to planned and implemented Enrollee incentives, including
evaluation of effectiveness of the incentives. Contractor must assure
that all such Enrollee incentives comply with all applicable
requirements, including 42 C.F.R 8§ 422.134, as well as State and Federal
laws.

MDHHS reserves the right to impose limitations or deny an incentive that
seems inappropriate for health prevention and promotion behaviors.

7.17 Behavioral Health Services Outcomes

A.

Contractor must work with PIHPs and MDHHS to report on MDHHS-defined
shared metrics that seek to measure the quality of care provided to Enrollees
jointly served by Contractor and PIHPs, and in alignment with MDHHS-
approved Coordinating Agreements.

Contractor must work collaboratively with PIHPs, PCPs, and MDHHS to
develop and implement quality improvement projects involving shared metrics
and incentives for performance.



C.

Contractor must report to MDHHS the results of shared metric performance
incentive programs in a manner determined by MDHHS.

7.18 Dissemination of Quality Performance Information

A.

MDHHS reserves the right to publish Contractor-level and provider-level
quality performance data and information, including but not limited to:
Quality Measure rates,

Contractor's performance related to the State's Comprehensive Quality
Strategy goals,

NAV findings,

CAHPS surveys,

the status and impact of quality improvement initiatives and
interventions,

and information regarding the status of Contractor PIPs and any
Corrective Action Plans (CAPs).

8. Medicaid Cost Sharing and Coordination of Benefits
8.1 Cost Sharing for Medicaid Services

A.
B.
C.

a.

For Medicaid services, Contractor will not charge cost sharing to Enrollees.
Contractor must waive Medicaid cost sharing.

Enrollee Contribution to Care Amounts:

The amount an enrollee must pay toward Medicaid Nursing Facility care
is known as the PPA, and is calculated for every individual receiving
Nursing Facility Care by the local MDHHS office, although not every
eligible individual will have a PPA.

MDHHS will provide information to the HIDE SNP that identifies Enrollees
who are required to pay a PPA and the amount of the obligation via 834
files.

Medicaid Component of MDHHS Capitation Payments to the HIDE SNP
for Enrollees who are required to pay a PPA will be net of the monthly
PPA.

It is the responsibility of the Nursing Facility provider to collect the PPA
from Enrollees, and the HIDE SNP must reduce reimbursements to
Nursing Facility providers equal to the PPA amount each month.

PPA may be prorated for stays less than a full month. Proration is based
on the facility’s Medicaid daily rate charged to the Enrollee per day until
the PPA is exhausted.

8.2 Protecting Member from Liability for Payment

A.

In accordance with 42 CFR 8438.106 and 42 CFR §447.15, Contractor must
ensure that its Members are not held liable for payment for any services
provided under this Contract other than Member patient pay liability towards
Nursing Facility Care.

Contractor must ensure that all in-network provider agreements include
requirements whereby the Member must not be charged for any Medicaid
covered service or Supplemental Service provided by Contractor.



This includes circumstances in which the provider fails to obtain necessary
referrals or preauthorization or fails to perform other required administrative
functions.
Contractor must ensure Provider Network compliance with all Member
payment restrictions, including balance billing restrictions, and develop and
implement a plan to identify and revoke or provide other specified remedies
for any provider within Contractor’s Network that does not comply with such
provisions.
Pursuant to Section 1932(b)(6), (42 USC § 1396u-2 (b)(6)), and in accordance
with 42 CFR 8438.106, Contractor and all of its providers and Subcontractors
must not hold a Member liable for:
Debts of Contractor in the event of Contractor’s insolvency;
Covered services provided to the Member for which Contractor has not
received payment from MDHHS for the services; or, the provider, under
contract or other arrangement with Contractor, fails to receive payment
from MDHHS or Contractor;
Payments in excess of the contracted amount;
Payments to providers that furnish covered services under a contract or
other arrangement with Contractor that are in excess of the amount that
normally would be paid by the Member if the service had been received
directly from Contractor; and
Coinsurance, copayments, deductibles, financial penalties, or any other
amount other than any patient pay towards Nursing Facility Care.
As specified in Section 1128B(d)(1) of the Social Security Act (42 USC § 1320a-
7b), as amended, Contractor and all of its Subcontractors are subject to
criminal penalties if providers knowingly and willfully charge money or other
consideration at a rate in excess of the rate established by MDHHS for any
service provided to a Member under the State Plan or under this Contract. This
provision remains in effect even if Contractor becomes insolvent until such
time as Members are withdrawn from assignment to Contractor.

8.3 Cost Sharing Protections

A.

Contractors will pay providers for Medicare-covered services, regardless of
whether they are enrolled in Medicaid the amount of cost sharing for which
Michigan Medicaid is liable based on the submission of the Medicare claim,
without requiring submission of a second claim for cost sharing.
Contractor’s system must provide for coordinating benefits for Enrollees that
are also covered by Medicare.
Contractor must communicate fully integrated Medicare-Medicaid coverage
to all members, providers, Contractor staff, and other stakeholders, including
guarantee of complete member protection from financial liability — meaning all
deductibles, premiums, coinsurance, copayments, and cost sharing of any
kind, with exception for PPA.
As a general rule, if a participating or non-participating Provider renders a
covered service to a HIDE SNP Enrollee, the Provider’s sole recourse for



payment, other than collection of any authorized cost-sharing and /or
third-party liability, is Contractor, not the Enrollee.

Notwithstanding any provision in this Contract to the contrary, an
Enrollee will not be responsible for the cost of care, except for PPA.

8.4 Coordination of Benefits

A.

Contractor must comply with all applicable federal statutes and regulations
including Section 1902(a)(25) of the Social Security Act, 42 C.F.R. Part 433,
Subpart D.
Contractor will be responsible for coordination of benefits for all Medicare-
and Medicaid-covered services, including appropriate applicability of
coverage limits and determinations according to federal and State Laws.
Contractor will be responsible for the identification and collection of all third-
party sources available for payment of Medicaid Covered Services described
in the Contract and rendered to Enrollees, including court-ordered medical
support available from a third party.
All funds recovered by Contractor must be retained by Contractor and
considered income.
Contractor is responsible for obtaining from Enrollees any third-party payment
source to Contractor pursuant to notification of this responsibility as outlined
in the Enrollees’ written Evidence of Coverage.
This includes but is not limited to the following types of resources: health
insurance, casualty and torts settlements or claims, and worker’s
compensation benefits.

8.5 Third Party Liability Comprehensive Health Coverage

A.

Enrollees determined by Contractor or MDHHS as having comprehensive
health coverage other than Medicare or Medicaid must be prospectively
disenrolled from the HIDE SNP, effective the first day of the month following
the month in which the coverage was verified.

Enrollees will not be retroactively disenrolled due to comprehensive health
coverage. Until disenrollment occurs, the HIDE SNP is responsible for
coordinating all benefits covered under this Contract.

Under Section 1902 (a)(25) of the Social Security Act (42 U.S.C. §1396 a
(a)(25)), MDHHS is required to take all reasonable measures to identify legally
liable third parties and pursue verified resources. In cases in which the
Enrollee was not identified for exclusion prior to Enrollment in the HIDE SNP,
or where the Enrollee gained other coverage after enrolling in the HIDE SNP,
Contractor must take responsibility for identifying and pursuing
comprehensive health coverage. Any moneys recovered by third parties must
be retained by the HIDE SNP and identified monthly to MDHHS and CMS.

8.6 Communicating Enrollee Liability for Payment

A.

Neither Contractor nor any of its Subcontractors may collect any additional
payment for Cost Sharing Obligations from an Enrollee other than what is
allowed by federal law.



B.

For Enrollees in nursing facilities, the patient-pay amount will be
communicated to the Enrollee regarding the amount required to pay toward
the cost of care while in the nursing facility.

9. Enrollee Access to Services
9.1 General Provisions

A.

Contractor must authorize, arrange, coordinate and ensure the provision of all
Medically Necessary Covered Services for Enrollees, as specified in Section 3
in accordance with the requirements of this contract. Services must be
available twenty-four (24) hours a day, seven (7) days a week when medically
necessary.
Contractor must have a mechanism in place to allow Enrollees to directly
access specialists as appropriate for the Enrollee’s condition and identified
needs.
All Non-urgent Symptomatic Care must be available to Enrollees within
seven (7) business days;
Network providers must offer hours of operation that are no less than the
hours of operation offered to individuals who are not Enrollees.
Contractor must reasonably accommodate persons and must ensure that the
programs and services are as accessible (including physical and geographic
access) to an individual with disabilities as they are to an individual without
disabilities.
Contractor and its network providers must comply with the American with
Disabilities Act (ADA) as outlined in Section 9.9 of this Contract.
Contractor must have written policies and procedures to assure compliance
including ensuring that physical, communication, and programmatic barriers
do not inhibit individuals with disabilities from obtaining all Covered Services
from Contractor by:
Providing flexibility in scheduling to accommodate the needs of the
Enrollees;
Providing interpreters or translators for Enrollees who are Deaf or hard of
hearing and those who do not speak English;
Ensuring that individuals with disabilities are provided with reasonable
accommodations to ensure effective communication, including auxiliary
aids and services. Reasonable accommodations will depend on the
particular needs of the individual and include but are not limited to:
i. Providing large print (at least 16-point font) versions of all written
materials to individuals who are blind or with limited vision.
ii. Ensuring that all written materials are available in formats
compatible with optical recognition software;
iii. Reading Notices and other written materials to individuals upon

request;
iv. Assisting individuals in filling out forms over the telephone;
V. Ensuring effective communication to and from individuals with

disabilities through email, telephone, and other electronic means;



Vi.

Vii.

viii.

Providing TTY, computer-aided transcription services, telephone
handset amplifiers, assistive listening systems, closed caption
decoders, videotext displays, and qualified interpreters for the
Deaf;

Providing Individualized forms of assistance

Ensuring safe and appropriate physical access to buildings,
services and equipment;

Demonstrating compliance with the ADA by conducting an
independent survey or site review of facilities for both physical and
programmatic accessibility, documenting any deficiencies in
compliance and monitoring correction of deficiencies; and
Contractor must identify to MDHHS the individual in its
organization who is responsible for ADA compliance related to this
contract and his/her job title. Contractor must also establish and
execute, and annually update a work plan to achieve and maintain
ADA compliance.

Contractor must give written notice of termination of a provider irrespective of
whether the termination was for cause or without cause. Contractor must
make a good faith effort to give notice of a for-cause termination of a provider
within the timeframes required. For all terminations, Contractor must meet
the following requirements:

For contract terminations that involve a PCP or behavioral health
provider at least forty-five (45) calendar days before the termination
effective date, provide written notice and make one attempt at
telephonic notice to Enrollees (unless Enrollees have opted out of calls)
who are currently assigned to that PCP and to Enrollees who have been
patients of the PCP or behavioral health provider within the past three (3)
years.
For contract terminations that involve specialty types other than primary
care or behavioral health at least thirty (30) calendar days before the
termination effective date, provide written notice to all Enrollees who are
assigned to, currently receiving care from, or have received care within
the past three (3) months from a provider or facility being terminated.
When the Food and Drug Administration (FDA) determines a drug to be
unsafe, Contractor must remove it from the formulary immediately.
Contractor must make a good faith effort to give written notification
of removal of this drug from the formulary and the reason for its
removal, within five (5) calendar days after the removal, to each
Enrollee with a current or previous prescription for the drug.
Contractor must also make a good faith effort to call, within three
(3) calendar days, each Enrollee with a current or previous
prescription for the drug;
(a) A good faith effort must involve no fewer than three phone call
attempts at different times of day.



(b) Phone call attempts must be documented in the IER.

9.2 Services Not Subject to Prior Approval

A.

a.

Contractor will assure coverage of Emergency Medical Conditions and Urgent
Care Services. Contractor must not require prior approval for the following
services:

Any services for Emergency Medical Conditions as defined in 42C.F.R §8§
422.113(b)(1) and 438.114(a) (which includes emergency behavioral
health care);

Urgent Care sought outside of the Service Area;

Urgent Care under unusual or extraordinary circumstances provided in
the Service Area when the contracted medical provider is unavailable or
inaccessible;

Family planning services;

Out-of-area renal dialysis services; and

Prescription drugs

9.3 Authorization of Services

A.

a.

Contractor must authorize services as in accordance with 42 C.F.R. § 438.210.
For the processing of requests for initial and continuing authorizations of
Covered Services, Contractor and any First Tier, Downstream, or Related
Entities must:

i. Have in place and follow written policies and procedures;

ii. Have in place procedures to allow Enrollees to initiate requests for

provision of services;

iii. Have in effect mechanisms to ensure the consistent application of

review criteria for authorization decisions; and

iv. Consult with the requesting provider when appropriate.

Contractor must ensure that a Contractor representative and a behavioral

health provider are available twenty-four (24) hours a day for timely

authorization of Medically Necessary Services, including, if necessary, the
transfer of the Enrollee who presented to an emergency department with an

Emergency Medical Condition that has been Stabilized.

Contractor’s Medical Necessity guidelines must, at a minimum, be no more

restrictive than Medicare standards for acute services and prescription drugs

and Medicaid standards for LTSS and community mental health and
substance use disorder services.

Any decision to deny a service authorization request or to authorize a

service in an amount, duration, or scope that is less than requested must

be made by a health care professional who has appropriate clinical
expertise in treating the Enrollee’s medical condition, performing the
procedure, or providing the treatment.

Behavioral health services denials must be rendered by board-certified

or board- eligible psychiatrists or by a clinician licensed with the same or

similar specialty as the behavioral health services being denied, except



G.

in cases of denials of service for psychological testing, which must be
rendered by a qualified psychologist.

Contractor must assure that all behavioral health authorization and UM
activities are in compliance with 42 U.S.C. § 1396u-2(b)(8).

Contractor must comply with the requirements for demonstrating parity for
treatment limitations between mental health and substance use disorder and
medical/surgical inpatient, outpatient and pharmacy benefits.

Contractor must notify the requesting provider, either orally or in writing, and
give the Enrollee written Adverse Benefit Determination Notice, of any
decision by Contractor to deny a service authorization request, or to authorize
a service in an amount, duration, or scope that is less than requested. The
Notice must meet the requirements of 42 C.F.R. § 438.404 and must:

Be produced in a manner, format, and language that can be easily
understood;

Be made available in Prevalent Languages, upon request; and

Include information, in the most commonly used languages about how to
request translation services and Alternative Formats.

Contractor must make authorization decisions in the following timeframes
and provide Notice that meet the timing requirements set forth in 42 C.F.R. §§
438.404 and 438.210:

a.

For standard authorization decisions, provide Notice as expeditiously as
the Enrollee’s health condition requires and no later than fourteen (14)
calendar days after receipt of the request for service, with a possible
extension not to exceed fourteen (14) additional calendar days. Such
extension will only be allowed if:

The Enrollee or the provider requests an extension

Contractor can to the satisfaction of MDHHS that:

(a) The extension is in the Enrollee’s interest; and

(b) There is a need for additional information where:

(c) There is a reasonable likelihood that receipt of such
information would lead to approval of the request, if received;
and

(d) Such outstanding information is reasonably expected to be

received within fourteen (14) calendar days.

For expedited service authorization decisions, where the provider
indicates or Contractor determines that following the standard
timeframe in Section 9.3G could seriously jeopardize the Enrollee’s life
or health or ability to attain, maintain, or regain maximum function,
Contractor must make a decision and provide Notice as expeditiously as
the Enrollee’s health condition requires and no later than seventy-two
(72) hours after receipt of the request for service, with a possible
extension not to exceed fourteen (14) additional calendar days. Such
extension will only be allowed if:

The Enrollee or the provider requests an extension; or



ii. Contractor can justify (to MDHHS upon request) that:
(a) The extension is in the Enrollee’s interest; and
(b) There is a need for additional information where:

>

There is a reasonable likelihood that receipt of such information
would lead to approval of the request, if received; and

B. Such outstanding information is reasonably expected to be
received within fourteen (14) calendar days.

In accordance with 42 C.F.R. 88 438.3(i), 438.210, and 422.208, compensation
to individuals or entities that conduct UM activities for Contractor must not be
structured so as to provide incentives for the individual or entity to deny, limit,
or discontinue Medically Necessary Services to any Enrollee.

When a service authorization decision is not reached within the applicable
timeframe for either standard or expedited requests, Contractor must give
Notice on the date that the timeframe expires.

9.4 Authorization of LTSS

A.
B.

Contractor must develop an authorization process for the LTSS.

At a minimum, Contractor’s authorization of LTSS must comply with MDHHS’s
FFS authorization criteria for those Covered Services. However, Contractor
has the discretion to authorize LTSS more broadly in terms of criteria, amount,
duration and scope, if the IICSP determines that such authorization would
provide sufficient value to the Enrollee’s care.

Value will be determined in light of the full range of services included in the
ICP, considering how the services contribute to the health and independent
living of the Enrollee in the most integrated and least restrictive setting with
reduced reliance on emergency department use, acute inpatient care and
institutional LTSS.

The ICO will be responsible for payment for any PCS and HCBS waiver services
authorized and provided to an Enrollee during a period of active Enrollment. If
an Enrollee is retroactively disenrolled from the Contractor after a PCS and/or
HCBS service has been authorized and delivered, the Contractor must pay for
the service. Recoupment from providers for PCS and HCBS services
authorized and delivered is prohibited.

9.5 Emergency and Post-stabilization Care and Coverage

A.

Contractor’s Provider Network must ensure access to twenty-four (24) hour
Emergency Services for all Enrollees, whether they reside in institutions or in
the community.

Contractor must cover and pay for any services obtained for Emergency
Medical Conditions in accordance with 42 C.F.R. §438.114(b) and (c) and 42
C.F.R.8422.113(b) and (c).

Contractor must cover and pay for Emergency Services regardless of whether
the provider that furnishes the services has a Contract with Contractor.



a.
b.
c.

D.

E.
a.
b.
c.

F.

G.

H.

For reimbursement of an out-of-network provider of Emergency and
Post-Stabilization Care, the provider is required to accept as payment in
full the amounts provider could collect for that service if the Enrollee
were enrolled in original Medicare, or Medicaid FFS. However, Contractor
is not required to reimburse the provider more than the provider’s charge
for that service.

The original Medicare payment amounts for section 1861(u) providers do
not include payments under 42 C.F.R. 88 412.105(g) and 413.76. A
section 1861(u) provider of services may be paid an amount that is less
than the amount it could receive if the beneficiary were enrolled in
original Medicare or Medicaid FFS if the provider expressly notifies
Contractor in writing that it is billing an amount less than such amount.
Contractor must ensure that the Enrollee is not billed for the difference,
if any, between such rate and the non-contracted provider’s charges.
Payment must be made within sixty (60) calendar days after the Claim has
been submitted.

Contractor must:

Have a process established to notify the PCP or ICT (or the designated
covering physician) of an Emergency Condition within one (1) business
day after Contractor is notified by the provider. If Contractor is not
notified by the provider within ten (10) calendar days of the Enrollee’s
presentation for Emergency Services, Contractor may not refuse to cover
Emergency Services.

Have a process to notify the PCP or ICT of required Urgent Care within
twenty-four (24) hours of Contractor being notified.

Record summary information about Emergency Medical Conditions and
Urgent Care services in the Enrollee IER no more than twenty-four (24)
hours after the PCP or ICT is notified, and a full report of the services
provided within two (2) business days.

Contractor must not deny payment for treatment for an Emergency Medical
Condition, pursuantto 42 C.F.R§438.114 and 42 C.F.R § 422.113.

Contractor must not deny payment for treatment of an Emergency Medical
Condition if a representative of Contractor instructed the Enrollee to seek
Emergency Services.

Contractor may not deny payment for treatment obtained when a Enrollee had
an Emergency Medical Condition, including cases in which the absence of
immediate medical attention would not have had the outcomes specified in 42
C.F.R§438.114(a) and 42 C.F.R § 422.113(b) of the definition of Emergency
Medical Condition.

Contractor must not limit what constitutes an Emergency Medical Condition
on the basis of lists of diagnoses or symptoms.

Contractor must require providers to notify the Enrollee’s PCP of an Enrollee’s
screening and treatment, but may not refuse to cover Emergency Services
based on their failure to do so.



a. An Enrollee who has an Emergency Medical Condition may not be held
liable for payment of subsequent screening and treatment needed to
diagnose the specific condition or stabilize the Enrollee.

b. The attending emergency physician, or the provider actually treating the
Enrollee, is responsible for determining when the Enrollee is sufficiently
Stabilized for transfer or discharge. That determination is binding on
Contractor if:

i. Such transfer or discharge order is consistent with generally
accepted principles of professional medical practice; and
ii. Is a Covered Service under the Contract.
K.  Contractor must cover and pay for Post-Stabilization Care Services in
accordance with 42 C.F.R. 88 438.114(e) and 422.113(c).
L. Contractor must cover Post-Stabilization Care Services provided by provider in
any of the following situations:

a. Contractor authorized such services;

b. Such services were administered to maintain the Enrollee’s Stabilized
condition within one (1) hour after a request to Contractor for
authorization of further Post-Stabilization Care Services; or

C. Contractor does not respond to a request to authorize further Post-
Stabilization Care Services within one (1) hour, Contractor could not be
contacted, or Contractor and the Treating Provider cannot reach an
agreement concerning the Enrollee’s care and a provider is unavailable
for a consultation, in which case the Treating Provider must be permitted
to continue the care of the Enrollee until a provider is reached and either
concurs with the Treating Provider’s plan of care or assumes
responsibility for the Enrollee’s care.

9.6 Emergency Medical Treatment and Labor Act
A. Contractor and providers must comply with EMTALA, which, in part, requires:

a. Qualified hospital medical personnel to provide appropriate medical
screening examinations to any Enrollee who “comes to the emergency
department,” as defined in 42 C.F.R.§ 489.24(b); and,

b. As applicable, to provide Enrollees stabilizing treatment or, if the hospital
lacks the capability or capacity to provide stabilizing treatment,
appropriate transfers.

B. Contractor’s contracts with its providers must clearly state the provider’s
EMTALA obligations and must not create any conflicts with hospital actions
required to comply with EMTALA.

9.7 Availability of Services
A. Twenty-Four (24) Hour Coverage
a. Contractor must provide a twenty-four (24) hour, seven (7) days toll-free
system with access to a registered nurse who:
b. Has immediate access to the Enrollee Medical Record



c. Is able to respond to Enrollee questions about health or medical

concerns;
Has the experience and knowledge to provide clinical triage;

e. Is able to provide options other than waiting until business hours or going
to the emergency room; and,

f. Is able to provide access to oral interpretation services available as

needed, free-of-charge.

9.8 Linguistic Competency

A. Contractor must demonstrate linguistic competency in its dealing, both
written and verbal, with Enrollees and must understand that linguistic
differences between the provider and the Enrollee cannot be permitted to
present barriers to access and quality health care and demonstrate the ability
to provide quality health care across a variety of cultures.

B. Contractor must have the capacity to meet the needs of the linguistic groups
in its Service Area.

a. The following must be available:

i. The provision of care, including twenty-four (24) hour telephone
access and scheduling appointments, by providers who are fluent
in both English and the language spoken by the Enrollee, or through
translation services performed by individuals who are:

ii. Trained to translate in a medical setting;

iii. Fluentin English; and

iv. Fluentin the Enrollee’s language;

b. Linguistically appropriate pharmacy, specialty, behavioral health, and
LTSS providers.

9.9 Access for Enrollees with Disabilities

A. Contractor and its providers must comply with the ADA (28 C.F.R. § 35.130)
and Section 504 of the Rehabilitation Act of 1973 (Section 504) (29 U.S.C. §
794) and maintain capacity to deliver services in a manner that
accommodates the needs of its Enrollees.

B. Contractor and its providers can demonstrate compliance with the ADA by
conducting an independent survey or site review of facilities for both physical
and programmatic accessibility.

C. Physical and telephone access to services must be made available for
individuals with disabilities and fully comply with the ADA.

D. Contractor must reasonably accommodate persons with disabilities and
ensure that physical and communication barriers do not inhibit individuals
with disabilities from obtaining services from Contractor.

10. Enrollee Engagement
10.1 Enrollee Service Representatives (ESRs)
A. Contractor must employ ESRs trained to answer Enrollee inquiries and
concerns from Enrollees and Potential Enrollees, consistent with the
requirements of 42 C.F.R.88 422.111(h)(1) and 423.128(d)(1).
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The ESRs must assist Enrollees, Enrollees’ families, or caregivers (consistent
with laws on confidentiality and privacy) in obtaining information and Covered
Services from Contractor.

ESRs must be trained to answer Enrollee inquiries and concerns from
Enrollees and prospective Enrollees;

ESRs must maintain the availability of services, such as:

TTY services,

computer-aided transcription services,

telephone handset amplifiers,

assistive listening systems,

closed caption decoders,

videotext displays,

and qualified interpreters including ASL

and other services for Enrollees who are Deaf or hard of hearing;

ESRs must be trained in the use of TTY, Video Relay services, remote
interpreting services, how to provide accessible PDF materials, and other
Alternative Formats as described in Section 9.3F.

ESRs must make oral interpretation services available free-of-charge to
Enrollees with limited English proficiency and all non-English languages
spoken by Enrollees, including ASL;

The ESR must inform callers that interpreter services are available free of
charge.

ESRs must be capable of speaking directly with, or arranging for an interpreter
to speak with, Enrollees in their primary language, including ASL, or through an
alternative language device or telephone translation service;

ESRs must be knowledgeable about Michigan Medicaid, Medicare, and the
terms of the Agreement, including the Covered Services listed in Appendix M;
ESRs must be knowledgeable about PIHP behavioral health services and
enrollee service lines including the PIHP twenty-four (24) hour crisis line and
transfer or refer callers appropriately;

ESRs must be available to Enrollees to discuss and provide assistance with
resolving Enrollee Grievances;

ESRs must have access to the Enrollee’s IER and an electronic Provider and
Pharmacy Directory.

ESRs must demonstrate sensitivity to culture, including disability culture, the
Independent Living Philosophy, and Person-Centered Planning;

ESRs must provide assistance to Enrollees with cognitive impairments; for
example, provide written materials in simple, clear language at or below sixth
(6th) grade reading level, and individualized guidance from ESRs to ensure
materials are understood;

ESRs must provide reasonable accommodations needed to assure effective
communication and provide Enrollees with a means to identify their disability
to Contractor;



ESRs must maintain employment standards and requirements (e.g.,
education, training, and experience) for Enrollee services department staff
and provide a sufficient number of staff to meet defined performance
objectives; and

Contractor must ensure that ESRs make available to Enrollees and potential
Enrollees, upon request, information concerning the following:

The identity, locations, qualifications, and availability of providers;
Enrollees’ rights and responsibilities;

The procedures available to an Enrollee and provider(s) to challenge or
Appeal the failure of Contractor to provide a Covered Service and to
Appeal any Adverse Benefit Determinations (denials);

How to access oralinterpretation services and written materials in
Prevalent Languages and Alternative Formats;

Information on all Covered Services and other available services or
resources (e.g., State agency services) either directly or through referral
or authorization including referral to the PIHP for Medicaid specialty
behavioral health services;

Process by which an Enrollee can access the Ombudsman, the State
Long Term Care Ombudsman, the Michigan Medicaid Beneficiary Help
Line, and 1-800-Medicare;

Information on all Contractor Covered Services and other available
services or resources (e.g., State agency services) either directly or
through referral or authorization;

How to contact immediate emergency assistance including adult
protective services, suicide hotlines and other appropriate emergency
services;

The procedures for an Enrollee to change plans or to disenroll from
Contractor, and

Additional information that may be required by Enrollees and Potential
Enrollees to understand the requirements and benefits of Contractor’s
plan.

10.2 Enrollee Service Telephone Responsiveness

A.

C.
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Contractor must operate a live-access, toll-free Enrollee Services telephone
line during hours of operation seven (7) days a week. A toll-free TTY number or
State relay service must also be provided.

Contractor must monitor its Enrollee Services telephone line to measure
performance in areas such as, but not limited to:

total call volume,

average call length,

average hold time in queue,

abandonment rate,

and average response time to live interaction.

Contractor must provide a Quarterly report in a format as determined by
MDHHS detailing Enrollee Service telephone line metrics.



ESRs must be available Monday through Friday, during normal business hours.
Contractor may use alternative call center technologies on Saturdays,
Sundays, and State and/or Federal holidays (except New Year’s Day).

ESRs must be appropriately trained and qualified health professionals who,
according to HIPAA laws, assess the Enrollee’s issues and provide an
appropriate course of action (i.e., medical advice, direct the Enrollee to an
appropriate care setting, etc.).

Contractor must ensure that if care management needs are identified for an
Enrollee that the ESR facilitating the Enrollee’s issue has access to, and is
familiar with, the Enrollee’s ICP. Contractor must ensure that follow-up is
timely and appropriate to assure the Enrollee’s health and welfare.

10.3 Call Center Performance

A.

Contractor’s ESRs’ must answer eighty (80) percent of all Enrollee telephone
calls within twenty (20) seconds.

Contractor must limit average hold time to two (2) minutes, with the average
hold time defined as the time spent on hold by the caller following the
interactive voice response (IVR) system, touch-tone response system, or
recorded greeting, before reaching a live person.

Contractor must limit the disconnect rate of all incoming calls to five (5)
percent.

Contractor must have a process to measure the time from which the
telephone is answered to the point at which an Enrollee reaches an ESR
capable of responding to the Enrollee's question in a manner that is sensitive
to the Enrollee’s language and cultural needs.

10.4 Call Center Requirements

A.

ESRs must be able to respond to providers and Enrollees with information
related to requests for coverage under Medicare and Medicaid, and Medicare
and Medicaid Appeals (including requests for Medicare and Medicaid
exceptions and prior authorizations).
Contractor is required to provide immediate access to requests for Medicare
and Medicaid covered benefits and services, including Medicare and Medicaid
coverage determinations and redeterminations, via its toll-free call center.
The coverage determination and Appeals call centers must operate during
normal business hours in accordance with the Marketing Guidance for
Michigan D-SNP plans.
Contractor must accept requests for Medicare and Medicaid coverage,
including Medicare and Medicaid coverage determinations /redeterminations,
outside of normal business hours, but is not required to have live enrollee
service representatives available to accept such requests outside normal
business hours.
Voicemail may be used outside of normal business hours provided that the
message:

Indicates that the mailbox is secure;



F.

a.

Lists the information that must be provided so the case can be worked
[e.g., provider identification, Enrollee identification, type of request
(coverage determination or Appeal), physician support for an exception
request, and whether the Enrollee is making an expedited or standard
request];

For coverage determination calls (including exceptions requests),
articulates and follows a process for resolution within twenty- four (24)
hours of call for expedited requests and seventy-two (72) hours for
standard requests; and

For Appeals calls related to Part D, information articulates the process
information needed and provide for a resolution within seventy-two (72)
hours for Expedited Appeal requests and seven (7) calendar days for
standard Appeal requests.

Provider Accessibility and Nurse Advice Line:

Contractor must require PCPs and specialty provider Contracts to
provide coverage for their respective practices twenty-four (24) hours a
day, seven (7) days a week and have a published after hours telephone
number; voicemail alone after hours is not acceptable.

Contractor must establish a toll-free nurse advice line, available twenty-
four (24) hours a day, seven (7) days a week, through which Enrollees
may obtain medical guidance and support from a nurse.

Contractor must ensure that the nurses staffing the nurse advice line will
be able to obtain physician support and advice by contacting
Contractor’s medical director or equally-credentialed designee, if
needed.

11. Marketing, Outreach, and Enrollee Communication Standards
11.1 General Requirements

A.

Contractor is subject to rules governing Marketing, Outreach, and Enrollee
Communications as specified under Section 1851 (h) of the Social Security
Act; 42 C.F.R.§422.111, Part 422 Subpart V, § 423.120(b) and (c), § 423.128,
Part 423 Subpart V, and § 438.10 et seq.; and the Medicare Advantage
Marketing Guidelines as set forth in CMS’ Medicare Advantage rules and
guidance , MDHHS Marketing Requirements for HIDE SNPs with the following
additional requirements or clarifications:

All information must be true and fair and maintain the integrity of HIDE SNP
program. Communication practices that deceive or mislead the public or
disparage a competing Contractor are strictly prohibited.

Contractor may not use any Marketing, Outreach, or Enrollee
Communications materials that contain any assertion or statement (whether
written or oral) that the Enrollee or Potential Enrollee must enroll with
Contractor in order to obtain benefits or in order not to lose benefits or that
Contractor is endorsed by CMS, Medicare, Medicaid, the federal government,
MDHHS or similar entity.



All written marketing materials and Enrollee Notices must be developed with
the goal to assist Potential Enrollees and Enrollees in making an informed
choice, and must be clear, concise, accurate and written in a culturally
competent manner that the target population can easily understand.
Materials, communications, and Notices must be available in alternate
formats and languages to meet the accessibility needs of individuals with
disabilities and limited English proficiency and meet the information
requirements included but not limited to those detailed in 42 C.F.R. § 438.10.
Contractor must obtain approval from MDHHS prior to production and
distribution of any marketing, outreach, health education and health
promotion materials.
Contractor must receive prior approval of all marketing and Enrollee
Communications materials in categories of materials that MDHHS requires to
be prospectively reviewed.
Contractor materials may be designated as eligible for the File & Use process,
as described in 422.2261(b)(3) and will therefore be exempt from prospective
review and approval by MDHHS.
Contractor will submit materials as directed by CMS and MDHHS for review by
the appropriate agency.
Contractor must submit all materials that are consistent with the definition of
marketing materials in the MCMG, whether prospectively reviewed or not, via
the CMS Health Plan Management System (HPMS) Marketing Review Module.
Contractor is responsible for ensuring compliance with all applicable Federal
and State laws and regulations.
This includes monitoring and overseeing the activities of their
subcontractors, downstream entities, and/or delegated entities.
Failure to comply with applicable rules may result in compliance and/or
enforcement actions, including, but not limited to, intermediate
sanctions and/or civilmoney penalties.
Contractor may impose additional restrictions on subcontractors,
downstream entities, and/or delegated entities, provided they do not
conflict with the requirements outlined in regulations or the MCMG.
For the first year of the HIDE SNP program, Contractor may not begin
marketing activity until Contractor has entered into this Contract, passed
MDHHS’ Readiness Review process, obtained all necessary CMS approvals,
and is connected to Enrollment and payment systems such that Contractor is
able to exchange payment and enrollment information with CMS and MDHHS
as required.

11.2 Marketing Plan

A.

Upon request, Contractor must present annually its Marketing Plan that must
detail all marketing activities and materials to MDHHS for review and approval.
Contractor must specify the methods it will use to ensure all materials are
accurate and does not mislead, confuse, or defraud Potential Enrollees,
Enrollees or the State.



C. Contractor must make available to MDHHS annually and upon request,
current schedules of all marketing, outreach, health education and health
promotion events conducted by Contractor to provide information to Enrollees
or Potential Enrollees.

D. Contractor must make available to MDHHS annually and upon request,
information about sponsorships of events or activities in Michigan, including
those funded by Contractor’s Corporate entity, along with any collateral
information about the sponsored event and sponsorship level.

11.3 Outreach to Potential Enrollees

A. Contractor’s outreach to Potential Enrollees must be consistent with
applicable Federal rules for Medicare Advantage plans regarding, but not
limited to, marketing, sales, agents, brokers, enrollment periods, and
beneficiary contact.

B. Contractor must ensure that marketing representatives are versed in and
adhere to Medicaid policy regarding beneficiary enrollment and disenrollment
as stated in 42 C.F.R. §438.56.

a. This policy includes, but is not limited to, requirements that enrollees do
not experience unreasonable barriers to disenroll, and that Contractor
must not act to discriminate on the basis of adverse health status or
greater use or need for health care services.

b. Marketing representatives must not state or imply that continuation of
Medicaid benefits is contingent upon enrollment in Contractor’s plan.
C. Contractor must periodically review and assess the knowledge and

performance of its marketing representatives.

C. Information obtained by Contractor from MDHHS’s eligibility verification
system must not be used by Contractor for marketing purposes.

D. Contractor must comply with the Marketing, branding, incentive, and other
relevant guidelines and requirements established by MDHHS, State, and 42
CFR §438.104.

E. Contractor mayreach out to former members of their plan, who have been
disenrolled due to loss of Medicaid eligibility, to assist them in enrolling in
health coverage, provided it does not violate applicable marketing rules
prohibiting discrimination.

a. A Contractor would not be in violation of the marketing restrictions of the
HIPAA Privacy Rule or the Medicaid marketing rules at 42 CFR Section
438.104 by sending communications to its former members about their
options for health coverage through the HIDE SNP including that
Contractor’s own plan options, as this would not be marketing to
currently enrolled HIDE SNP beneficiaries.

11.4 Requirements for Materials
A. Contractoris required to comply with all requirements set forth in 42 CFR
422.2267(a). which sets forth the contractor’s marketing, outreach, and
enrollee communication materials.



11.5 Requirements for the Submission, Review, and Approval of Materials
A. Contractors must receive prior approval via HPMS of all marketing and
Enrollee Communications materials. MDHHS may conduct additional types of
review of Contractor Marketing, Outreach, and Enrollee Communications
activities, including, but not limited to:

a. Review of on-site marketing facilities, products, and activities during
regularly scheduled Contract compliance monitoring visits;

b. Random review of actual Marketing, Outreach, and Enrollee
Communications pieces as they are used in the marketplace;

c. “For cause” review of materials and activities when complaints are made
by any source, and MDHHS determines it is appropriate to investigate;
and

d. “Secret shopper” activities where MDHHS requests Contractor

materials, such as Enrollment packets.

11.6 Integrated Enrollee Materials

A. Contractor must comply with integrated materials required of Applicable

Integrated Plans, in a format to be determined by MDDHS, to include:

Annual Notice of Change (ANOC)

Evidence of Coverage (EOC)

Summary of Benefits (SOB)

Provider and Pharmacy Directory (PPD)

List of Covered Drugs (LOCD)

Member ID Card

B. All materials will be approved by MDHHS prior to submission to HPMS as
noted in section 11.5.

C. For HIDE SNP Enrollments, Contractor must send the following materials to
the Enrollee within ten (10) calendar days of CMS confirmation of Enrollment
or by the last calendar day of the month prior to the effective date of coverage,
whichever occurs later. Materials will be further detailed in Marketing
Guidance for Michigan HIDE SNPs.

a. A Medicare and Medicaid integrated HIDE SNP-specific summary of
benefits.

b. A comprehensive integrated formulary that includes Medicare and
Medicaid outpatient prescription drugs and pharmacy products provided
under the HIDE SNP, or a distinct and separate Notice on how to access
this information online and how to request a hard copy.

c. A combined provider and pharmacy directory that includes all providers
of Medicare, Medicaid, and optional benefits as described in Section 3,
or adistinct and separate Notice on how to access this information
online and how to request a hard copy.

d. Proof of health insurance coverage so that the Enrollee may begin using
Contractor services as of the effective date. This proof must include the
4Rx prescription drug data necessary to access benefits. NOTE: This
proof of coverage is not the same as the Evidence of Coverage document
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described in the Marketing Guidance for Michigan HIDE SNPs. The proof
of coverage may be in the form of an Enrollee ID card or a welcome letter.
As of the effective date of Enrollment, Contractor’s systems must
indicate active membership.

A welcome letter

The charges for which the Enrollee will be liable for (e.g., Patient Pay
Amount for Nursing Facility Care, or payments for non- authorized or
non-covered services) in the welcome letter.

A provider letter for Enrollees to take with them when they go to
appointments that explains the Enrollee’s new benefit plan, continuity of
care requirements, instructions for the provider to bill for services, and
information on how to join Contractor’s provider network. A model
provider letter will be provided to Contractors by MDHHS.

A single ID card for accessing all covered Benefits and Services under
Contractor.

An Enrollee Handbook (Evidence of Coverage), or a distinct and separate
Notice on how to access the Enrollee Handbook online and how to
request a hard copy.

The Enrollee’s authorization for the disclosure and exchange of
necessary information between Contractor, State, PIHP, and CMS.

The requirements for use of Contractor’s network providers. Contractor
must obtain an acknowledgment (oral or written) during the assessment
process by the Enrollee that he or she understands that care will be
received through designated providers except for Emergency Services
and urgently needed care.

The effective date of coverage and how to obtain services prior to the
receipt of an ID card (if Contractor has not yet provided the ID card).

11.7 Websites and Social Media

A.

O

Contractor is permitted to maintain a website to facilitate dissemination and
access of information electronically to Enrollees, Potential Enrollees, and
Network Provider 422.2265 which includes the Medicare Advantage website
requirements.
Websites must comply with all terms of this contract and can be used to
provide information about the health plan and/or the HIDE SNP program.
Websites are subject to the periodic review and approval by MDHHS.
In addition to the requirements set forth in 422.2265, the contractor’s website
mustinclude:
a link to MDHHS’ website for the HIDE SNP program,
contact information for the Michigan Medicare Assistance Program
(MMAP),
and contact information for the HIDE SNP program’s Ombudsman and
the State Long Term Care Ombudsman.
Contractor may use social media to promote events and activities and share
educational materials.



Contractor is responsible for monitoring all public comments for
appropriateness and sensitivity of information and/or language.

All social media pages are subject to the periodic review and approval by
MDHHS.

11.8 Use of the HIDE SNP program Logo

A.

B.

a.

All use of the HIDE SNP program logo must meet the following requirements:
Contractors must submit materials that contain the HIDE SNP program
logo for MDHHS review.

The HIDE SNP program logo will not be used to imply sponsorship or
endorsement on materials distributed by Contractor.

The HIDE SNP program logo will not be used in any manner that may
possibly disparage, bring into disrepute, or negatively reflect on HIDE
SNP program or in connection with any products or services that may
possibly diminish or damage the goodwill of the HIDE SNP program or
MDHHS.

Contractor may not include the HIDE SNP program logo on educational
materials.

Contractor may not use the HIDE SNP program logo on business cards.
The HIDE SNP program logo provided by the State to Contractors cannot
be altered without the express permission of MDHHS.

The HIDE SNP program logo must not be used as a feature or design
element, or be incorporated into any other service mark or logo.

The HIDE SNP program logo must stand by itself so as to avoid
unintended associations with any other objects, including, but not
limited to, text, photographs, illustrations, borders, and edges. The width
of the blank space surrounding the logo must be equal to 1/3 of the size
of the symbol that is displayed (e.g., if the symbol is 30 pixels across, it
must have 10 pixels of blank space above, below and on each side). The
logo and Contractor’s logo must retain their natural proportional size and
must not appear stretched, distorted, or pixelated. The HIDE SNP
program logo must appear in color whenever Contractor’s logo is
displayed in color on the same document or material.

Contractor’s downstream contractors and related entities may not use
the HIDE SNP program logo unless the document has been approved
through HPMS or the State approved process.

The State of Michigan, through MDHHS, retains the right to change these
guidelines at any time.

11.9 Requirements for Dissemination of Materials

A.

Contractor must distribute all materials to its entire Service Area as
referenced in Section 1.3; and must convene all educational and
marketing/sales events at sites within Contractor’s Service Area that are
physically accessible to all Enrollees or Potential Enrollees, including persons
with disabilities and persons using public transportation.



B. Inaddition to providing all materials required by 42 CFR 422.2267(e) and
complying with all CMS requirements, timelines, specifications, and model
materials, Contractor is required to use approved model materials for the
following materials:

a. An integrated Evidence of Coverage (EOC)/Enrollee Handbook, or a
distinct and separate Notice on how to access the Enrollee Handbook
online and how to request a hard copy, that is consistent with the
requirements at 42 C.F.R. 8§ 438.10, 422.111, and 423.128; includes
information about all Medicare and Medicaid Covered Services,
consistent with the model documents developed by MDHHS and CMS,
and meets the requirements of this Contract;

b. A combined Provider and Pharmacy Network Directory, or a distinct and
separate Notice on how to access this information online and how to
request a hard copy, that is consistent with the model document
developed by MDHHS and meets the requirements of this Contract;

C. A single ID card for accessing all Medicare and Medicaid Covered
Services under HIDE SNP program that uses the model document
developed by MDHHS; and

d. A comprehensive, integrated formulary that includes prescription drugs
and over-the-counter products required to be covered by Medicare Part
D and MDHHS’s outpatient prescription drug benefit and that uses the
model document developed by MDHHS, or a distinct and separate
Notice on how to access this information online and how to request a
hard copy.

e. Existing and future model materials as prepared and issued by MDHHS
for use in the HIDE SNP program.

11.10 Evidence of Coverage (EOC)/Enrollee Handbook Requirements
A. The EOC/Enrollee Handbook must include the following items, consistent with
model materials provided by MDHHS and CMS:

a. Enrollee rights (see Appendix I);

b. How to obtain access to specialty, behavioral health, pharmacy and
LTSS providers;

c. The Enrollee’s right to select a PCP and how to change PCP;

d. How to obtain services and prescription drugs for Emergency Medical

Conditions and Urgent Care in and out of the Provider Network and in
and out of the Service Area; including:

i What constitutes an Emergency Medical Condition, Emergency
Services, Urgent Care and Post-Stabilization Care Services, with
reference to the definitions is 42 C.F.R. §438.114(a) and 42 C.F.R.
8422.113;

ii. The fact that prior authorization is not required for Emergency
Services;



iii. The process and procedures for obtaining Emergency Services,
including the use of the 911 telephone system or its local
equivalent;

iv. The locations of any emergency settings and other locations at
which providers and hospitals furnish Emergency Services and
Post-Stabilization Care Services covered under the Contract;

V. That the Enrollee has a right to use any hospital or other setting for
emergency care; and
Vi. The Post-Stabilization Care Services rules at 42 C.F.R. §422.113(c).

Information about Advance Directives (at a minimum those required in
42 C.F.R. 88 489.102 and 422.128), including:

i. Enrollee rights under the law of the State of Michigan;

ii. Contractor’s policies respecting the implementation of those
rights, including a statement of any limitation regarding the
implementation of Advance Directives as a matter of conscience;

iii. That complaints concerning noncompliance with the Advance
Directive requirements may be filed with MDHHS;

iv. Designating a health care proxy, and other mechanisms for
ensuring that future medical decisions are made according to the
desire of the Enrollee; and

V. Contractor must update materials to reflect any changes in State
law as soon as possible, but no later than ninety (90) calendar days
after the effective date of change.

How to obtain assistance from ESRs;
How to file Integrated Grievances and Integrated Appeals, including,
without limitation:

i Integrated Grievance, Integrated Appeal and State Fair Hearing
procedures and timeframes;

ii. Toll-free numbers that the Enrollee can use to file a Grievance or an
Appeal by phone for expedited Appeals only (only Expedited
Appeals may be received telephonically for Appeals through the
State Fair Hearing Process);

iii. That when requested by the Enrollee, benefits will continue at the
plan level for all benefits, and if the Enrollee files an Appeal or a
request for State Fair Hearing within the timeframes specified for

filing;

iv. How the Enrollee can identify who the Enrollee wants to receive
Adverse Benefit Determination Notices/Coverage Decision Letters;
and

V. How to obtain assistance with the Appeals processes through the

ESR and other assistance mechanisms as MDHHS or CMS may
identify, including an Ombudsman.
The extent to which, and how Enrollees may obtain benefits, including
family planning services, from out-of-network providers;
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11.11
A.

How and where to access any benefits that are available under the
Michigan Medicaid State plan or applicable waivers but are not covered
under the Contract;

How to change providers;

How to disenroll voluntarily;

Notice of privacy practices;

Eligibility requirements for HIDE SNP program Enrollment;

Self-referral services;

Explanation that the HIDE SNP program identification (ID) card replaces
the Medicare and Medicaid cards and that Enrollees should keep their
original Medicare and Medicaid cards;

The right to change plans;

Non-discrimination requirements;

How to contact MDHHS with concerns about Contractor;

The structure and operation of any physician incentive plans Contractor
may have in place;

The structure and operation of Contractor;

How to access Contractor’s Provider and Pharmacy Network Directory;
The name of Contractor’s parent company and any doing business as
name that may be used; toll-free Enrollee services and care coordination
and nurse advice twenty-four (24) hour service lines; and any other
content required by State or federal regulation; and

Information on how to contact their Care Coordinator.

Requirements for the Provider and Pharmacy Network Directory
Maintenance and Distribution
a.

Contractor must maintain a combined Provider and Pharmacy Network
Directory that uses the model document developed by MDHHS.
Contractor must provide the Provider and Pharmacy Network Directory in
a manner agreeable to the Enrollee either by mail or by utilizing
Contractor’s website.
Provider directories must be made available on Contractor’s
website in a machine-readable file.
The Provider electronic directory must be made easily accessible to
Enrollees. This means the Provider directory must have a clearly
identifiable link or tab and may not require an Enrollee account or
policy number to access the directory.
Provider directory must accommodate the communication needs
of individuals with disabilities and include a link to or information
regarding available assistance for persons with limited English
proficiency.
Contractor must include, in both electronic and print directories, a
customer service email address, telephone number and/or electronic
link that individuals may use to notify Contractor of inaccurate Provider
directory information.



e.

Contractor must ensure an up-to-date copy is available on Contractor’s
website, updated no later than 30 calendar days after Contractor
receives updated provider information, consistent with the requirements
at42 C.F.R. §8§422.111(h); 423.128(d); 438.10(h)(3); and that the provider
network information included in a paper provider directory is updated at
least monthly.
When there is a significant change to the network, Contractor must
provide Notice to Enrollees, as specified in Chapter 4 of the
Medicare Managed Care Manual.
Consistent with Section 9.1F of this Contract and 42 C.F.R. §
422.111(e), Contractor must make a good faith effort to provide
written Notice of termination of a contracted provider or pharmacy
at least thirty (30) calendar days before the termination effective
date to all Enrollees who regularly use the provider or pharmacy’s
services; irrespective of whether the termination was for cause or
without cause.
If a contract termination involves a PCP, all Enrollees who are
patients of that PCP must be notified.
Contractor mustinclude written and oral offers of such Provider and
Pharmacy Network Directory in its outreach and orientation sessions for
new Enrollees.

B. Content of Provider and Pharmacy Network Directory

a.
i
ii.
iii.
iv.
V.

b.

c.

As applicable, network providers with training in and experience treating:
Persons with physical disabilities, chronic illness, HIV/AIDS, and/or
persons with serious mentalillness;

Individuals who are homeless;

Individuals who have hearing, visual, or other sensory or cognitive
impairments;

Persons with co-occurring disorders; and

Other specialties.

For behavioral health providers, training in and experience treating

trauma, child welfare, and substance use;

For network providers that are health care professionals or non-facility

based and, as applicable, for facilities and facility-based network

providers, office hours;
As applicable, whether the health care professional or non-facility-
based network provider has completed cultural competence
training;
Whether the network provider has specific accommodations for
people with physical disabilities, such as wide entry, wheelchair
access, accessible exam rooms and tables, lifts, scales,
bathrooms and stalls, grab bars, or other accessible equipment;
Whether the provider is accepting new patients as of the date of
publication of the directory;



iv. Whether the network provider is on a public transportation route;
Any languages other than English, including ASL, spoken by network
providers or offered by skilled medical interpreters at the provider’s site,
and, as applicable, whether the provider has access to language line
interpreters;

The directory must include, at a minimum, the following information for
all pharmacies in Contractor’s pharmacy network:

i The names, addresses, and telephone numbers of all current

network providers and pharmacies;

ii. Whether the pharmacy provides an extended day supply of
medications; and

iii. Instructions for the Enrollee to the contact Contractor’s toll-free
Enrollee Services telephone line (as described in 14.b.) for
assistance in finding a convenient pharmacy.

iv. Contractor must periodically audit at least a sample size of its
Provider directory for accuracy of directory information, including
and not limited to contact information, physical addresses,
acceptance of new patients, and accessibility.

V. Contractor must retain documentation of such audit to be made
available to MDHHS upon request. At a minimum, directory
information for all PCPs, OB/GYNs, hospitals, LTSS, dental, and
outpatient behavioral health providers must be audited at least
annually.

12. Enrollee Unified Grievances and Appeals
12.1 General Requirements

A.

Contractor must establish and maintain integrated, unified, internal
processes for Enrollees for grievances and appeals, including organization
determinations, and reconsiderations.
Consistent with State policy, Contractor must implement an Integrated and
Unified Grievance and Appeal system and process Grievances and Appeals in
compliance with the terms of 42 CFR 88 422.629 - 422.634, 438.210, 438.400,
and 438.402 as may be amended (the “Unified G&A Regulations”), and MCL
500.2213, (the Unified Grievance and Appeal System”). This includes without
limitation:

Grievances and Appeals systems that meet the requirements described

in 42 CFR 8422.629.

An Integrated Grievance process that complies with 42 CFR §422.630.

A process for making Integrated Organization Determinations consistent

with 42 CFR §422.631.

Continuation of benefits while an Integrated Reconsideration is pending

consistent with 42 CFR §422.632.

A process for making Integrated Reconsiderations consistent with 42

CFR 8422.633.

A process for effectuation of decisions consistent with 42 CFR §422.634.



Contractor must have written policies and procedures governing the

resolution of integrated grievances, integrated organization determinations,

and integrated reconsiderations.

Contractor must seek MDHHS’ approval of Contractor’s integrated grievance

and appeal policies prior to implementation.

Contractor’s written integrated grievance and appeal policies and procedures

must meet the following requirements:
Except as specifically exempted in this Section, Contractor must
administer internal integrated appeal procedures according to the
requirements of MCL 500.2213, 42 CFR 438.400 - 438.424 (Subpart F)
and 42 CFR 88 422.629 -422.634.
Contractor must cooperate with the DIFS in the implementation of MCL
550.1901-1929, “Patient’s Rights to Independent Review Act”, as may be
amended from time to time, for appeal of a Medicaid service.
Contractor must have only one level of internal integrated appeals for
Enrollees.
Contractor’s policies must allow any Enrollee the opportunity to appeal
Contractor’s adverse determinations related to any covered service.
Enrollees may authorize in writing third parties to submit integrated
grievances, integrated organization determinations and integrated
appeals on their behalf.
Contractor must be able to distinguish between integrated organization
determinations and integrated appeals related to Medicare covered
services and appeals related to Medicaid covered services and ensure
that appeals are appropriately processed for each type of service.
Internal integrated appeals regarding overlapping services (including, but
not limited to, home health, durable medical equipment, and skilled
therapies, but excluding Medicare Part D) decided adversely to an
Enrollee will be auto-forwarded to the Federal Independent Review Entity
(IRE) by Contractor, and the Enrollee may also file a request for a hearing
with the Michigan Office of Administrative Hearings and Rules (MOAHR).
If an integrated Appealis sent to the IRE and filed with MOAHR, any
determination in favor of the Enrollee will bind the entity and will require
payment by the entity for the service or item in question granted in the
Enrollee’s favor which is closest to the Enrollee’s relief requested on
appeal.
Contractor must make a determination on standard integrated Appeals
not later than 30 calendar Days after an Appeal is received from an
Enrollee and 72 hours for expedited integrated appeals according to 42
CRF 422.633(f). Integrated appeals may be extended for a period of time
that must not exceed 14 Days if (1) the Enrollee requests the extension or
(2) Contractor shows that there is need for additional information and
how the delay is in the Enrollee’s interest. Contractor may not extend the
time frame for Appeal decisions other than as described in this Section.



If Contractor extends the timeframes of an appeal not at the request of
the Enrollee, it must:

i. Make reasonable efforts to give the Enrollee prompt oral notice of
the delay.

ii. Within two Days, provide the Enrollee written notice of the reason
for the decision to extend the timeframe and inform the Enrollee of
the right to file an expedited integrated Grievance if he or she
disagrees with that decision.

iii. Resolve the integrated Appeal as expeditiously as the Enrollee’s
health condition requires and not later than the date the extension
expires.

Contractor must give Enrollees timely and adequate notice of an Adverse
Benefit Determination in writing consistent with the requirements in 42 CFR §8
422.631,438.02,438.10, 438.404, and this Contract. Contractor must use the
OMB-Approved Applicable Integrated Plan “Coverage Decision Letter,” along
with other resources and guidance available, at:
https://www.cms.gov/medicaid-chip/medicare-coordination/qualified-
beneficiary-program/d-snps-integration-unified-appeals-grievance-
requirements. The notice must explain the following:
The Adverse Benefit Determination the Contractor has made or intends
to make.
The reasons for the Adverse Benefit Determination, including the right of
the Enrollee to be provided upon request and free of charge, reasonable
access to and copies of all documents, records, and other information
relevant to the Enrollee’s Adverse Benefit Determination. Such
information includes Medical Necessity criteria, and any processes,
strategies, or evidentiary standards used in setting coverage limits.
The Enrollee’s right to request an integrated appeal of the Adverse
Benefit Determination, including information on exhausting Contractor’s
internal appeal and the right to request a State Fair Hearing.
The procedures for exercising their appeal rights, the circumstances
under which appeal can be expedited and how to request it.
The Enrollee’s right to have benefits continue pending resolution of the
integrated appeal, how to request that benefits be continued, and, if
allowed under State policy, the circumstances under which the Enrollee
may be required to pay the costs of these services.
Contractor must mail the Adverse Benefit Determination notice within
the timeframes specified in 42 CFR 88 422.631(d) and 438.404(c).
Contractor must allow Enrollees 60 Days from the date of the Adverse
Benefit Determination notice in which to file an integrated Appeal.
Contractor must provide Enrollees reasonable assistance in completing
forms and taking other procedural steps. This includes but is not limited
to interpreter services and toll- free numbers that have adequate
TTY/TDD and interpreter capability.



Contractor must acknowledge receipt of each integrated appealin
writing.

Contractor must ensure that the individuals who make decisions on
integrated appeals are individuals who:

i Are notinvolved in any previous level of review or decision-making,
nor a subordinate of any such individual.

ii. Are health care professionals who have the appropriate clinical
expertise in treating the Enrollee’s condition or disease when the
appealinvolves a clinicalissue.

iii. Must take into account all comments, documents, records and
other information submitted by the Enrollee or their representative
without regard to whether such information was submitted or
considered in the initial Adverse Benefit Determination.

Contractor must provide that oral inquires seeking to appeal an Adverse
Benefit Determination are treated as integrated appeals to establish the
earliest possible filing date for the integrated appeal.
Contractor must provide the Enrollee a reasonable opportunity, in person and
in writing, to present evidence and testimony and make legal and factual
arguments. Contractor must inform the Enrollee of the limited time available
for this sufficiency in advance of the resolution timeframe for appeals in the
case of Expedited Appeal resolution.
Contractor must provide the Enrollee and their representative the Enrollee’s
case file, including medical records, other documents, and records, and any
new or additional evidence considered, relied upon, or generated by
Contractor in connection with the integrated appeal of the Adverse Benefit
Determination. This information must be provided free of charge and
sufficiently in advance of the resolution timeframe for integrated appeals.
Contractor must consider the Enrollee, their representative, or estate
representative of a deceased Enrollee as parties to the Appeal.
Contractor must notify the Enrollee in writing of Contractor’s decision on the
integrated appeal.
If an Appeal is submitted by a third party on behalf of an Enrollee but
does not include a signed document authorizing the third party to act as
an authorized representative for the Enrollee, the 30-Day time frame
begins on the date an authorized representative document is received by
Contractor. Contractor must notify the Beneficiary that an authorized
representative form or document is required. For purposes of this
Section, “third party” includes, but is not limited to, health care
Providers.
Contractor must submit in writing to MDHHS any request to make changes to
procedures relating to its integrated Grievance and Appeal System. MDHHS
must review and approve the request prior to implementation of any change.
Request for changes must allow adequate time for review and approval by



MDHHS. When the change requires written notice to the Enrollees, the change
cannot take effect until such notice is approved.

Contractor must provide information specified in 42 CFR §§ 422.629(j) and
438.10(g)(2)(xi) about its integrated grievance and appeal system to all
providers and subcontractors at the time the enter into a contract. Contractor
and First Tier, Downstream and Related Entities agree to be fully compliant
with all State and federal laws, regulations, and policies governing the
integrated Grievance and Appeal System.

12.2 Notice to Enrollees of Appeal Procedure

A.

Contractor must inform Enrollees of Contractor’s integrated appeal procedure
at the time of initial enrollment, each time a service is denied, reduced, or
terminated, and any other time Contractor makes a decision that is subject to
appeal under the definition of “Appeal” in this Contract.
The integrated appeal procedure information must be included in the member
handbook and must explain:

How to file an integrated appeal with Contractor,

The internal integrated appeal process,

The Enrollee’s right to a Fair Hearing with the State after Contractor’s

internal appeal process has been exhausted.

12.3 Notice to Enrollees of Adverse Benefit Determinations

A.
a.
b.
c.
B.
a.
b.
C.

When Contractor makes a decision subject to appeal, as defined in this
Contract, Contractor must provide the written Adverse Benefit Determination
notice, called the Coverage Decision Letter, to the Enrollee and the requesting
provider, if applicable. Contractor must mail the notice within the following
timeframes:

For termination, suspension, or reduction of previously authorized
Services, within the timeframes specified in 42 CFR §8 422.631(d),
431.211,431.213, and 431.214.

For denial of payment, at the time of any action affecting the claim.

For expedited and standard service authorization decisions that deny or
limit services, within the timeframe specified in 42 CFR 8§ 422.631(d) and
438.210(d).

If Contractor meets the criteria set forth for extending the timeframe for
service authorization decisions consistent with 42 CFR §8 422.631(d)(2)(ii) and
438.210(d)(1)(ii), it must:

Give the Enrollee written notice of the reason for the decision to extend
the timeframe and inform the Enrollee of the right to file an expedited
integrated grievance if he or she disagrees with that decision.

Issue and carry out its determination as expeditiously as the Enrollee’s
health condition requires and no later than the date the extension
expires.

For service authorization decisions not reached within the timeframes
specified in 42 CFR §§ 422.631(d) and 438.210(d) (which constitutes a denial



and is thus an adverse benefit determination), on the date that the timeframes
expire.

D. Contractor must continue the Enrollee's benefits if all of the following
conditions apply:

a. The Enrollee files the request for an appeal timely in accordance with 42
CFR 88 422.633(d) and 438.402(c)(1)(ii) and (c)(2)(ii).

b. The appealinvolves the termination, suspension, or reduction of
previously authorized services.

c. The services were ordered by an authorized provider.

d. The period covered by the original authorization has not expired; and the

Enrollee timely files for continuation of benefits, meaning on or before
the later of the following:
i. Within 10 Days of Contractor’s mailing the Adverse Benefit
determination notice
ii. The intended effective date of Contractor’s proposed Adverse
Benefit determination notice.

E. If Contractor continues or reinstates the Enrollee's benefits while the appeal
or State Fair Hearing is pending, the benefits must be continued until one of
the following occurs:

a. The Enrollee withdraws the appeal or request for State Fair Hearing.

b. The Enrollee fails to request a State Fair Hearing and continuation of
benefits within 10 Days after Contractor mails an adverse resolution to
the Enrollee’s appeal.

C. A State Fair Hearing decision adverse to the Enrollee is made.

d. The authorization expires or authorization service limits are met.

If Contractor or State Fair Hearing Officer reverses a decision to deny,
limit or delay services that were not furnished while the appeal was
pending, Contractor must authorize or provide the disputed services
promptly, and as expeditiously as the Enrollee's health condition
requires but no later than 72 hours from the date it receives notice
reversing the determination.

f. If Contractor or the State Fair Hearing Officer reverses a decision to deny
authorization of services, and the Enrollee received the disputed services
while the appeal was pending, Contractor must pay for those services.

12.4 CSHCS Appeals

A. Thelnternal Integrated appeals process described herein applies to appeals
related to CSHCS services, with the following exceptions:

B. Contractor must make a determination on CSHCS appeals not later than 10
days after an appealis received.

C. Whenreviewing appeals for Enrollees in CSHCS, Contractor must utilize an
appropriate pediatric subspecialist provider to review decisions to deny,
suspend, terminate, or limit pediatric subspecialist provider services.

12.5 State Medicaid Appeal Process



a.

D.

The State must maintain a Fair Hearing process to ensure Enrollees have the
opportunity to appeal decisions directly to the State. Any Enrollee dissatisfied
with a State agency determination denying an Enrollee’s request to transfer
Contractors/disenroll has access to a State Fair Hearing.

Contractor must include the Fair Hearing process as part of the written
internal process for resolution of appeals and must describe the Fair Hearing
process in the member handbook. The parties to the State Fair Hearing may
include Contractor as well as the Enrollee and her or his representative or the
representative of a deceased Enrollee's estate.

An Enrollee may request a State Fair Hearing only after receiving notice that
Contractor has upheld its Adverse Benefit Determination.

If Contractor fails to adhere to the required appeals notice and timing
requirements in 42 CFR §438.408, the Enrollee is deemed to have
exhausted Contractor’s Appeals process.

Contractor must allow the Enrollee 120 Days from date of Contractor’s Appeal
resolution notice to request a State Fair Hearing.

12.6 Integrated Grievances

A.

a.

Contractor’s integrated grievance policies and procedures must meet the

following requirements:

Except as specifically exempted in this Section, Contractor must
administer internal integrated grievance procedures according to the
requirements of MCL 500.2213, 42 CFR 438.400 - 438.424 (Subpart F)
and 42 CFR 8§ 422.629 -422.634.

An Enrollee may file an integrated grievance with Contractor at any time.
Contractor must timely acknowledge receipt of each integrated
grievance in writing.

Contractor must investigate and resolve integrated standard Grievances
within 30 Days of the submission of an integrated Grievance according to
42 CFR 8 422.630(e) and 24 hours for expedited grievances according to
42 CFR § 422.630(d).

Contractor must ensure that the individuals who investigate integrated
grievances are individuals who:

i. Are not involved in any previous level of review or decision-making,
nor a subordinate of any such individual.

ii. Are health care professionals who have the appropriate clinical
expertise in treating the Enrollee’s condition or disease when the
grievance involves the denial of expedited resolution of an appeal or
aclinical issue.

iii. Must take into account all comments, documents, records and
other information submitted by the Enrollee or their representative
without regard to whether such information was submitted or
considered in an initial Adverse Benefit Determination.

iv. Contractor must notify the Enrollee in writing of Contractor’s
findings on the integrated grievance.



C.

Contractor mustinform Enrollees about Contractor's internal integrated
grievance procedures at the time of initial enrollment and any other time an
Enrollee expresses dissatisfaction by filing an integrated grievance with
Contractor.
a. The integrated grievance procedure information must be included in the
member handbook and must explain:
i. How to file an integrated grievance with Contractor.
ii. The internal integrated grievance resolution process.
Integrated Grievance and Appeals Records
a. Contractor and its subcontractors as applicable, must maintain records
(logs) of all integrated grievances and appeals.
i The record of each integrated grievance and appeal must contain,
at a minimum all of the following:

(a) A general description of the reason for the integrated appeal or
grievance.
(b) The date received.
(c) The date of each review or, if applicable, review meeting.
(d) Resolution at each level of the integrated appeal or grievance,
if applicable.
(e) Date of resolution at each level, if applicable.
(f) Name of the covered person for whom the integrated appeal
or grievance was filed.
b. The record must be accurately maintained in a manner accessible to the
State and available upon request to MDHHS.
c. At the direction of MDHHS, Contractor will submit:

i. A quarterly summary of integrated grievances received and the
outcomes of those grievances.

ii. A quarterly summary of internal integrated appeals received and
the outcomes of those appeals.

iii. A quarterly summary of integrated appeals to the Michigan Office of
Administrative Hearings and Rules (MOAHR).

iv. A quarterly summary of integrated appeals to DIFS.

V. Contractor must provide the number of complaints warranting a
preliminary investigation each year.

13. Medicaid Provider Payment
13.1 Timely Provider Payments

A.

Contractor must make timely payments to all Providers for Covered Services
rendered to Enrollees as required by 42 CFR 447.45 and MCL 400.111iand in
compliance with established MDHHS performance standards.

Contractor must pay 95 percent of all Clean Claims from practitioners within
30 Days of the date of receipt.

Claims from LTSS providers will be paid within thirty (30) calendar days of the
date of receipt of the “clean Claim” or other form of itemized Claim including a
paper or electronic invoice or receipt for services or a service/work log.



Contractor and its providers, including Indian Health Care Providers, may by
mutual agreement, in writing, establish an alternative payment schedule.
Contractor must pay 99 percent of all Clean Claims from practitioners within
90 Days of the date of receipt.

Contractor must have 1% of ending inventory over 45 Days old and £12%
denied claims.

Contractor must ensure that the due date of receipt is the date Contractor
receives the claim, as indicated by its date stamp on the claim; and that the
date of payment is the date of the check or other form of payment.
Contractor must make all payments to both network and Out-of-Network
providers.

Contractor will not be responsible for any payments owed to Providers for
services rendered prior to a Beneficiary's effective enrollment date with
Contractor.

Contractor is responsible for annual IRS form 1099, Reporting of Provider
Earnings, and must make all collected data available to MDHHS and, upon
request, to CMS.

13.2 Alternative Payment Models

A.

C.
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Consistent with MDHHS’s goals to move reimbursement from fee-for-service
(FFS) to value-based payment models, Contractor must demonstrate the
utilization of the Alternative Payment Models using the Health Care Payment
Learning and Action Network (LAN) Alternative Payment Model (APM)
Framework.

Contractor recognizes value-based payment models as those that reward
Providers for outcomes, including improving the quality of services provided,
promoting provision of appropriate services, and reducing the total cost of
services provided to Enrollees. Contractor recognizes the importance of
establishing value-based payment models that improve health equity and do
not further exacerbate health disparities. Alternative Payment Models include,
but are not limited to:

Pay-for-Reporting and Pay-for-Performance arrangements

Shared Savings arrangements

Bundled payments or Episode of Care models

Total or Limited Capitation models

Supplemental payments to build practice-based infrastructure and
Enrollee management capabilities.

As directed by MDHHS, Contractor will report on HIDE SNP’s value-based
contracts and will comply with payment reform goals and threshold targets
established by MDHHS.

13.3 Electronic Billing Capacity

A.

Contractor must meet the HIPAA and MDHHS guidelines and requirements for
electronic billing capacity and may require its Providers to meet the same
standard as a condition for payment.



Contractor must ensure Providers bill Contractor using the same format and
coding instructions required for the Medicaid FFS programs according to
Medicaid Policy.

Contractor must not require Providers to complete additional fields on the
electronic forms not specified in Medicaid FFS Policy.

Contractor may require additional documentation, such as medical records,
to justify the level of care provided.

Contractors may require prior authorization for services for which the
Medicaid FFS program does not require prior authorization except where
prohibited by other sections of this Contract or Medicaid policy.

Contractor must maintain the completeness and accuracy of their websites
regarding this information.

13.4 Provider Preventable Conditions

A.

Contractor is prohibited from making payment to a Provider for provider
preventable conditions that are outlined in the Michigan State Plan.
Contractor must require all Providers to report provider-preventable
conditions associated with claims for payment or Enrollee treatment for which
payment would otherwise be made in accordance with federal Medicaid
regulations.

Contractor must report all identified provider-preventable conditions as
directed by MDHHS.

13.5 Different Types of Provider Payments

A.

a.

Hospital Payments
Contractor must pay Out-of-Network hospitals for all emergency and
authorized Covered Services provided to Contractor’s Enrollee(s) outside
of Contractor’s Provider Network.

i. Out-of-Network hospital claims must be paid at the established
Medicaid rate in effect on the date of service for paying participating
Medicaid providers.

ii. Hospital payments must include payment for the DRG (as defined
in the Medicaid Institutional Provider Chapter) outliers, as
applicable, and capital costs at the per-discharge rate.

iii. Hospital payments must include the applicable hospital
reimbursement (e.g., Graduate Medical Education) in the amount
and on the schedule defined by MDHHS.

LTSS Payments/NF

Contractor must ensure ninety-nine percent (99%) of clean claims from these
providers are adjudicated within fourteen (14) calendar days of receipt of the
clean claim, and one hundred percent (100%) are adjudicated within thirty (30)
calendar days, for covered services rendered to covered Members who are
enrolled with Contractor at the time the service was delivered.

Where the service is covered by Medicare, the fourteen (14) calendar day
timeframe begins on the date of Medicare adjudication.



MDHHS requires Contractor to implement uniform billing practices and
claims submissions processes for NF/LTSS.

Contractor must participate in working sessions with MDHHS and other
Managed Care program contractors to develop and implement such uniform
billing practices.

Consideration will be made towards the development of uniform billing
procedures especially for small providers who are not familiar with electronic
billing through MCOs.

Contractor must develop, train providers on, and implement uniform practices
in conjunction with MDHHS and the other selected Managed Care program
contractors.

Contractor does not require Department approval to implement arrangements
that pay at least the current Medicaid FFS rate and are mutually agreed upon
by the provider and Contractor.

14. Financial Requirements
14.1 Financial Viability

A.

a.

Consistent with Section 1903 (m) of the Social Security Act, and regulations
found at 42 C.F.R. § 422.402, and 42 C.F.R. § 438.116, Contractor must meet
all State and federal financial soundness requirements. These may include:
Contractor must provide assurances that its provision against the risk of
insolvency is adequate to ensure that its Enrollees will not be liable for
the entity's debts, if the entity becomes insolvent.

Contractor must produce adequate documentation satisfying the State
that it has met its Solvency requirements.

Contractor must comply with all HMO statutory requirements for fiscal
soundness and MDHHS will evaluate Contractor’s financial soundness.
Contractor must also maintain reserves to remain solvent for a forty-five
(45) calendar day period and provide satisfactory evidence to the State of
such reserves.

14.2 Solvency Requirements

A.

Contractor will be required to meet Solvency requirements as specified in
MDHHS procurement, including rules developed by the DIFS.

DIFS is responsible for the licensing and monitoring of the financial Solvency
of Health Insuring Corporations (HICs).

Contractor is required to have a certificate of authority to operate as an HMO
in accordance with MCL 500.3505.

14.3 Other Financial Requirements

A.

Contractor must cover continuation of services to Enrollees for duration of
period for which payment has been made, as well as for inpatient admissions
up until discharge.

The IMD exclusion is found in section 1905(a)(B) of the Social Security Act,
which prohibits: payments with respect to care or services for any individual
who has not attained 65 years of age and who is a patient in an institution for



mental diseases” Except for: inpatient psychiatric hospital services for
individuals under age 21.

An in-lieu of service is a service that is not included under the State plan, butis
a clinically appropriate, cost-effective substitution for a similar, covered
service. Medicaid payment for IMD services under this authority is limited to
15 days per month.

14.4 Medical Loss Ratio (MLR)

A.
B.

C.

F.

Contractor is subject to a minimum MLR of 85 percent.
The MLR provisions apply on a contract-specific basis and include revenue
and expense experience applicable to Enrollees included under the Contract.
Contractor must submit to MDHHS a consolidated MLR report for its Medicaid
population for each MLR reporting year, as directed by MDHHS and in
accordance with 42 CFR 438.8.
Contractor must use the reporting tool provided by MDHHS for MLR reporting
requirements for each fiscal reporting year of the Contract.
Failure of Contractor to meet the minimum MLR will result in remittance of
funds from Contractor.
A corrective action plan will be required from the contractor that
addresses the contractor’s plan to elevate to 85%.
Within 90 Days of MDHHS’ notice to Contractor of its failure to meet the
minimum MLR, Contractor must remit back to MDHHS a rebate in the
amount equal to the difference between the calculated MLR and the
target MLR of 85% multiplied by the revenue paid to Contractor during
the Contract year.
Rebates paid to MDHHS will be calculated in aggregate across all eligibility
groups in the Medicaid Managed Care Program.

14.5 Dental Claim Loss Ratio

A.

Contractor is subject to a Dental Claim Loss Ratio of 80 percent, as described
in this Contract. The established MDHHS Dental Claim Loss Ratio measures
dental costs incurred by Contractor to the dental benefit expense included in
the capitation rate paid to Contractor and involves minimum dental utilization
assumptions. The Dental Claim Loss Ratio utilizes a composite that is
included in the State of Michigan Medicaid Rate Certification Letter to CMS
and projects average per-member utilization of dental services for the
calendar year.

MDHHS will calculate the Dental Claim Loss Ratio using Contractor encounter
data for dental services incurred for the period beginning January 1, 2026
through December 31, 2026, with a six (6)-month claims run-off allowance.
Failure of Contractor to meet the minimum Dental Claim Loss Ratio will result
in remittance of funds from Contractor. Within 90 Days of MDHHS’ notice to
Contractor of its failure to meet the minimum Dental Claim Loss Ratio,
Contractor must remit back to MDHHS a rebate in the amount equal to 100%



of the difference between the incurred dental benefit expense and the benefit
expense included in the dental capitation rate paid to Contractor.

14.6 Medicaid Provider Audits, Overpayments, and Recoveries
Post Payment Review
a.

A.

vi.

Contractor must utilize a post-payment review methodology to assure
claims have been paid appropriately.
Contractor must complete post-payment reviews for individuals
retroactively disenrolled by MDHHS for incarceration within 90 Days of
the date MDHHS notifies Contractor of the retroactive disenrollment.
These disenrollments are identified with disenrollment reason code
I and N, respectively, on the 834 daily enrollment file.
Contractor must not recoup money from Providers for individuals
retroactively disenrolled for incarceration from the date that MDHHS
notified Contractor of the retroactive disenrollment.
Contractor must complete post-payment reviews for individuals
disenrolled by MDHHS due to death within 90 Days of the date MDHHS
notifies Contractor of the Enrollee’s death or within 90 Days of the date
MDHHS notifies Contractor of disenrollment from the plan (if
disenrollment notification is after notification of death).
Disenrollments due to Death are identified with disenrollment
reason code D on the 834 daily enrollment file.
For retroactive disenrollments due to loss of eligibility or other
unspecified reason, Contractor must not automatically recoup
payments made to providers; these disenrollments are identified
with disenrollment reason code L and O, respectively, on the 834
daily enrollment file.
Recoupment of the capitation from Contractor is based on several
eligibility and enrollment factors that may change after the Enrollee
is disenrolled.
Contractors may not recoup from providers unless MDHHS recoups
the capitation payment from Contractor and does not reimburse
Contractor for the recouped capitation amount.
If an Enrollee is retroactively disenrolled due to retroactive loss of
eligibility in error, when the eligibility is corrected, MDHHS will send
areplacement enrollment to Contractor when the eligibility is
corrected. MDHHS will not recoup the capitation payment from the
provider for the retroactive time period and Contractor is prohibited
from recouping payments from providers.
If an Enrollee properly loses full Medicaid eligibility but the loss of
eligibility is not appropriately processed by CHAMPS until a
subsequent month, the Enrollee will have a time period of
enrollment in Contractor’s plan that is not supported by Medicaid
eligibility.



vii. MDHHS will recoup capitation payments made for all months that
are not supported by Medicaid eligibility.

viii. If Contractor has paid for services during the months not supported
by eligibility, MDHHS will process a gross adjustment, without
utilizing Medicaid funding, in the amount of the recouped capitation
payment.

iX. Contractor is prohibited from recouping payments from providers.

14.7 Payment Resolution

A. Contractor must develop and maintain an effective Provider Appeal process to

promptly resolve Provider billing disputes and other issues.

B. Contractor must cooperate with Providers who have exhausted Contractor’s
Appeal process by entering into arbitration or other alternative dispute
resolution process.

Arbitration and Rapid Dispute Resolution for Hospital Providers

D. Contractor must comply with the provisions of the Hospital Access Agreement
executed by MDHHS and the hospitals.

E. Toresolve claim disputes with non-contracted hospital providers, Contractor
must follow the Rapid Dispute Resolution Process specified in the Medicaid
Provider Manual.

F. This applies solely to disputes with noncontracted hospital providers that have
signed the Hospital Access Agreement; noncontracted hospital providers that
have not signed the Hospital Access Agreement and non-hospital providers do
not have access to the Rapid Dispute Resolution Process.

G. At MDHHS direction, Contractor must go through the Rapid Dispute
Resolution Process.

O

14.8 Non-Hospital Provider Dispute Resolution

A. When a non-hospital provider or hospital provider that has not signed the
Hospital Access Agreement requests arbitration, Contractor is required to
participate in a binding arbitration process.

B. Providers must exhaust Contractor’s internal provider Appeal process before
requesting arbitration.

C. MDHHS will provide a list of neutral arbitrators that can be made available to
resolve billing disputes.

D. These arbitrators will have the appropriate expertise to analyze medical claims
and supporting documentation available from medical record reviews and
determine whether a claim is complete, appropriately coded, and should or
should not be paid.

E. Both parties agree to assume the burden of cost for presentation of their
positions before the mediator.

15. Contract Compliance
15.1 Contract Compliance Management
A.  An MDHHS Contract Manager will act as a liaison(s) between Contractor and
MDHHS for the duration of the Contract. The MDHHS Contact Manager will:



Conduct site visits as determined necessary;
Review, approve, and monitor Contractor’s policies and procedures as
stated in this contract herein, including but not limited to, marketing,
orientation and outreach, Grievance and Appeal.
Maintain a comprehensive list of Contractor submission requirements,
as stated in this Contract herein, with due dates updated annually and as
necessary, referred to as the ‘Submission Requirements Matrix’. MDHHS
reserves the right to modify the Submission Requirements Matrix at any
time. Submission requirements may be added as they are identified
throughout the contract period.
Inform Contractor of any discretionary action by MDHHS under the
provisions of the Contract;
Conduct comprehensive contract compliance reviews as an ongoing
activity during the term of this Contract. The contract compliance review
will focus on specific areas of health plan performance as determined by
MDHHS. MDHHS will, at its discretion:
Evaluate, through inspection or other means, Contractor’s
compliance with the terms of this Contract, including but not
limited to the reporting requirements as listed on the annual
‘Submission Requirements Matrix’, and the quality,
appropriateness, and timeliness of services performed by
Contractor and its Provider Network. MDHHS will provide
Contractor with the written results of these evaluations;
Conduct periodic audits of Contractor, which may include, but is
not limited to, an annual independent external review and an
annual site visit;
MDHHS must retain discretion to take immediate action where the
health, safety or welfare of any Enrollee is imperiled or where significant
financialrisk is indicated.
To assist Contractor’s Contract Manager, on an annual basis, and on an
ad hoc basis, when changes occur or as directed by MDHHS, the
Contractor must submit to MDHHS an overall organizational chart that
includes senior and mid-level managers.
Oversight of Contractor and providers will be at least as rigorous as
existing procedures for MDHHS’s Medicaid 1915(c) waiver and managed
care programs.

15.2 Agreement Remedies and Sanctions

A.

MDHHS will utilize a variety of means to assure compliance with Contract
requirements.

If MDHHS determines that Contractor fails to comply with the terms of this
Contract or any other applicable laws, MDHHS may impose monetary
Sanctions and other Sanctions, on Contractor.

MDHHS will pursue remedial actions or improvement plans for Contractor to
implement to resolve outstanding requirements if appropriate.



D.

Monetary Sanctions imposed pursuant to this contract may be collected by
deducting the amount of the monetary Sanction from any payments due to
Contractor or by demanding immediate payment by Contractor.

a.

MDHHS, at its sole discretion, may establish an installment payment
plan for payment of any monetary Sanction.
The determination of the amount of any monetary Sanction must be at
the sole discretion of MDHHS, within the ranges set by MDHHS.
Self- reporting by Contractor will be taken into consideration in
determining the amount of any monetary Sanction.
MDHHS will not impose any monetary Sanction where the non-
compliance is directly caused by the MDHHS’s action or failure to act or
where a force majeure delays performance by Contractor.
MDHHS may employ contract remedies, monetary Sanctions and other
Sanctions to address any Contractor non-compliance with the Contract.
Areas of non-compliance for which MDHHS may impose remedies,
monetary Sanctions and other Sanctions include, but are not limited to,
non-compliance with Contract requirements on the following issues:

Marketing practices

Member services

Provision of Medically Necessary, Covered Services

Enrollment practices, including but not limited to discrimination on
the basis of health status or need for health services.

V. Provider Networks

vi. Provider payments

vii. Encounter submission

viii. Quality measure data submission

ix. Grievance and Appeal requirements

X. Financial requirements including but not limited to failure to
comply with Physician Incentive Plan requirements or imposing
charges that are in excess of charges permitted under the Medicaid
program.

Xi. Enrollee satisfaction

Xii. Healthy Behavior policy and operational process

xiii. HCBS waiver requirements

Xiv. Performance standards including Quality Withhold, QIP, PIP, and
other standards/benchmarks defined by MDHHS

XV. Misrepresentation or false information provided to MDHHS, CMS,
Providers, Enrollees, or Potential Enrollees

XVi. Utilization Review Accreditation Commission (URAC) or NCQA
Health Plan accreditation

Xvii. NCQA Health Equity Accreditation

xviii. Certificate of Authority

XiX. Violating any of the other applicable requirements of sections

1903(m) or 1932 of the Act and any implementing regulations



MDHHS may utilize intermediate Sanctions (as described in 42 CFR 438
Subpart I) that may include the following:
Monetary Sanctions in the following specified amounts:
(a) A maximum of $25,000 for each determination of failure to

provide services; misrepresentation or false statements to
Enrollees, Potential Enrollees, or health care Providers; failure
to comply with physician incentive plan requirements; or
Marketing violations.

(b) A maximum of $100,000 for each determination of
discrimination; or misrepresentation or false statements to
CMS or the State.

(c) A maximum of $15,000 for each recipient the State

determines was not enrolled because of a discriminatory
practice (subject to the $100,000 overall limit above).

(d) A maximum of $25,000 or double the amount of the excess
charges, (whichever is greater) for charging copayments in
excess of the amounts permitted under the Medicaid program.
The State will deduct from the Sanction the amount of
overcharge and return it to the affected Enrollee(s).

Appointment of temporary management for a Contractor as provided in
42 CFR 438.706. If a temporary management Sanction is imposed,
MDHHS will work concurrently with Department of Insurance and
Financial Services (DIFS).

Granting Enrollees the right to terminate enrollment without cause and
notifying the affected Enrollees of their right to disenroll.

Suspension of all new enrollments, including auto-assigned enrollment,
after the effective date of the Sanction.

Suspension of payment for recipients enrolled after the effective date of
the Sanction and until CMS or the State is satisfied that the reason for
imposition of the Sanction no longer exists and is not likely to recur.
Additional Sanctions allowed under State statute or regulation that
address areas of non-compliance.

The State will give Contractor timely written notice for any intermediate
Sanctions that specifies the basis and nature of the Sanction, in
accordance with 42 CFR 438.710.

If intermediate Sanctions or general remedies are not successful or
MDHHS determines that immediate termination of the Contract is
appropriate, as allowed by Standard Contract Term, the State may
terminate the Contract with Contractor. Contractor must be afforded a
hearing before termination of an Contract under this Section can occur.
The State will give Contractor written notice of its intent to terminate, the
reason for the termination and the time and place of the hearing.



p. After the hearing, the State will give Contractor written notice of the
decision affirming or reversing the proposed termination of the Contract
and, for an affirming decision, the effective date of termination.

i. For an affirming decision, give Enrollees of Contractor notice of
termination and allow Enrollees to disenroll, without cause and
choose another Contractor.

(a) In addition to the Sanctions described above, MDHHS may
impose monetary Sanctions for repeated failure of Contractor
to meet the requirements of this Contract. The determination
of the amount of such Sanction must be at the sole discretion
of the MDHHS, within ranges set by MDHHS.

15.3 Non-Compliance

A.  MDHHS will monitor compliance with the terms of the Contract including
issuance of Notices of non-compliance/enforcement.

B. Contractor agrees and understands that MDHHS may pursue tailored
contractual remedies for non-compliance with this Contract.

C. Atanytime and atits discretion, MDHHS may impose or pursue one or more
remedies for each item of non-compliance and will determine remedies on a
case-by-case basis.

D. MDHHS’ pursuit or non-pursuit of a tailored remedy does not constitute a
waiver of any other remedy that MDHHS may be entitled to seek.

15.4 Notice and opportunity to cure for non-material breach

A. MDHHS will notify Contractor in writing of specific areas of Contractor
performance that fail to meet performance expectations, standards, or
requirements set forth in this Contract, but that, in the determination of
MDHHS, do not result in a material deficiency or delay in the implementation
or operation of the Covered Services.

B. Contractor will receive a formal notice of identified non-compliance.

C. Contractor will, within five Business Days (or another date approved by
MDHHS) of receipt of written notice of a non-material deficiency, provide the
MDHHS a written response that:

Explains the reasons for the deficiency.

Contractor’s plan to address or cure the deficiency, and

The date and time by which the deficiency will be cured; or

If Contractor disagrees with MDHHS'’ findings, its reasons for disagreeing

with MDHHS’ findings.

D. Contractor’s proposed cure of a non-material deficiency is subject to the
approval of MDHHS.

E. Contractor’s repeated commission of non-material deficiencies or repeated
failure to resolve any such deficiencies may be regarded by MDHHS as a
material deficiency and entitle MDHHS to pursue any other remedy provided in
the Contract or any other appropriate remedy MDHHS may be entitled to seek.

o o0 T o

15.5 Notice of Non-Compliance (NONC)



MDHHS may issue Notices of Non-Compliance to document small or isolated
problems that Contractor must address to comply with this Contract.
Contractor is required to acknowledge receipt of the notice and respond in
accordance with contract requirements.

No enforcement action or formal Corrective Action Plan is required at the time
of NONC.

15.6 Enforcement Action Letter

A.

MDHHS will issue Enforcement Action Letters to Contractor:
Following a NONC for an existing issue if the problem persists or
Following a first offence of a larger or more concerning issue.
Enforcement Action Letters will contain information about compliance
enforcement action, including but not limited to monetary Sanctions and other
Sanctions and any necessary escalation of compliance enforcement action
should the non-compliance continue.
Contractor is required to acknowledge receipt of the Letter and respond in
accordance with the enforcement action specified in the Letter and the
contract requirements listed in this section.
Receipt of an Enforcement Action Letter does not mean a formal Corrective
Action Plan is required.

15.7 Corrective Action Plan (CAP)

A.

MDHHS may issue a CAP to correct or resolve a material deficiency, finding,
event, or breach of this Contract identified by MDHHS.
CAPs may be issued for a first offence for larger or more concerning issues.
Contractor must submit a complete and acceptable CAP to MDHHS within 30
Business Days from the date of receipt of MDHHS’ CAP notification unless
otherwise directed by MDHHS.
The CAP gives Contractor the opportunity to analyze and identify the root
causes of the identified material deficiency, finding, event, or breach and to
develop a plan to address the findings to ensure future compliance with this
Contract and state/ and federal regulations.
If Contractor disagrees with MDHHS’ findings, Contractor must respond to
MDHHS within ten Business Days of receipt of the MDHHS CAP notification
including Contractor reasons for disagreeing with MDHHS’ findings. This time
does not toll the original CAP response due date.
MDHHS must approve all proposed CAPs. Contractor’s CAP must include:
A detailed explanation of the reasons for the cited deficiency.
Contractor’s assessment or diagnosis of the cause; and
A specific proposal to cure or resolve the deficiency and plan to avoid
future non-compliance of the deficiency.
Contractor mustinclude in its CAP milestone dates for progress and an
anticipated date of resolution for the issue. Contractor must provide
MDHHS with updates on the dates listed to ensure operational
compliance with the CAP as proposed. The implementation of a CAP



G.

H.

a.

b.
c.

a.

b.
c.

a.

does not preclude Contractor from the accumulation of non-CAP related
violations.
Contractor must respond to any and allinquiries and requests for further
information by MDHHS. MDHHS may:
Condition the approval on completion of tasks in the order or priority that
MDHHS may reasonably prescribe.
Disapprove portions of Contractor’s proposed CAP; or
Require additional or different corrective action(s).
MDHHS’ acceptance of a CAP will not:
Excuse Contractor’s prior substandard performance;
Relieve Contractor of its duty to comply with performance standards; or
Prohibit MDHHS from assessing additional contract remedies for
substandard performance, such as monetary or other Sanctions.
Monetary Sanctions will be assessed as outlined below regarding CAP
submissions:
Late Submission of Initial CAP: $1,000 per calendar Day for each Day a
CAP submission is late.
Failure to Provide Acceptable Initial CAP: $5,000 for failure to provide a
complete and acceptable CAP as prescribed by MDHHS.
Non-Compliance with Accepted CAP: $2,500 per calendar Day for each
Day Contractor fails to comply with an accepted CAP as required by
MDHHS.

15.8 Liquidated Damages and Monetary Sanctions

A.

If Contractor breaches this Contract, MDHHS will be entitled to monetary
Sanctions in the form of actual, consequential, direct, indirect, special, and/or
liguidated damages.

In the event of Contractor failure to meet specific performance standards set
forth in this Contract and/or a breach of contract where exact, associated
damages cannot be determined, Contractor will be subject to the imposition
of liquidated damages or monetary Sanctions.

Contractor will be assessed liquidated damages or monetary Sanctions
regardless of whether the breach is the fault of Contractor or its
subcontractors, agents and/or consultants, provided MDHHS has not
materially caused or contributed to the breach.

MDHHS retains the right to terminate this Contract, either for convenience or
for cause even if liquidated damages, monetary Sanctions or other Sanctions
are imposed.

16. Critical Incident Reporting
16.1 General

A.

A Critical Incident is any actual or alleged event or situation that creates a
significant risk of substantial or serious harm to the physical or mental health,
safety, or well-being of an Enrollee, including Serious Reportable Events as
defined by the National Quality Forum.



B. Contractor must maintain a Critical Incident Management process that
consists of its policies and procedures regarding review and management of
Critical Incidents and Adverse Events as defined in the Medicaid Provider
Manual.

C. Contractor must participate in efforts by the State to prevent, detect, and
remediate Critical Incidents (consistent with assuring beneficiary health and
welfare pursuantto 42 C.F.R §8 441.302 and 441.730(a)) that are based, at a
minimum, on the requirements on the State for HCBS waiver programs under
42 C.F.R. §441.302(h).

16.2 Critical Incident Notification

A. Contractor must ensure that all network providers receive proper education
and training on topics, issues, and procedures for identifying, preventing and
reporting Critical Incidents including how to identify and report incidents
when they occur.

B. Contractor must ensure that beneficiaries, their family (as appropriate), and
legal representatives receive education on how to identify and report critical
incidents within 90 days of enrollment and at least annually thereafter.

C. Contractor must have policies and procedures for documenting, reporting,
investigating, and addressing Critical Incidents and Adverse Events, including
responsible parties for performing each activity in accordance with MDHHS
requirements.

a. These Critical Incident Management policies and procedures must be
reviewed and approved by MDHHS upon request.
b. Within 90 days of contract award Contractor must provide to MDHHS

policies and procedures for documenting, reporting, investigating, and
addressing Critical Incidents and Adverse Events for review and
approval.

C. Contractor must, on a quarterly schedule established by MDHHS,
provide a summary of all Critical Incidents and Adverse Events and
Contractor’s actions taken, including the identification of trends and the
outcomes of such action.

D. Contractor must designate a multi-disciplinary committee under the
leadership of the Chief Medical Officer (CMO) to review Critical Incidents and
Adverse Events as they occur, as well as to review summary reports on a
quarterly basis.

E. The committee must order, and monitor needed corrective actions, if the
action is remediable and issue protocols designed to guide
Providers/practitioners in preventing or providing appropriate responses to
commonly experienced events or identified trends warranting opportunities
for improvement activities.

17. Program Integrity
17.1 General



A. The MDHHS Office of Inspector General (OIG) is responsible for overseeing the
program integrity activities of the Michigan HIDE SNP Plans consistent with
this Contract and the requirements of 42 CFR 438.608.

17.2 Fraud, Waste, and Abuse Program
A. Contractor must implement and maintain administrative and management
arrangements or procedures designed to detect and prevent Fraud, Waste,
and Abuse, including a mandatory compliance plan. The arrangements or
procedures must include the following:
a. Contractor’s Fraud, Waste and Abuse compliance program and plan
must include, at a minimum, all the following elements:

(c)

Written policies and procedures and standards of conduct that
articulate the Contractor’s commitment to comply with all
applicable Fraud, Waste, and Abuse requirements and standards
under the Contract and all applicable Federal and State
requirements.
Standards of Conduct —Contractor must have written
standards of conduct that clearly state the Contractor’s
commitment to comply with all applicable statutory,
regulatory and Medicaid program requirements. The
standards of conduct must be written in an easy-to-read
format and distributed to all employees. Allemployees must
be required to certify that they have read, understand, and
agree to comply with the standards.
Written Compliance Policies and Procedures-Contractor must
have comprehensive written compliance policies and
procedures, developed under the direction of the compliance
officer and Compliance Committee, which direct the
operation of the compliance program.
The written compliance policies and procedures must
include, at a minimum, the following elements:

Duties and responsibilities of the compliance officer and
Compliance Committees.

How and when employees will be trained.

Procedures for how employee reports of non-compliance will be
handled.

Guidelines on how the compliance department will interact with
the internal audit department.

Guidelines on how the compliance department will interact with
the legal department.

Guidelines on how the compliance department will interact with
the Human Resources department.



(c)

(a)

Duties and responsibilities of management in promoting
compliance among employees and responding to reports of non-
compliance.

Ensuring that prospective employees receive appropriate
background screening and agree to abide by the Contractor’s code
of conduct.

Conducting periodic reviews, at least annually, of the code of
conduct and the compliance policies and procedures.

Procedures for the monitoring of compliance in Contractor and
subcontractor systems and processes.

Procedures for the monitoring of potential Fraud, Waste and Abuse
in provider billings and beneficiary utilization.

Procedures for performing an investigation of targets selected for
audit, including triage and review processes.

The designation of a compliance officer who is responsible for
developing and implementing policies, procedures, and practices
designed to ensure compliance with Contract requirements and
who reports directly to the Chief Executive Officer and the Board of
Directors.
Contractor must designate a compliance officer whose
primary responsibility is to oversee the implementation and
maintenance of the compliance program.
The compliance officer must have adequate authority and
independence within the Contractor’s organizational structure
in order to make reports directly to the board of directors
and/or to senior management concerning actual or potential
cases of non-compliance.
The compliance officer must also report directly to corporate
governance on the effectiveness and other operational
aspects of the compliance program.
The compliance officer’s responsibilities must encompass a
broad range of duties including but not limited to, the
investigation of alleged misconduct, the development of
policies and rules, training officers, directors, and staff,
maintaining the compliance reporting mechanism and closely
coordinating with the internal audit function of the Contractor.
Maintenance of a Regulatory Compliance Committee comprised of
Board of Directors and senior management charged with
overseeing the Contractor’s compliance program and its
compliance with requirements under the Contract.
Contractor must establish a Regulatory Compliance
Committee that will advise the compliance officer and assists
in the maintenance of the compliance program.



(b) The Compliance Officer will remain duty-bound to report on
and correct alleged fraud and other misconduct.

(c) The compliance officer must chair the Regulatory Compliance
Committee.
(d) The Regulatory Compliance Committee must meet no less

than quarterly.
A system for annual training and education for the compliance
officer, the Contractor’s senior management, and the Contractor’s
employees on Federal and State standards and requirements under
the Contract. The Compliance Officer must not perform their own
training and education.

(a) Formal Training Programs — Contractor must provide general
compliance training to all employees, officers, managers,
supervisors, board members and long-term temporary
employees that effectively communicates the requirements of
the compliance program, including the company’s code of
conduct and applicable Medicaid statutory, regulatory, and
contractual requirements.

(b) Contractor must also determine under what circumstances it
may be appropriate to train nonemployee agents and
contractors.

(c) Employees, officers, managers, supervisors, and Board

members must be required to attend compliance training
sessions and to sign certifications that they have completed
the appropriate sessions.

(d) The initial compliance training for new employees must occur
within 90 Days of the date of hire.
(e) Contractor must provide annual refresher compliance training

that highlights compliance program changes or other new
developments. The refresher training must re-emphasize
Medicaid statutory, regulatory, and contractual requirements
and the Contractor’s code of conduct.

(f) Informal On-going Compliance Training -Contractor must
employ additional, less formal means for communicating its
compliance message such as posters, newsletters, and
Intranet communications. The compliance officer must be
responsible for the content of the compliance messages and
materials distributed to employees and managers.

Effective lines of communication between the Compliance Officer
and the Contractor’s employees.

(a) Hotline or Other System for Reporting Suspected Non-
compliance- Contractor must have mechanisms in place for
employees and others to report suspected or actual acts of
non-compliance.



Vi.

(h)

To encourage communications, confidentiality and non-
retaliation policies must be developed and distributed to all
employees.

Contractor must use e-mails, newsletters, suggestion boxes,
and other forms of information exchange to maintain open
lines of communication.

A separate mechanism, such as a toll-free hotline, must be
employed to permit anonymous reporting of non-compliance.
Matters reported through the hotline or other communication
sources that suggest substantial violations of compliance
policies or health care program statutes and regulations must
be documented and investigated promptly to determine their
veracity.

Contractor must create an environment in which employees
feel free to report concerns or incidents of wrongdoing without
fear of retaliation or retribution, when making a good faith
report of non-compliance.

Routine Communication and Access to the Compliance
Officer — Contractor must have a general “open door” policy
for employee access to the compliance officer and the
Compliance Department staff. Staff must be advised that the
compliance officer’s duties include answering routine
questions regarding compliance or ethics issues.

The Compliance Officer must establish, implement, and
maintain processes to inform the Contractor’s employees of
procedure changes, regulatory changes, and contractual
changes.

Enforcement of standards through well-publicized disciplinary
guidelines.

Consistent Enforcement of Disciplinary Policies — Contractor
must maintain written policies that apply appropriate
disciplinary sanctions on those officers, managers,
supervisors, and employees who fail to comply with the
applicable statutory and Medicaid program requirements, and
with the Contractor’s written standards of conduct. These
policies mustinclude not only sanctions for actual non-
compliance, but also for failure to detect non-compliance
when routine observation or due diligence should have
provided adequate clues or put one on notice. In addition,
sanctions should be imposed for failure to report actual or
suspected non-compliance.

The policies must specify that certain violations, such as
intentional misconduct or retaliating against an employee who
reports a violation, carry more stringent disciplinary sanctions.
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In all cases, disciplinary action must be applied on a case-by-
case basis and in a consistent manner.
Contractor may identify a list of factors that will be considered
before disciplinary action will be imposed. Such factors may
include degree of intent, amount of financial harm to the
company or the government or whether the wrongdoing was a
single incident or lasted over a long period of time.
Employment of, and contracting with, Ineligible Persons -
Contractor must have written policies and procedures
requiring a reasonable and prudent background investigation
to determine whether prospective employees and prospective
non-employee subcontractors or agents were ever criminally
convicted, suspended, debarred, or excluded from
participation in a federal program.
Contractor must also conduct periodic reviews of current
employees and/or subcontractors and agents to determine
whether any have been suspended or debarred or are under
criminal investigation or indictment. If an employee or non-
employee agent or subcontractor is found to be ineligible,
Contractor must have a written policy requiring the removal of
the employee from direct responsibility for, or involvement
with, the Medicaid program, or for the termination of the
subcontract, as appropriate.
Establishment and implementation, and ongoing maintenance of
procedures and a system with dedicated staff for routine internal
monitoring and auditing of compliance risks, prompt response to
compliance issues as they are raised, investigation of potential
compliance problems as identified in the course of self-evaluation
and audits, correction of such problems promptly and thoroughly
(or coordination of suspected criminal acts with law enforcement
agencies) to reduce the potential for recurrence, and ongoing
compliance with requirements under the Contract.
Auditing — Contractor must have a comprehensive internal
audit system to ensure that the Contractor is in compliance
with the range of contractual and other MDHHS requirements
in critical operations areas. The internal auditors must be
independent from the section/department under audit. The
auditors must be competent to identify potential issues within
the critical review areas and must have access to existing
audit resources, relevant personnel, and all relevant
operational areas. Written reports must be provided to the
compliance officer, the Compliance Committee and
appropriate senior management. The reports must contain
findings, recommendations and proposed corrective actions



that are discussed with the compliance officer and senior
management.

Contractor must ensure that regular, periodic evaluations of
its compliance program occur to determine the program’s
overall effectiveness. This periodic evaluation of program
effectiveness may be performed internally, either by the
compliance officer or other internal source - or by an external
organization. These periodic evaluations must be performed
at least annually, or more frequently, as appropriate.
Monitoring — Contractor must maintain a system to actively
monitor compliance in all operational areas. Contractor must
have a means of following up on recommendations and
corrective action plans resulting from either internal
compliance audit or MDHHS review to ensure timely
implementation and evaluation.

Contractor must have a Questionnaire that includes questions
regarding whether any exiting employee observed any
violations of the compliance program, including the code of
conduct, as well as any violations of applicable statutes,
regulations, and Medicaid program requirements during the
employee’s tenure with the Contractor. The Compliance
Department must review any positive responses to questions
regarding compliance violations.

Provision for prompt reporting of all overpayments identified or
recovered, specifying the overpayments due to potential credible
allegations of Fraud, to MDHHS-OIG. See Section B below for the method
and timing of such reporting.

Contractor must have the right to recover overpayments directly
from Providers for the post payment evaluations initiated and
performed by the Contractor.

Pursuant to 42 CFR 438.608(d)(1)(iv), this provision does not
apply to any amount of a recovery to be retained under False
Claims Act cases or through other investigations.

Contractor questions regarding whether suspicions should be
classified as Fraud, Waste and Abuse should be presented to
MDHHS-OIG for clarification prior to making a referral.

Pursuant to 42 CFR438.608(a)(7), the Contractor must promptly
refer any potential Fraud that the Contractor identifies.

Upon completion of the preliminary investigation, if the
Contractor determines a potential credible allegation of fraud
exists, and an overpayment of $5,000 or greater is identified
(cases under this amount must not be referred to OIG or AG-
HCFD), the Contractor must:



(b)

(c)

(d)

Promptly refer the matter to MDHHS-OIG and the Attorney General’s
Health Care Fraud Division (AG-HCFD). These referrals must be
made using the MDHHS-OIG Fraud Referral Form. The template
must be completed in its entirety, as well as follow the procedures
and examples contained within the MDHHS-OIG guidance
document.

Share referral via secure File Transfer Process (sFTP) using the
Contractor’s applicable MDHHS-OIG/AG-HCFD sFTP areas.
Cooperate in presenting the fraud referral to the OIG and AG-HCFFD
at an agreed upon time and location.

Defend their potential credible allegation of fraud in any appeal
should the referral result in a suspension issued by MDHHS-OIG.
After reporting a potential credible allegation of fraud, the
Contractor must not take any of the following actions unless
otherwise instructed by OIG:

Contact the subject of the investigation about any matters related to
the investigation.

Enter into or attempt to negotiate any settlement or agreement
regarding the findings/overpayment; or

Accept any monetary or other thing of valuable consideration
offered by the subject of the investigation in connection with the
findings/overpayment.

Upon making a referral, the Contractor must immediately
cease all efforts to take adverse action against or collect
overpayments from the referred provider until authorized by
MDHHS-OIG.
If a draft/potential referral is declined prior to Contractor
sending a final potential credible allegation of fraud,
Contractor must follow reporting procedures in Section B
below of this contract.
If the State successfully prosecutes and makes a recovery
based on a Contractor referral where the Contractor has
sustained a documented loss, the State will not be obligated
to repay any monies recovered to Contractor. Unless
otherwise directed by the State, the correction of associated
encounters is not required.
Contractor must refer all potential Enrollee fraud, waste or
abuse that the Contractor identifies to MDHHS via the local
MDHHS office or through http://www.michigan.gov/fraud (File
a Complaint - Medicaid Complaint Form).
Contractor must have a mechanism for Providers to report to the
Contractor when it has received an overpayment, to return the
overpayment to the Contractor within 60 Days of overpayment
identification (in accordance with 42 CFR 401.305 and MCL



(d)

400.111b(16)), and to notify the Contractor in writing for the reason
for the overpayment.
MDHHS-OIG will perform post payment evaluations of the
Contractor’s Network Providers for any potential Fraud, Waste and
Abuse and to recover overpayments made by the Contractor to their
Network Providers when the post payment evaluation was initiated
and performed by MDHHS-OIG.
Contractor’s Network Providers must adhere to the Medicaid
Provider Manual.
Contractor’s Network Providers must agree that MDHHS-OIG
has the authority to conduct post payment evaluations of their
claims paid by the Contractor.
Contractor’s Network Providers must agree to follow the
appeal process as outlined in Chapters 4 and 6 of the
Administrative Procedures Act of 1969; MCL 24.2 et seq. and
MCL 24.3 et seq. for post payment evaluations conducted by
MDHHS OIG.
The requirements of Section A.2.e.i-iii above must be included
in the Contractor’s:

Provider enrollment agreements, and/or:
Provider manual - if the Provider enrollment agreements require
Providers to adhere to the Contractor’s provider manual.

Prior to initiating a post payment evaluation of a Contractor’s
Network Provider, MDHHS-OIG will:

Review the Contractor’s quarterly submission information to
determine whether the Contractor:

Performed a post payment evaluation of the Provider in the
previous 12-month period or:

Is currently performing post payment evaluation of the Provider.
Contact the Contractor to determine whether the Contractor and
any vendors/subcontractors have identified concerns with the
Provider. The Contractor must respond to MDHHS-OIG within 10
Business Days of being contacted by MDHHS- OIG.

After MDHHS-OIG contacts Contractor, and during pendency of
MDHHS-OIG’s review, Contractor must not:

Initiate a new investigation on the subject of MDHHS-OIG’s
investigation.

Contact the subject of MDHHS-OIG’s investigation about any
matters related to the post payment evaluation.

The Contractor or its vendor/subcontractor may only initiate an
investigation once they have requested and received written
approval from MDHHS- OIG. Such requests will only be approved
once MDHHS- OIG’s investigation is closed and/or if the



Contractor is investigating a separate scenario that MDHHS-OIG
feels will not conflict with their investigation in any way.

If MDHHS-OIG proceeds with a post payment evaluation,
MDHHS-OIG will:

Limit the scope to dates of service that are at least one year old,
and:

Notify the Contractor in writing and request applicable information
from the Contractor. (Applicable information may include, but is
not limited to: detailed Contractor post payment evaluation
history with the Provider, Contractor communication history with
the Provider, signed provider enrollment agreement for the
Provider, relevant Contractor policy, etc.) Contractor must provide
MDHHS-OIG with the name of an individual that will act as the
main Contractor contact for each post payment evaluation.
Contractor must provide the requested information within 10
Business Days of MDHHS-OIG request.

Determine if a claim-based audit or a sample/extrapolation
post payment evaluation will be performed. If an overpayment
is identified:

MDHHS-OIG will provide written preliminary results to both the
Provider and Contractor. The Provider will be permitted
opportunity to submit additional information by the due date
indicated on the preliminary results letter (normally 30 Days) to
substantiate their claims.

MDHHS will review any additional information submitted by the
Provider received by the due date indicated in the preliminary
results letter. MDHHS-OIG will issue the final written results
(including appealrights as outlined in Chapters four and six of the
Administrative Procedures Act of 1969; MCL 24.2 et seq. and MCL
24.3 et seq.) to both the Contractor and the Provider. The
Contractor will be notified if there are any changes to MDHHS-
OIG’s findings after the appeal period has concluded.

The Contractor must not:

Contact the subject of MDHHS-OIG’s investigation about any
matters related to the investigation;

Enter into or attempt to negotiate any settlement or agreement
regarding MDHHS-OIG’s findings/overpayment; or

Accept any monetary or other thing of valuable consideration
offered by the subject of the investigation in connection with
MDHHS-OIG’s findings/overpayment.

If the Provider does not appeal the final findings, MDHHS-OIG will
proceed with recovering overpayments from the Contractor.



H. If the Provider appeals the final findings, MDHHS-OIG will not
initiate recoupment from the Contractor until the appealis
resolved.

I. Ifthe Provider appeals the final findings and the appeal is resolved
in the State’s favor, MDHHS-OIG will proceed with recovering the
overpayment from the Contractor.

(h) Pursuant to 42 U.S.C.1396b, the State has one year from the
date of discovering an overpayment before it must refund the
federal portion of the overpayment to the federal government,
regardless of recovery from the Provider. Overpayments
identified by MDHHS-OIG will be recovered from the
Contractor via an MDHHS withhold or offset from the next
capitation payment or primary push pay to the Contractor.

(i) Contractor is responsible for the recovery of overpayments
from their Providers.
)] Contractor must make all necessary adjustments (i.e., for

claim-based findings) to encounter data resulting from
MDHHS-OIG post payment evaluations within the encounter
data correction timeliness standard outlined in the Encounter
Data Submission section of this Contract (Section 3.2.11.D.).
Contractor must notify MDHHS- OIG when the adjustments
are complete.

A. Failure to comply with the encounter correction timeliness
standard will result in Contractor incurring monetary Sanctions, as
outlined in Appendix L.

vi. Contractor must resolve outstanding encounter corrections in the
timeframe designated in any authorization granted by MDHHS-OIG.
C. Provision for prompt notification to MDHHS when it receives information
about changes in an Enrollee’s circumstances that may affect the
Enrollee’s eligibility, including but not limited to:
i. Changes in the Enrollee’s residence
ii. The death of an Enrollee
Provision for notification to MDHHS-OIG when it receives information about a
change in a network provider’s circumstances that may affect the network
provider’s eligibility to participate in the managed care program, including the
termination of the provider agreement with the Contractor. See Section B
below for method and timing of such reporting.
Provision for a method to verify, by sampling or other methods, whether
services that have been represented to have been delivered by network
providers were received by Enrollees and the application of such verification
processes on aregular basis.
a. Contractor must have methods for identification, investigation, and
referral of suspected Fraud cases (42 CFR 455.13, 455.14, 455.21).
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(d)

Contractor must respond to all MDHHS-OIG audit referrals with

Contractor’s initial findings report within the timeframe designated

in the MDHHS-OIG referral.

Initial findings means prior to the provider receiving a final notice

with appealrights.

Contractor may request a one-time extension in writing (email) to

MDHHS-OIG no less than two Business Days prior to the due date,

if the Contractor is unable to provide the requested information

within the designated timeframe. The request must include a status

update and estimated date of completion.

Unless MDHHS-OIG has granted a written extension as described

above, Contractor may be subject to contract remedies including

but not limited to monetary Sanctions.

Contractor must have adequate staffing and resources to

investigate unusual incidents and develop and implement

corrective action plans to assist the Contractor in preventing and

detecting potential Fraud, Waste and Abuse activities.

Special Investigations Unit — The Contractor must operate a distinct

Fraud, Waste and Abuse Unit, Special Investigations Unit (SIU).
The investigators in the unit must detect and investigate
Fraud, Waste and Abuse by its Michigan Medicaid Enrollees
and Providers. It must be separate from the Contractor’s
utilization review and quality of care functions. The unit can
either be a part of the Contractor’s corporate structure or
operate under contract with the Contractor.
Contractor must have at minimum one full-time equivalent
(FTE) dedicated to Michigan Medicaid for every 100,000
Michigan Medicaid Enrollees or fraction thereof.
While investigators may split time between multiple lines of
business (or multiple states/regions) to be counted as a
partial FTE, the Contractor must demonstrate that an
individual dedicates a minimum of 25% of their time
specifically to Michigan Medicaid in order for said individual to
count towards the FTE requirement. Any individual under 25%
dedication to Michigan Medicaid cannot have their
work/percentage counted towards the FTE requirement.
On ayearly basis, the Contractor’s SIU, must conduct
program integrity training to improve information sharing
between departments within the Contractor, such as Provider
Credentialing, Payment Integrity, Customer Service, Human
Resources, and the General Counsel, and to enhance referrals
to the SIU regarding Fraud, Waste and Abuse within the
Contractor’s Medicaid program.
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viii.

The yearly training must include a component specific to
Michigan Medicaid and the Contractor’s approach to address
current Fraud, Waste and Abuse within the program.
Contractor, at a minimum, must perform the following verification
processes:
Explanation of Benefits (EOBs) — Contractor must generate
and mail EOBs to Michigan Medicaid Enrollees in accordance
with guidelines described by MDHHS. Contractor must
provide at least monthly EOBs to a minimum of 5% of the
Enrollees for whom services were paid (no rounding).
Contractor must omit any claims in the EOB file that are
associated with sensitive services. The Contractor, with
guidance from MDHHS, must develop “sensitive services”
logic to be applied to the handling of said claims for EOB
purposes.
At a minimum, EOBs must be designed to address
requirements found in 42 CFR 455.20 and 433.116.
Contractor must ensure that the examined EOBs constitute a
representative sample of EOBs from all types of services and
provider types.
The EOB distribution must comply with all State and Federal
regulations regarding release of information as directed by
MDHHS.
Contractor must track any complaints received from Enrollees
and resolve the complaints according to its established
policies and procedures based on the EOBs sent to Michigan
Medicaid Enrollees. The resolution may be Enrollee education,
Provider education or referral to MDHHS-OIG. The Contractor
must use the feedback received to modify or enhance the EOB
sampling methodology.
Contractor must report all EOB activities performed within the
previous quarter to MDHHS-OIG. See Section XIX.B of this
Contract for the method and timing of such reporting.
Data Mining Activities — Contractor must have surveillance and
utilization control programs and procedures (42 CFR 456.3, 456.4,
456.23) to safeguard the Medicaid funds against unnecessary or
inappropriate use of Medicaid services and against improper
payments.
Contractor must utilize statistical models, complex algorithms, and
pattern recognition programs to detect possible fraudulent or
abusive practices. The Contractor must report all data mining
activities performed (including all program integrity cases opened
as a result) within the previous quarter to MDHHS-OIG. See Section
XIX.B of this Contract for the method and timing of such reporting.



Preliminary Investigations — Contractor must promptly perform a preliminary
investigation of all incidents of suspected Fraud, Waste and Abuse. The
Contractor must report all program integrity cases opened within the reporting
period to MDHHS-OIG. See Section 17.2.B of this Contract for the method and
timing of such reporting. All confirmed or suspected provider Fraud must
immediately be reported to MDHHS-OIG.

Unless prior written approval is obtained from MDHHS-OIG, Contractor

must not take any of the following actions as they specifically relate to

Michigan Medicaid claims:

Contact the subject of the investigation about any matters related to the

investigation;

Enter into or attempt to negotiate any settlement or agreement regarding

the incident; or

Accept any monetary or other thing of valuable consideration offered by

the subject of the investigation in connection with the incident.

i. Audit Requirements — Contractor must conduct risk-based auditing
and monitoring activities of provider transactions, including but not
limited to, claim payments, vendor contracts, credentialing
activities and Quality of Care/Quality of Service concerns that
indicate potential Fraud, Waste or Abuse. These audits must
include a retrospective medical and coding review on the relevant
claims.

ii. In accordance with the Affordable Care Act, Contractor must
promptly report overpayments made by Michigan Medicaid to the
Contractor as well as overpayments made by the Contractor to a
provider and/or Subcontractor. See Section XIX.B of this Contract
for the method and timing of such reporting.

Prepayment Review — If the Contractor subjects a provider to prepayment
review or any review requiring the provider to submit documentation to
support a claim prior to the Contractor considering it for payment, as a result
of suspected Fraud, Waste and/or Abuse, the Contractor must notify MDHHS-
OIG in accordance with Section 17.2.B of this Contract for the method and
timing of such reporting.
Provision for written policies for all employees of the Contactor, and of
any contractor or agent, that provide detailed information about the
False Claims Act and other Federal and State laws described in Section
1902(a)(68) of the Social Security Act, including information about rights
of employees to be protected as whistleblowers.
Contractor must include in any employee handbook a description of the
laws and the rights of employees to be protected as whistleblowers.
The Contractor must have written documentation of internal controls
and policies and procedures in place that are designed to prevent, detect
and report known or suspected Fraud, Waste and Abuse activities.



Contractor must adjust all associated encounter claims identified when
authorized by MDHHS-OIG for overpayment recoupment within
encounter data timeliness standard outlined in this Contract including
but not limited to the Encounter Data Submission section of this
Contract (Section 3.2.11.D.). Contractor failure to comply with the
encounter correction timeliness standard will result in Contractor
incurring monetary Sanctions as outlined in Appendix L and a gross
adjustment for the determined overpayment amount to be taken from
Contractor. In addition to the determined overpayment amount being
withheld via gross adjustment, the Contractor may be subject to other
contract remedies.
Provision for the Contractor’s suspension of payments to a Network
Provider for which the State determines there is a credible allegation of
fraud in accordance with 42 CFR 455.23. A credible allegation of Fraud
may be an allegation, which has been verified by the State, from any
source, including but not limited to the following:
Fraud hotline complaints;
Claims data mining; or
Patterns identified through provider audits, civil false claims cases and
law enforcement investigations.
Allegations are considered to be credible when they have indicia of
reliability and the State Medicaid agency has reviewed all allegations,
facts, and evidence carefully and acts judiciously on a case-by-case
basis.
Provision for the Contractor to include available methods (e.g., toll-free
telephone numbers, websites, etc.) for reporting Fraud, Waste, and
Abuse to the Contractor and MDHHS-OIG in employee, member, and
provider communications annually. Contractor must indicate that
reporting of Fraud, Waste, and Abuse may be made anonymously.
Contractor must collaborate with the Department and it’s selected
vendor to comply with the Electronic Visit Verification (EVV)
requirements as contained in Section 12006 of the 21st Century Cures
Act and Section 1903(l) of the Social Security Act.
Reporting — Contractor will be notified of any and all reports required to be
submitted to the MDHHS-OIG’s FTP. MDHHS will provide training and
guidance regarding any Program Integrity reporting programs under this
section. Any such reporting requirements will not be more frequent or require
reporting concerning activities than required for any other Medicaid program in
Michigan.
Pursuant to 42 CFR 438.608(d)(3), on an annual basis, Contractor must
submit to MDHHS- OIG, in a format determined by MDHHS-OIG, an
annual Program Integrity Report containing details of the improper
payments identified, overpayments recovered and costs avoided for the
program integrity activities conducted by the Contractor for the



preceding year. The report also must address the Contractor’s plan of
activities for the current and upcoming fiscal year. The report must
include all provider and service-specific program integrity activities.
Pursuant to 42 CFR 438.606, the annual Program Integrity Report must
be certified by either the Contractor’s Chief Executive Officer; Chief
Financial Officer; or an individual who reports directly to the Chief
Executive Officer or Chief Financial Officer with delegated authority to
sign for the Chief Executive Officer or Chief Financial Officer so that the
Chief Executive Officer or Chief Financial Officer is ultimately
responsible for the certification. The certification must attest that, based
on best information, knowledge and belief, the information specified is
accurate, complete, and truthful.

Any excluded individuals and entities discovered in the screening
described in Section H below, including the provider applications and
credentialing processes, must be reported to the federal HHS OIG and
MDHHS-OIG, in a format determined by MDHHS-OIG, within 20 Business
Days of discovery.

Availability of Records — Contractor must cooperate fully in any further
investigation or prosecution by any duly authorized government agency,
whether administrative, civil or criminal. Such cooperation must include
providing, upon request, information, access to records and access to
interview Contractor employees and consultants, including but not limited to
those with expertise in the administration of the program and/or in medical or
pharmaceutical questions or in any matter related to an investigation. The
Contractor must follow the procedures and examples contained within
processes and associated guidance provided by MDHHS-OIG.

Contractor and its providers, subcontractors and other entities receiving
monies originating by or through Michigan Medicaid must maintain
books, records, documents and other evidence pertaining to services
rendered, equipment, staff, financial records, medical records and the
administrative costs and expenses incurred pursuant to this Contract as
well as medical information relating to the individual Enrollees as
required for the purposes of audit, or administrative, civiland/or criminal
investigations and/or prosecution or for the purposes of complying with
the requirements set forth in Section 17 of this Contract.

Contractor must ensure within its own organization and pursuant to any
agreement the Contractor may have with any other providers of service,
including but not limited to providers, subcontractors or any person or
entity receiving monies directly or indirectly by or through Michigan
Medicaid, that MDHHS representatives and authorized federal and State
personnel, including but not limited to MDHHS OIG, the Michigan
Department of Attorney General, the US Department of Health and
Human Services, US Office of Inspector General (DHHS OIG) and the
Department of Justice (DOJ), and any other duly authorized State or



federal agency must have immediate and complete access to all records
pertaining to services provided to Michigan Medicaid Enrollees, without
first obtaining authorization from the Enrollee to disclose such
information (42 CFR 455.21 and 42 CFR 431.107).
Contractor and its subcontractors and any providers of service, including
but not limited to providers or any person or entity receiving monies
directly or indirectly by or through Michigan Medicaid must retain and
make all records (including but not limited to, financial, medical and
enrollee grievance and appeal records, base data in 42 CFR 438.5(c),
Medical Loss Ratio (MLR) reports in 42 CFR 438.8(k), and the data,
information, and documentation specified in 42 CFR 438.604, 438.606,
438.608, and 438.610) available at the Contractor’s, provider’s, and/or
the subcontractor’s expense for administrative, civil and/or criminal
review, audit, or evaluation, inspection, investigation and/or prosecution
by authorized federal and State personnel, including representatives
from the MDHHS-OIG, the Michigan Department of Attorney General,
DHHS OIG and the DOJ, or any duly authorized State or federal agency for
10 years from the final date of the contract period or from the date of
completion of any audit, whichever is later.
Access will be either through on-site review of records or by any
other means at the government agency’s discretion and during
normal business hours, unless there are exigent circumstances, in
which case access will be at any time.
Upon request, the Contractor, its provider, or subcontractor must
provide and make staff available to assist in such inspection, review,
audit, investigation, monitoring or evaluation, including the provision of
adequate space on the premises to reasonably accommodate MDHHS-
OIG or other state or federal agency.
Contractor must send all requested records to MDHHS-OIG within
30 Business Days of request unless otherwise specified by MDHHS
or MDHHS rules and regulations.
Records other than medical records may be kept in an original
paper state or preserved on micromedia or electronic format.
Medical records must be maintained in their original form or may be
converted to electronic format as long as the records are readable
and/or legible. These records, books, documents, etc., must be
available for any authorized federal and State personnel during the
Contract period and 10 years thereafter, unless an audit,
administrative, civil or criminal investigation or prosecution is in
progress or audit findings or administrative, civil or criminal
investigations or prosecutions are yet unresolved in which case
records must be kept until all tasks or proceedings are completed.



a.

Contractor must maintain written policies and procedures

pertaining to cooperation with any duly authorized government
agency, including processes relating to the delegation of an inquiry.

Provider Manual and Bulletins — Contractor must issue Provider Manual and
Bulletins or other means of Provider communication to the providers of
medical, behavioral, dental and any other services covered under this
Contract. The manual and bulletins must serve as a source of information to
providers regarding Medicaid covered services, policies and procedures,
statutes, regulations, and special requirements to ensure all Contract
requirements are being met. The Contractor may distribute the provider
manual electronically (e.g., via its website) as long as providers are notified
about how to obtain the electronic copy and how to request a hard copy at no
charge to the provider.

The Contractor’s provider manual must provide all of its Providers with,

at a minimum, the following information:

Vii.

viii.

Xi.
Xii.

Xiii.
Xiv.
XV.

XVi.

b.

Description of the Michigan Medicaid managed care program and
covered populations;
Scope of Benefits;
Covered Services;
Emergency services responsibilities;
Grievance/appeal procedures for both Enrollee and provider;
Medical necessity standards and clinical practice guidelines;
The Contractor’s policies and procedures including, at a minimum,
the following information:
Policies regarding provider enrollment and participation;
Policies detailing coverage and limits for all covered services;
Policies and instructions for billing and reimbursement for all
covered services;
Policies regarding record retention;
Policies regarding Fraud, Waste and Abuse;
Policies and instructions regarding how to verify beneficiary
eligibility;
Primary Care Physician responsibilities;
Requirements regarding background checks;
Other provider/subcontractors’ responsibilities;
Prior authorization and referral procedures;
Claims submission protocols and standards, including instructions
and all information necessary for a clean claim;
Medical records standards;
Payment policies;
Enrollee rights and responsibilities;.
Self-reporting mechanisms and polices as cited in Section 17.2.B.

Contractor must review its Provider Manual, Bulletins and all Provider
policies and procedures at least annually to ensure that Contractor’s



current practices and Contract requirements are reflected in the written
policies and procedures.

Contractor must submit Provider Manual, Bulletin and or other means of
Provider communications to MDHHS-OIG upon request.

Provider Enrollment Agreements-Contractor must submit its Provider
Enrollment Agreements to MDHHS-OIG upon request.

Affiliations with Debarred or Suspended Persons — Pursuant to 42 CFR
438.610:

Contractor must not knowingly have a director, officer, partner,
managing employee or person with beneficial ownership of more than
5% of the Contractor’s equity who has been or currently debarred or
suspended from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-procurement
activities under regulations issued pursuant to Executive Order No.
12549 or under guidelines implementing such order.
Contractor must not knowingly have a director, officer, partner or person
with beneficial ownership of more than 5% of the Contractor’s equity
who is affiliated (as defined in the Federal Acquisition Regulation at 48
CFR 2.101) with another person who has been debarred or suspended
from participating in procurement activities under the Federal
Acquisition Regulation or from participating in non-procurement
activities under regulations issued pursuant to Executive Order No.
12549 or under guidelines implementing such order.
Contractor must not have a Network Provider or person with an
employment, consulting, or any other contractual agreement with a
debarred or suspended person or entity for the provision of items or
services that are significant and material to this Contract.
Contractor must agree and certify it does not employ or contract, directly
or indirectly, with:
Any individual or entity excluded from Medicaid or other federal
health care program participation under Sections 1128 (42 U.S.C.
1320a-7) or 1128A (42 U.S.C. 1320a) of the Social Security Act for
the provision of health care, utilization review, medical social work
or administrative services or who could be excluded under Section
1128(b)(8) of the Social Security Act as being controlled by a
sanctioned individual;
Any individual or entity discharged or suspended from doing
business with Michigan Medicaid; or
Any entity that has a contractual relationship (direct or indirect)
with an individual convicted of certain crimes as described in
Section 1128(b)(8) of the Social Security Act.
MDHHS may refuse to enter into or renew a contract with the Contractor
if any person who has an ownership or control interest in the Contractor,
or who is an Agent or managing employee of the Contractor, has been



convicted of a criminal offense related to that person’s involvement in
any program established under Medicare, Medicaid, or the Title XX
Services Program. Additionally, MDHHS may refuse to enter into or may
terminate the Contract if it determines that the Contractor did not fully
and accurately make any disclosure required under Section 17.2.G of
this Contract.
Disclosure by Managed Care Entities: Information on Ownership and Control —
Pursuant to 42 CFR 455.104: MDHHS will review ownership and control
disclosures submitted by the Contractor and any of the Contractor’s
Subcontractors.
Contractor must provide to MDHHS the following disclosures:

i. The identification of any person or corporation with a direct, indirect
or combined direct/indirect ownership interest of 5% or more of the
Contractor’s equity (or, in the case of a Subcontractor’s disclosure,
5% or more of the Subcontractor’s equity);

ii. The identification of any person or corporation with an ownership
interest of 5% or more of any mortgage, deed of trust, note or other
obligation secured by the Contractor if that interest equals at least
5% of the value of the Contractor’s assets (or, in the case of a
subcontractor’s disclosure, a corresponding obligation secured by
the Subcontractor equal to 5% of the Subcontractor’s assets);

iii. The name, address, date of birth and Social Security Number of any
managing employee of the Managed Care organization. For the
purposes of this Subsection “managing employee” means a general
manager, business manager, administrator, corporate officer,
director (i.e., member of the board of directors), or other individual
who exercises operational or managerial control over, or who
directly or indirectly conducts the day-to-day operation of an
institution, organization, or agency.

The disclosures must include the following:

i. The name, address, and financial statement(s) of any person
(individual or corporation) that has 5% or more ownership or control
interest in the Contractor.

ii. The name and address of any person (individual or corporation) that
has 5% or more ownership or control interest in any of the
Contractor’s Subcontractors.

iii. Indicate whether the individual/entity with an ownership or control
interest is related to any other Contractor’s employee such as a
spouse, parent, child, or siblings; or is related to one of the
Contractor’s officers, directors, or other owners.

iv. Indicate whether the individual/entity with an ownership or control
interest owns 5% or greater in any other organizations.



Vi.

Vii.

The address for corporate entities must include as applicable

primary business address, every business location, and P.O. Box

address.

Date of birth and Social Security Number (in the case of an

individual).

Other tax identification number (in the case of a corporation) with

an ownership or controlinterest in the Managed Care Organization

or its Subcontractor.
The Contractor must terminate or deny network participation if a
provider, or any person with 5% or greater direct or indirect ownership
interest fails to submit sets of fingerprints in a form and manner to be
determined by MDHHS, within 30 Days when requested by MDHHS or
any authorized federal agency.
Disclosures from the Contractor are due to MDHHS at any of the
following times:

When the Contractor submits a proposal in accordance with an

MDHHS procurement process.

When the Contractor executes the Contract with MDHHS.

Upon renewal or extension of the Contract.

Within 35 Days after any change in ownership of the Contractor.

Upon request by MDHHS.
All required disclosures under this subsection must be made to MDHHS,
the Secretary of the US Department of Health and Human Services and
the Inspector General of the US Department of Health and Human
Services in the format developed by the requestor. Failure to provide
required information may lead to Sanctions, including but not limited to
withholding of capitation payment. Federal financial participation is not
available for entities that do not comply with disclosures, therefore,
MDHHS may withhold capitation from the Contractor for services
provided during the period beginning on the Day following the date the
information was due and ending on the Day before the date on which the
information was supplied.

Excluded Individuals and Entities — Contractor is prohibited from paying with

funds received under this Contract for goods and services furnished by an

excluded person, at the medical direction or on the prescription of an
excluded person. (Section 1903(i)(2) of the Social Security Act; 42 CFR

455.104, 42 CFR 455.106, and 42 CFR 1001.1901(b)). Contractor must monitor

its Network Providers for excluded individuals and entities by requiring its

Network Providers be actively enrolled with the Michigan Medicaid Program.

Contractor must not make any payments for goods or services that
directly or indirectly benefit any excluded individual or entity effective
with the date of exclusion. The Contractor must immediately recover any
payments for goods and services that benefit excluded individuals and
entities that it discovers.



M.

Contractor is prohibited from entering into any employment, contractual
and control relationships with any excluded individual or entity.
Monetary Sanctions may be imposed against the Contractor if it employs
or enters into a contract with an excluded individual or entity to provide
goods or services to Enrollees (Section 1128A(a)(6) of the Social Security
Act).

An individual or entity is considered to have an ownership or control
interest if they have direct or indirect ownership of 5% or more, or are a
managing employee (e.g., a general manager, business manager,
administrator, or director) who exercises operational or managerial
control, or who directly or indirectly conducts day-to-day operations
(Section 1126(b) of the Social Security Act, 42 CFR 455.104(a), and 42
CFR 1001.1001(a)(1)).

Contractor must immediately terminate all beneficial, employment, and
contractual and control relationships with any individual or entity
excluded from participation by MDHHS.

Network Provider Medicaid Enrollment — Pursuant to 42 CFR 438.602(b)(1), all
Network Providers of the Contractor must enroll with the Michigan Medicaid
Program.

a.

The State will screen and enroll, and periodically revalidate all enrolled
Medicaid providers.
Contractor must require all its Network Providers are enrolled in the
Michigan Medicaid Program via the State’s Medicaid Management
Information System.
Contractor may execute Network Provider agreements, pending the
outcome of screening, enrollment, and revalidation, of up to 120
Days but must terminate a network provider immediately upon
notification from the State that the network provider cannot be
enrolled or the expiration of one 120-Day period without enrollment
of the provider, and notify affected enrollees.
Contractor must verify and monitor its Network Providers’ Medicaid
enrollment.

18. Data Submissions, Reporting Requirements, and Survey
18.1 General Requirements for Data

A.

Contractor must provide and require its First Tier, Downstream, and Related

Entities to provide:
a.

All information MDHHS requires under the Contract related to the
performance of Contractor’s responsibilities, including non-medical
information for the purposes of research and evaluation;

Any information MDHHS requires to comply with all applicable federal or
State laws and regulations; and

Any information MDHHS requires for external rapid cycle evaluation
including and not limited to program expenditures, service utilization
rates, rebalancing from institutional to community settings, Enrollee



satisfaction, Enrollee Grievances and Appeals and
Enrollment/disenrollment rates.

18.2 General Requirements for Reporting

A.

a.

Contractor must:

Submit to MDHHS applicable MDHHS reporting requirements in
compliance with this Contract;

Submitto MDHHS and CMS as applicable, Medicaid reporting
requirements in compliance with 42 C.F.R. § 438 et seq.

Submit to MDHHS all required reports and data in accordance with the
specifications, templates and time frames described in this Contract;
Report HEDIS, HOS, and CAHPS data, as well as measures related to
Long Term Supports and Services. HEDIS, HOS, and CAHPS measures
will be reported consistent with Medicare requirements, plus additional
Medicaid measures required by MDHHS.

Contractor must contract with an NCQA certified HEDIS vendor and
undergo a full audit of its HEDIS reporting process.

Contractor must directly contract with an NCQA certified CAHPS vendor
and submit the data according to the specifications established by
NCQA.

Upon request, submit to MDHHS any internal reports that Contractor
uses for internal management. Such reports must include, but not be
limited to, internal reports that analyze the medical/loss ratio, financial
stability, or other areas where standard compliance reports indicate a
problem in performance.

Pursuant to 42 C.F.R. § 438.3(g), comply with any reporting requirements
requested by MDHHS on Provider Preventable Conditions in the form and
frequency specified by MDHHS.

Upon request, provide to MDHHS, in a form and format approved by
MDHHS and in accordance with the timeframes established by MDHHS,
all reports, data or other information MDHHS determines are necessary
for compliance with provisions of the Affordable Care Act of 2010,
Subtitle F, Medicaid Prescription Drug Coverage, and applicable
implementing regulations.

Submit at the request of MDHHS additional ad hoc or periodic reports or
analyses of data related to the Contract.

Data, documentation, or information Contractor submits to the State must be
certified by either Contractor’s Chief Executive Officer (CEQO), Chief Financial
Officer (CFO), or an individual who reports directly to the CEO or CFO with
delegated authority to sign so the CEO or CFO is ultimately responsible for the
certification.

The certification, pursuant to 42 CFR 438.604(a), 438.606, and 438.608(d)(3),
must be submitted concurrently with the submission of data and must attest
that, based on best information, knowledge, and belief, the data are accurate,
complete, and truthful.



18.3 Reporting Requirements

A.

a.

Currently reported quality assessment data and deliverables required for
Medicare Advantage plans to be received within thirty (30) business days of
submission or receipt—which includes but is not limited to:
Audited summary-level and patient-level Healthcare Effectiveness Data
and Information Set (HEDIS) data Contractor is required to submit to
National Committee for Quality Assurance (NCQA) and CMS
respectively;
i. The final NCQA HEDIS Compliance Audit Report provided to
Contractor by the NCQA licensed audit firm;
ii. All Medicare Health Outcomes Survey (HOS) data feedback reports
provided to Contractor by CMS; and
iii. Any reports or materials pertaining to annual Contractor
participation in the Medicare Advantage and Prescription Drug Plan
(MA & PDP) Consumer Assessment of Healthcare Providers and
Systems (CAHPS) survey.
Significant changes to the terms of the Medicare contract with CMS, including
D-SNP non-renewals, terminations, and service area reductions within fifteen
(15) business days of approval by CMS.
Audit findings and corrective action plans, within fifteen (15) business days of
either being notified by CMS or submitting them to CMS.
Any changes made to the use of projected Medicare savings and rebates
within fifteen (15) business days of CMS approval of the changes.
Notices of non-compliance from CMS within fifteen (15) business days of the
notification.
Sanctions of any kind imposed by CMS within fifteen (15) business days of the
notification.
Performance information, including CMS warning letters, deficiency notices,
and notices of Medicare star ratings less than 3.0, within fifteen (15) business
days of the notification.
Member newsletters must be submitted to HPMS for review by MDHHS.
Copies of all marketing strategies, oral and written solicitations and marketing
materials, application and enrollment forms, Enrollee policies and any other
materials specifically related to the enrollment of dually eligible D-SNP plan
Enrollees must be submitted to HPMS for MDHHS review.
Materials that contain reference to Michigan Medicaid program benefits or any
Michigan Medicaid program must be submitted to HPMS for MDHHS review
and approval prior to use.
MDHHS may request Ad Hoc reports and/or information from Contractor.
Contractor must fulfill these requests within thirty (30) calendar days of the
date of the agreed upon business requirements unless otherwise agreed upon
by MDHHS and Contractor.



19. Encounter Reporting
19.1 Encounter Data Submission
A. Contractor must submit to MDHHS complete and accurate Medicare and
Medicaid Encounter Data in the form and manner described in 42 CFR 438.818
and MDHHS guidance, including but not limited to:

a. Companion Guides/Data Clarification Documents
b. Electronic File Layout Instructions
c. Encounter reporting presentations

B. Anyadditional MDHHS guidance made available to Contractor relating to
Encounter Data submission. Encounter Data reporting requirements must be
posted to MDHHS’ website: https://www.michigan.gov/mdhhs/0,5885,7-339-
71551_2945_24020-150709--,00.html

C. Contractor encounter submissions must be certified by an authorized agent of
Contractor in accordance with 42 CFR 438.606.

D. Contractor must ensure that all submitted encounter data is timely, accurate
and complete.

a. Within seven Days of the original submission attempt, Contractor must
correct and resubmit files that fail to load in their entirety.
b. MDHHS will deem encounter data submitted when it is accepted,

certified and processed in MDHHS systems.

E. Contractor must utilize National Provider Identifier (NPI) to track services and
submit Encounter Data. Contractor must submit Encounter Data containing
detail for each patient encounter reflecting services provided by Contractor,
including the NPI for the referring physician and professionals, and any
National Drug Code (NDC).

a. When adjustments or voids are made to originally paid or denied claims,
Contractor must submit these adjustments or voids appropriately so that
the correct final adjudication of the claim reflects on the encounter.

b. Encounter records must be submitted monthly via electronic mediain a
HIPAA compliant format as specified by MDHHS.

i 837 HIPAA format for all non-pharmacy Claims
ii. Post Adjudicated NCPDP v 4.2 format for all pharmacy Claims

C. Timely and complete encounter data submission must be made by the
28th of the month for all encounters adjudicated in the previous month
while meeting minimum volume requirements.(e.g. All encounters
adjudicated in April must be submitted by May 28th and all encounters
adjudicated in May must be submitted by June 28th.)

F. For the timeliness requirement, MDHHS will consider all encounters where
Medicaid paid at least $0.01 and all sub-capitated encounters with a Claim
Adjustment Reason Code (CARC) 24. Contractor is still expected to submit
encounters that are not sub-capitated where Medicaid did not pay (Medicare-
only including professional, institutional, Part D Pharmacy, and supplemental
benefit), although these encounters are not considered for the timeliness
report.


https://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_24020-150709--,00.html
https://www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_24020-150709--,00.html

G. If atanytime Contractor determines Encounter Data is not complete and
accurate, Contractor must:

a. Notify MDHHS prior to Encounter Data Submission that the data is not
complete or accurate.
b. Provide MDHHS a corrective action plan within 30 calendar days of

identifying the Encounter Data is not complete or accurate, that details
steps for resolution including improvements and enhancements to bring
the Encounter Data into compliance.

c. Implement approved corrective action plan within 30 calendar days of
submitting the plan to MDHHS for review and approval.
d. Upon request, participate in a validation study performed by MDHHS or

its designee following the end of a twelve-month period after the
implementation of the corrective action plan to assess whether the
Encounter Data is complete and accurate. The HIDE SNP may be
financially liable for such validation study.

e. Encounter File transmissions must meet or exceed a 98% acceptance
rate for encounters loaded into CHAMPS. The rate will be calculated
monthly for each encounter type and shared with Contractor. Contractor
failure to comply with the encounter acceptance rate standard may
result in contract remedies including but not limited to monetary
Sanctions and other Sanctions.

i. Calculation: Total number of Accepted encounter records / Total
number of encounter records submitted = x%

H. Annually, Contractor will complete an Encounter Comparison Process which
will compare the accepted claims/encounters in Contractor’s system to the
accepted encounters in the MDHHS data warehouse by invoice type for the
requested fiscal year. The universe of encounters included must include any
zero-pay claims from the providers contracted under a capitated arrangement
and encounters from any subcontractors who are delegated claims
processing. (This process will be considered completed when a minimum of
98% of encounters are matched, or 6 months have passed since the beginning
of the process, whichever comes first). Contractor failure to achieve a
percentage of 98% or greater for each calculation, may be subject to contract
remedies including but not limited to monetary Sanctions and other
Sanctions.

l. There are two calculations used to check for the matching percentage.

a. Contractor ERN on list with match in MDHHS data warehouse

b. Calculation: Total number of matched ERN encounter records by invoice
type / Total number of submitted ERN encounter records submitted by
invoice type = x%

C. MDHHS data warehouse ERN with match on Contractor ERN list

d. Calculation: Total number of matched ERN encounter records by invoice
type / Total number of ERN encounter records accepted in the data
warehouse by invoice type =2x%



Contractor must populate all fields required by MDHHS including but not
limited to, financial data for all encounters and fields required for the MCO
pharmacy rebate. Submitted Encounter Data will be subject to quality data
edits prior to acceptance into MDHHS’s data warehouse. Contractor’s data
must pass all required data quality edits in order to be accepted into MDHHS’s
data warehouse. Any data that is not accepted into the MDHHS data
warehouse will not be used in any analysis, including but not limited to rate
calculations, DRG calculations, and risk score calculations. MDHHS will not
allow Contractors to submit incomplete Encounter Data for inclusion into the
MDHHS data warehouse and subsequent calculations.

Contractor will be held responsible for errors or non-compliance resulting
from their own actions or the actions of an agent authorized to act on their
behalf. Subcontracted encounter data must comply with all MDHHS
requirements and specifications.

Stored Encounter Data will be subject to regular and ongoing quality checks as
developed by MDHHS. MDHHS will give Contractor a minimum of 60 Days’
notice prior to the implementation of new quality data edits; however, MDHHS
may implement informational edits without 60 Days’ notice. Contractor’s
submission of Encounter Data must meet timeliness and completeness
requirements as specified by MDHHS. Contractor must participate in regular
data quality assessments conducted as a component of ongoing Encounter
Data on- site activity.

Contractor must review and respond in accordance with MDHHS guidance to
MDHHS encounter submission responses including but not limited to rejected
and/or denied encounter files and records. Contractor must review the
CHAMPS Encounter Transaction Results Report and reconcile the errors listed
in the report.

Contractor must make all necessary adjustments to encounter data resulting
from MDHHS reviews including but not limited to quality, accuracy, program
integrity and validation checks. All adjustments must be completed and
resubmitted to MDHHS in accordance with the Encounter correction
timeliness standard established by MDHHS. Contractor must notify MDHHS
when the adjustments are resubmitted.

Number of Transaction Control
Numbers (TCNs) to be Corrected
and/or Resubmitted (Does not include
any corresponding voids for
resubmissions)

Number of Days After the Request is
Made by MDHHS

That Those Encounters Must Be
Submitted to and Accepted by
CHAMPS

5,000 or less 45 Days
Greater than 5,000 60 Days
a. Failure of Contractor to submit encounter data and resubmissions in

accordance with MDHHS timeliness standard may result in contract




remedies including but not limited to monetary Sanction and other
Sanctions in accordance with contract standards.

MDHHS may consider approval of extended timeframes for encounter
data submission and resubmission on a case by case basis per
Contractor’s written request which must include an extenuating reason
for such arequest and estimated date of completion.

i. Written requests for an extension must be received by MDHHS no
less than two Business Days, prior to the due date outlined in the
MDHHS encounter submission timeliness standard. Any extension
request not received by the extension request due date stated in
this paragraph, will be denied.

ii. Excessive extension requests will be considered Contractor
noncompliant performance and MDHHS may pursue contract
remedies including but not limited to monetary Sanction and other
Sanctions in accordance with contract standards.

19.2 Encounter Data Quality Standards

A.

S ® Qa0 oToO

MDHHS will review for and validate all submitted encounter data for
completeness and accuracy.

Contractor must fully cooperate with all MDHHS efforts to monitor
Contractor’s compliance with the requirements of encounter submission.
Contractor must comply with all requests related to encounter data
monitoring in a timely manner as directed by MDHHS.

Contractor must submit encounter data for enrollee health services that
Contractor incurred a financial liability and must include encounters for
services provided that were eligible to be processed but where no financial
liability was incurred by Contractor.

MDHHS or its designee may investigate encounter data quality issues
including but not limited to:

Utilization

Service date lag time benchmarks

Expected EDI failamounts

Average paid amount per service, by billing code

Application of National Correct Coding Initiatives edits

Compliance with benefit and processing rules detailed in the Michigan
Medicaid Provider manual, as appropriate, and

Payment for duplicate services

Contractor must collect and maintain one-hundred percent (100%) encounter
data for each covered service and supplemental benefit services provided to
Enrollees, including encounter data from any sub-capitated sources.
Contractor must evaluate the completeness and quality of its subcontractor
encounter data and keep record of its procedures and evaluations. Records
must be made available upon MDHHS request.



Contractor must participate in site visits and other reviews and assessments
conducted by MDHHS or its designee, for the purpose of evaluating
Contractor’s collection, submission, and maintenance of encounter data.
Contractor must cooperate and comply with any audit arranged for by MDHHS
to determine accuracy, truthfulness, and completeness of submitted
encounter data.
Contractor must provide medical records of Enrollees and a report from
administrative databases of the Encounter Data of such Enrollees in order to
conduct validation assessments upon request. Such validation assessments
may be conducted annually.
Contractor must make changes or corrections to any systems, processes, or
data transmission formats as needed to comply with MDHHS’ data quality
standards.
Contractor must participate in MDHHS’ Encounter Quality Initiative.
Contractor must:
Attend and participate in all MDHHS scheduled monthly quality phone
meetings. Submit timely completed EQI data template requests and
Appendices, in accordance with the Encounter Quality Initiative
Schedule.
Submit timely completed EQI reconciliation comparison report in
accordance with the Encounter Quality Initiative Schedule.
Acquire and maintain access to any required software applications or
tool needed to complete the EQI reconciliation report.
Contractor failure to participate in MDHHS encounter quality reviews in
accordance with MDHHS standards may entitle MDHHS to pursue contract
remedies including but not limited to monetary Sanction and other Sanctions.
Contractor must submit pharmacy Claims data, including required data
elements, in accordance with MDHHS Pharmacy 340B policy and claim
submission requirements.
Upon MDHHS request, Contractor must promptly collect and share
submitted Network Provider Claim data and drug purchase details for
resolution of drug manufacturer 340B rebate disputes.
Contractor must submit applicable SDOH diagnosis codes (z codes) on
Encounters including specific reimbursement amounts and frequencies.
Contractor must include a diagnosis code on Encounters for Personal Care
Services.
For ICD-9, Contractor must use diagnosis code V60.89 (Other specified
housing or economic circumstances) or V60.4 (No other household
member able to render care) unless another diagnosis code is deemed
more appropriate for the unique circumstances of the Enrollee.
For ICD-10, Contractor must use diagnosis code Z74.1 (Need assistance
with personal care) or Z74.2 (No other household member able to render
care) unless another diagnosis code is deemed more appropriate for the
unique circumstances of the Enrollee.



i. If Contractor does not already submit Medicare or Medicaid
encounter data to MDHHS, Contractor must engage MDHHS no
later than one hundred twenty (120) days prior to January 1 of the
contract year to establish a project plan and timeliness for
submitting to MDHHS all encounter data required under this
section.

ii. Contractor and MDHHS must make good faith efforts to
operationalize the project plan and to demonstrate readiness to
submit encounter data files no later than one hundred and eighty
days (180) after January 1 of the contract year. Contractor must
submit all historical encounters dating back to January 1 of the
contract year to resolve the project plan. MDHHS will provide
technical assistance to Contractor to support implementation of
the project plan.

20. Direct Capitation Payment for Covered Medicaid Services
20.1 General

A.  MDHHS will generate HIPAA-compliant 834 files that will be sent to Contractor
prior to month's end identifying expected enrollment based on the [INSERT} for
the following service month.

B. Atthe beginning of the service month, MDHHS will automatically generate
invoices based on actual Enrollee enrollment and in accordance with the
capitated monthly rates calculated as summarized in Exhibit 4.1 below.

C. Contractor will receive one lump-sum payment approximately at mid-service
month as full compensation for Michigan Medicaid goods and services
provided hereunder in that month.

D. MDHHS will report payments to Contractors on a HIPAA-compliant 820 file.

E. Aprocesswill bein place to ensure timely payments and to identify Enrollees
Contractor was responsible for during the month but for which no payment
was received in the service month.

F. MDHHS may initiate a process to recoup Capitation Payments made to
Contractor for Enrollees who were retroactively disenrolled.

Exhibit 4.1 — Summary of Medicaid Rate Cell Categories



Rating

Category /

Rate Cell Description

Tier 1 Enrollees who on the first day of the month, (1) meet the Nursing Facility level of care
as determined by the Michigan Nursing Facility Level of Care Determination (LOCD)
tool, and (2) occupy a Nursing Facility bed certified for both Medicare and Medicaid.
Rates may vary by age.
Rates will vary for the four contracting regions.
Separate rates will be paid for publicly owned and privately owned Nursing Facilities

Tier 2 Enrollees who on the first day of the month, (1) meet the Nursing Facility level of care
as determined by the Michigan Nursing Facility Level of Care Determination (LOCD)
tool, (2) live in any setting other than that referenced in Tier 1, and (3) are enrolled in
the MI Health Link HCBS waiver.
Rates may vary by age.
Rates will vary for the four contracting regions

Tier 3 Enrollees who do not meet the criteria for Tier 1 or Tier 2 on the first day of the month.
Rates may vary by age.
Rates will vary for the four contracting regions

20.2 Dispute Resolution

A. Duty to Negotiate in Good Faith

a. In addition to the provisions set forth in the Standard Contract Terms, any
dispute that in the judgment of any party to this Contract may materially
or substantially affect the performance of this Contract will be reduced
to writing and delivered to the other party. The parties must then
negotiate in good faith and use every reasonable effort to resolve such
dispute and the parties must not resort to any formal proceedings unless
they have reasonably determined that a negotiated resolution is not
possible. The resolution of any dispute disposed of by agreement
between the parties must be reduced to writing and delivered to all
parties within ten (10) business days.

b. In the event the dispute cannot be resolved by negotiated Contract as
noted above, the parties may agree to a neutral third-party alternate
dispute resolution including mediation and/or arbitration.

20.3 Training
A. Contractor mustimplement an evidence-based, comprehensive diversity,
equity, and inclusion (DEI) assessment and training program for the
organization. The program must assess all organizational personnel, policies,
and practices. Contractor must conduct at least one implicit bias training
annually as part of their DEI program and ensure that all Contractor
employees who interact with Enrollees receive implicit bias training. The



program must include additional facets of diversity, equity, and inclusion in
addition to implicit bias.

B. Contractor must utilize the DEl assessment and training program for the
organization to develop and implement a multi-year plan for integrating
diversity, equity, and inclusion into organizational policies and practices.

C. Contractor must provide status reports on the progress of their assessment
activities, including but not limited to assessment findings, training(s)
conducted, evaluation results of the training, and recommended next steps
based on assessment findings and training evaluation results annually as part
of the Contract Compliance Review. Reports of next steps must include
estimated timelines, perceived challenges/barriers, and mitigation strategies
for these perceived challenges/barriers.

21. Specific Standards
IT Policies, Standards and Procedures (PSP)

Contractors are advised that the State has methods, policies, standards and procedures that have
been developed over the years. Contractors are expected to conform to State IT policies and
standards. All services and products provided as a result of this Contract must comply with all
applicable State IT policies and standards. Contractor is required to review all applicable links
provided below and state compliance for the publicly available PSP’s in their response. Non-public
State PSP’s are available to Contractors under NDA.

Public IT Policies, Standards and Procedures (PSP):

DTMB - IT Policies, Standards & Procedures (michigan.gov)

22. Acceptable Use Policy

To the extent that Contractor has access to the State’s computer system, Contractor must comply
with the State’s Acceptable Use Policy, see 1340.00.130.02 Acceptable Use of Information
Technology (michigan.gov). All Contractor Personnel will be required, in writing, to agree to the
State’s Acceptable Use Policy before accessing the State’s system. The State reserves the right to
terminate Contractor’s access to the State’s system if a violation occurs.

23. SOM Digital Standards

All software items provided by the Contractor must adhere to the State of Michigan
Application/Site Standards which can be found at www.michigan.gov/standards.

24. Mobile Responsiveness

The Contractor’s Software must utilize responsive design practices to ensure the application is
accessible via a mobile device.

25. ADA Compliance

The State is required to comply with the Americans with Disabilities Act of 1990 (ADA) and has
adopted standards and procedures regarding accessibility requirements for websites and software


https://www.michigan.gov/dtmb/policies/it-policies
https://www.michigan.gov/dtmb/-/media/Project/Websites/dtmb/Law-and-Policies/IT-Policy/13400013002-Acceptable-Use-of-Information-Technology-Standard.pdf?rev=be02ad06273b40d0b28fd1569c01435e&hash=686A1BFBA24EE0049E2757EC68567A4F
https://www.michigan.gov/dtmb/-/media/Project/Websites/dtmb/Law-and-Policies/IT-Policy/13400013002-Acceptable-Use-of-Information-Technology-Standard.pdf?rev=be02ad06273b40d0b28fd1569c01435e&hash=686A1BFBA24EE0049E2757EC68567A4F
http://www.michigan.gov/standards

applications. All websites, applications, software, and associated content and documentation
provided by the Contractor as part of the Solution must comply with the Digital Accessibility
Standards.

26. User Type and Capacity

Contractor must be able to meet the expected number of concurrent users of any offered online
system based on the total number of enrolled members across the State.

27. End-User Operating Environment

The SOM IT environment includes FedRAMP authorized major cloud providers and on-premises
market leading virtualization environments, with supporting platforms that includes enterprise
storage, monitoring, and management running in house and in cloud hosting provides.

Contractor must accommodate the latest browser versions (including mobile browsers) as well as
some pre-existing browsers. To ensure that users are able to access online services, Contractor
must ensure applications and websites display and function accurately in, at minimum, the two
most recent major versions of the following browsers, without reliance on special plugins or
extensions:

e Google Chrome
* Microsoft Edge
* Firefox

* Safari

Contractor must support the current and future State standard environment at no additional cost
to the State.

28. Enrollee and Provider Website(s) or Web Portal
The Contractor will maintain a public website, secure Enrollee portal, and Provider portal.
29. Migration

The Contractor will communicate any migration process to the State and ensure all configurations,
policies, and encryption standards are replicated in the new environment.

30. Contract Activities and Hosted Services

Contractor must maintain and operate a business continuity and disaster recovery planin
accordance with the requirements set forth in this Contract.

31. Staffing
31.1 Contractor Representative

The Contractor must appoint individuals specifically assigned to State of Michigan accounts, who
will respond to State inquiries regarding the Contract Activities, answer questions related to
ordering and delivery, etc. (the “Contractor Representative”). Personnel must be specifically
assigned to the State account, be knowledgeable on the contractual requirements, and respond to



State inquires within 48 hours. Refer to Schedule A - Section 34 Personnel for a list of all required
Personnel.

The Contractor must notify the Contract Administrator at least 5 calendar days before removing or
assigning a new Contractor Representative.

Contractor Representative: Sarah Musser
31.2 Contract Administrator

The Contract Administrator for each party is the only person authorized to modify any terms of this
Contract, and approve and execute any change under this Contract (each a “Contract
Administrator”):

State: Contractor:

Sarah Musser
Marissa Gove 3031 W. Grand Blvd, Suite 110
320 South Walnut Street Detroit, Ml 48202
Lansing, M148933 sarah.musser@caresource.com
Govem1@michigan.gov 888-654-2200
517-449-8952

31.3 Program Manager

The Program Manager for each party will monitor and coordinate the day-to-day activities of the
Contract (each a “Program Manager”):

Contractor:
Matthew Seager Amanda L Tuttle
400 South Pine Street 3455 Mill Run Drive
Lansing, M1 48933 Hilliard, OH 43026
seagerm@michigan.gov amanda.tuttle@caresource.com
517-643-3746 614-309-9234

32. Customer Service Number

The Contractor must specify its number for the State to contact the Contractor Representative. The
Contractor Representative must be available for calls during the hours of 8:00 am to 5:00 pm EST.

Customer Service Number: 833-230-2053 (TTY: 711)

33. Personnel
33.1 Personnel

The Contractor must appoint individuals who will be directly responsible for the day-to-day
operations of the Contract (“Personnel”). Personnel must be specifically assigned to the State
account, be knowledgeable on the contractual requirements, and respond to State inquiries within
48 hours.

Contractor must not include persons who are currently suspended or terminated from the
Medicaid program in its Provider Network or in the conduct of the Contractor's affairs. Contractor


mailto:Govem1@michigan.gov
mailto:seagerm@michigan.gov

must not employ, or hold any contracts or arrangements with, any individuals who have been
suspended, debarred, or otherwise excluded under the Federal Acquisition Regulation as
described in 42 CFR 438.610. This prohibition includes managing employees, all individuals
responsible for the conduct of the Contractor’s affairs, or theirimmediate families, or any legal
entity in which they or their families have a financial interest of 5% or more of the equity of the
entity.

Contractor will notify the State of the proposed assignment or replacement of any Personnel within
48 hours of the assignment or replacement and provide contact information for the new Personnel.
The State may request a resume and other reasonable information about newly appointed
individuals. The State may request an interview of the newly appointed individual. In the event the
State finds a proposed individual unacceptable, the State will provide a written explanation
including reasonable detail outlining the reasons for the rejection. The State may require a 30-
calendar day training period for replacement personnel.

A. Administrative Personnel Requirements
1. Contractor must employ or contract with sufficient administrative staff to comply
with all program standards. Contractor must specifically provide the following
positions:
Executive Director/Chief Executive Officer (CEO)
Medical Director
Pharmacy Director
Quality Improvement and Utilization Director
Chief Financial Officer (CFO)
Population Health Management Director
LTSS Director
Care Management Director
Management Information System Director
Compliance Officer
Provider Services Director
Grievance and Appeals Coordinator
. HIDE SNP Program Medicaid Liaison
MIS Liaison
Privacy Officer
Member Services Director
Security Officer
SIU Manager/Liaison
s. ADA Compliance Director
2. Contractor must inform MDHHS in writing within 7 business days of vacancies or
staffing changes for the personnel listed above in a-g of this Section.

a. Contractor must fill vacancies for the personnel listed above in a-g of this
section with qualified persons within six months of the vacancy unless an
extension is granted by MDHHS.

3. Contractor mustinform MDHHS in writing within 14 business days of vacancies or
staffing changes for the personnel listed above in h-n
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For Medicaid Liaison vacancies, Contractor must inform MDHHS in writing of

acting or permanent replacement within 3 business days of the vacancy

Contractor must ensure that all staff has appropriate training, education,

experience, licensure as appropriate and liability coverage to fulfill the
requirements of the positions.

Contractor must employ or contract with sufficient, clinically qualified

administrative staff to perform utilization activities for dental services required in
this Contract.

Contractor must ensure that all requested and/or appropriate personnel attend or

are made available during MDHHS onsite visitations with Contractor.
B. Administrative Personnel Responsibilities

1. Executive Director/Chief Executive Officer (CEO)

a.

b.
c.

Full-time administrator with clear authority over general administration and
implementation of requirements set forth in the Contract.

Oversight of budget and accounting systems.

Responsibility to the governing body for daily operations.

2. Medical Director

a.
b.
c.

g.

Michigan-licensed physician (MD or DO).

Responsible for all major clinical program components of the Contractor.
Responsibility to review medical care provided to Enrollees and medical
aspects of Provider Contracts.

Ensure timely medical decisions, including after-hours consultation as
needed.

Management of the Contractor's Quality Assessment and Performance
Improvement Program (QAPI).

Must ensure compliance with State and local reporting laws on
communicable diseases, child Abuse, and neglect.

Must coordinate with the Population Health Management Director and
provide clinical leadership on population health.

3. Pharmacy Director

a.

Responsible for the performance of all pharmacy program components of
the Contractor.
Responsible for oversight and Contract compliance of all pharmacy
program related subcontractors (i.e. Pharmacy Benefit Managers).
Ensures timely pharmacy prior authorization review, processing, and claim
overrides, including after-hours reviews, as warranted.
Ensures compliance with Federal and State laws, regulations, and
reporting requirements that are applicable to the pharmacy program.
Full-time administrator who possesses the training and education
necessary to meet the requirements for pharmacy director as required in
the Contract. The Pharmacy Director may be any of the following:

i Michigan licensed pharmacist.

ii. Michigan licensed certified pharmacy technician.
iii. Other licensed clinician as approved by MDHHS.



iv. Other professional possessing appropriate credentials and
experience as approved by MDHHS.

4. Quality Improvement and Utilization Director

a.

Full-time administrator who possesses the training and education
necessary to meet the requirements for quality improvement/utilization
review activities required in the Contract. The Quality Improvement and
Utilization Director may be any of the following:

i Michigan licensed physician.

ii. Michigan licensed registered nurse.

iii. Certified professional in health care quality.
iv. Other licensed clinician as approved by MDHHS.

V. Other professional possessing appropriate credentials as approved

by MDHHS.
Must provide leadership in the design and implementation of Contractor’s
strategies and programs to ensure Health Equity is prioritized and
addressed, including but not limited to:

i. Ensure the Contractor collects and meaningfully uses demographic
and geographic data (e.g., race, ethnicity, language, disability,
sexual orientation, gender identity) to identify disparities.

ii. Develop targeted interventions designed to reduce health
disparities and address health inequities.

iii. Develop quantifiable metrics that can track and evaluate the
results of the targeted interventions designed to reduce health
disparities and address health inequities.

iv. Collaborate with the Contractor’s Population Health Management
Director to ensure health equity is advanced in the context of the
Contractor’s population health initiatives.

Contractor may provide a Quality Improvement Director and a Utilization
Director as separate positions. However, both positions must be full-time
and meet the clinical training requirements specified in this subsection.
Contractor may provide a separate position that meets the responsibilities
in Section 2.1.1.C.3.A. The position must be full-time.

5. Chief Financial Officer

a.

Full-time administrator responsible for overseeing the budget and
accounting systems.

6. Population Health Management Director

a.

Master’s degree or other advanced degree in nursing, social work, health
services research, health policy, information technology, or other relevant
field.

Responsible for all population health management components for the
Contractor.

Oversee the Contractor's strategic design and implementation, of
population health initiatives based on a deep understanding of scientific
population health principles. Evaluation of the population health



initiatives may be the responsibility of the Population Health Management
Director or the Quality Improvement and Utilization Director.

d. Sponsor and champion Contractor and system-wide initiatives, including
cultivating the support necessary to achieve the desired objectives of
supporting equitable whole person care for Enrollees.

e. Develop and implement operational plans that address the market
opportunities/challenges and align with the established population health
goals of serving the whole person, including Enrollees’ medical and non-
medical needs.

f. Must coordinate with the Medical Director and the Quality Improvement
and Utilization Director and external parties on population health
activities.

7. LTSS Director

a. Master’s degree or other advanced degree in nursing, social work, health
services research, health policy, information technology, or other relevant
field.

b. Develop and implement operational plans to improve LTSS access and
service utilization.

c. Must coordinate with the Medical Director, Quality Improvement and
Utilization Director, Care Management Director and Population Health
Management Director.

8. Care Management Director

a. Master’s degree or other advanced degree in nursing, social work, health
services research, health policy, information technology, or other relevant
field.

b. Direct health plan care management and care coordination functions,
including person centered planning and coordination with external
entities, such as community organizations and other payers.

c. Must coordinate with the Medical Director, Quality Improvement and
Utilization Director, LTSS Director and Population Health Management
Director.

9. Management Information System Director

a. Full-time administrator who oversees and maintains the data
management system to ensure the MIS is capable of valid data collection
and processing, timely and accurate reporting, and correct claims
payments and encounters.

10. Compliance Officer

a. Full-time administrator to oversee the Contractor’s compliance with the
terms of this Contract, including but not limited to the Contractor’s
compliance plan and reporting of Fraud, Waste and Abuse is reported in
accordance with the guidelines as outlined in 42 CFR 438.608.

11. Member Services Director

a. Coordination of communications with Enrollees and other Enrollee

services such as acting as an Enrollee advocate. Ensure sufficient



12.

13.

14.

15.

16.

17.

18.

member services staff to enable Enrollees to receive prompt resolution of
their problems or inquiries.
Provider Services Director

a. Coordination of communications with Subcontractors and other
providers.

b. Ensure sufficient provider services staff to enable Providers to receive
prompt resolution of their problems or inquiries.

Grievance/Appeal Coordinator

a. Coordination, management, and adjudication of Enrollee and Provider

Grievances.
Security Officer

a. Development and implementation of security policies and procedures
outlined in 45 CFR 164.

b. Designated as the individual to receive complaints pursuant to security
breaches in the Contractor’s or State’s policies and procedures.

Privacy Officer

a. Development and implementation of privacy policies and procedures
outlined in 45 CFR 164.

b. Designated as the individual to receive complaints pursuant to breaches
of the Contractor’s privacy policies and procedures.

Designated Liaisons

a. HIDE SNP Program Medicaid Liaison.

b. MIS liaison.

c. SIU manager or liaison.

Support/Administrative Staff

a. Contractor must have adequate clerical and support staff to ensure that
the Contractor's operation functions in accordance with all Contract
requirements.

ADA Compliance Director or point of contact for reasonable accommodations

a. Responsible for assuring meaningful compliance with the American with
Disabilities Act (ADA) (28 C.F.R. § 35.130) and Section 504 of the
Rehabilitation Act of 1973 (Section 504) (29 U.S.C. § 794) and maintain
capacity to deliver services in a manner that accommodates the needs of
its Enrollees.

b. Otherwise responsible for meeting all other requirements stated in this
contractregarding applicable legal non-discrimination requirements,
such as provider compliance with the ADA in terms of physical and
communications accessibility for Enrollees who are blind or deaf as well
as other reasonable accommodations.

c. Responsible for collection of sufficient information from providers to
assess compliance with the ADA, including conducting required surveys
and or site reviews of facilities for both physical and programmatic
accessibility.



One person may hold more than one position described above, so long as the duties of each
position are consistently met. The Contractor must provide title(s), address and contact
information for each person acting as Personnel.

33.2 Organizational Structure
A. Contractor Administrative Linkages

Contractor’s management approach and organizational structure must ensure effective
linkages between administrative areas such as: provider services, member services,
regional network development, quality improvement and utilization review,
Grievance/Appeal review, and management information systems.

B. Contractor Administrative Practices

Contractor must be organized in a manner that facilitates efficient and economic delivery
of services that conforms to acceptable business practices within the State. Contractor
must employ senior level managers with experience and expertise in health care
management and must employ or contract with skilled clinicians for medical management
activities.

C. Financial Interest for Contractor Employees

Contractor must not include persons who are currently suspended or terminated from the
Medicaid program in its Provider Network or in the conduct of the Contractor's affairs.
Contractor must not employ, or hold any contracts or arrangements with, any individuals
who have been suspended, debarred, or otherwise excluded under the Federal Acquisition
Regulation as described in 42 CFR 438.610. This prohibition includes managing employees,
all individuals responsible for the conduct of the Contractor’s affairs, or theirimmediate
families, or any legal entity in which they or their families have a financial interest of 5% or
more of the equity of the entity.

D. Disclosure of Financial Interest for Contractor Employees

1. Providers —all contracted Providers

2. Provider employees —directors, officers, partners, managing employees, or
persons with beneficial ownership of more than 5% of the entity’s equity.

3. Contractor employees - director, officer, partner, managing employee, or persons
with beneficial ownership of 5% or more of the entity's equity.

E. Contractor must notify MDHHS in writing of a substantial change in the facts
set forth in the statement within 30 Days of the date of the change. Information
required to be disclosed in this section must also be available to the
Department of Attorney General, Health Care Fraud Division.

F. Inaccordance with 42 CFR 438.602(i) and Medicaid policy, Contractor’s
business must be located within the United States. Contractor’s failure to
meet this requirement is cause for termination as described in the Standard
Contract Terms.

33.3 Governing Body



A. Contractor Governing Body

Contractor must have a governing body to ensure adoption and implementation of written
policies governing the operation of the Contractor.

B. Governing Body Chair

The administrator or executive officer that oversees the day-to-day conduct and operations of
the Contractor must be responsible to the governing body.

C. Governing Body Meetings

The governing body must meet at least quarterly and must keep a permanent record of all
proceedings available to MDHHS and/or CMS upon request.

D. Governing Body Membership

1. Health maintenance organization’s governing body must include no less than 1
individual who represents the health maintenance organization’s membership.

2. A Health Maintenance Organization that is under a contract with this state to provide
medical services authorized under subchapter XIX or XXl of the Social Security Act, 42
USC1396 to 1396 w-1 5 and 1397aa to 1397mm, must comply with either of the
following requirements:

a. A minimum of 1/3 of its Governing Body must be representatives of its membership
consisting of Medicaid Enrollees of the organization who are not compensated
officers, employees or other individuals responsible for the conduct of, or
financially interested in, the organization’s affairs or;

b. The health maintenance organization must establish a Consumer Advisory Council
that reports to the Governing Body. The consumer advisory council must include at
least one Medicaid Enrollee, one family member or legal guardian of an Enrollee
and one consumer advocate.

3. Ahealth maintenance organization must meet at least quarterly unless specifically
exempted from this requirement by the Director. For participation in its non-
compensated Governing Body or Consumer Advisory Council, the Contractor must
make good faith efforts to include and actively recruit representation that reflects:

a. Medicaid Enrollee population in the Contractor’s Service Area;

b. Parents/guardians of Enrollees in CSHCS;

c. Populations identified in Section 1.1.X.A.2.a;

d. Medicaid Enrollee populations who have experienced disparate perinatal
outcomes; and

e. Groups of people who have systematically experienced greater social and/or
economic obstacles to health based on characteristics historically linked to
discrimination or exclusion (e.g., race or ethnic group; religion; socioeconomic
status; gender; age; mental health; cognitive, sensory or physical disability;
sexual orientation; gender identity; or geographic location).

4. The Contractor must engage the members of the non-compensated Governing Body or
Consumer Advisory Council in:



a. developing, prioritizing and evaluating policy and care strategies that promote the
reduction of health disparities and advancement of health equity, and
b. providing input on culturally appropriate service or program design.
E. Governing Body Procedures

Contractor must have written policies and procedures for governing body detailing, at a
minimum, the following:

1. The length of the term for board members
2. Filling of vacancies
3. Notice to Enrollees

F. Enrollee Board Members

Enrollee board members must have the same responsibilities as other board members in the
development of policies governing the operation of the Contractor’s plan.

G. Consumer Advisory Council

If the Contractor plans to establish a consumer advisory council, Contractor must have written
policies and procedures for the consumer advisory council detailing, at a minimum, the
following:

How council members are chosen

Duties of the council members

The length of term for council members

Filling of vacancies

How often the council reports to the governing body and how minutes or other reports

will be shared with MDHHS

6. How the councilis involved in developing, prioritizing and evaluating policy and care
strategies that promote the reduction of health disparities and advancement of health
equity

7. How the councilis involved in providing input on culturally appropriate service or

program design.
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33.4 Disclosure of Subcontractors
If the Contractor intends to utilize subcontractors, the Contractor must disclose the following:

* Thelegal business name; address; telephone number; a description of subcontractor’s
organization and the services it will provide; and information concerning subcontractor’s
ability to provide the Contract Activities.

* Therelationship of the subcontractor to the Contractor.

* Whether the Contractor has a previous working experience with the subcontractor. If yes,
provide the details of that previous relationship.

* Acomplete description of the Contract Activities that will be performed or provided by the
subcontractor

* Geographically Disadvantaged Business Enterprise Sub-Contractors: If contractors
plan to utilize subcontractors to perform more than 20% of the deliverables under this



contract, at least 20% of that subcontracted work must be awarded to Michigan-based
Geographically Disadvantaged Business Enterprises (GDBE). Contractor will submit a plan
detailing all subcontractors to be used, including the percentage of the work to be done by
each. Contractor must inform the State to the name and address of the GDBE, the
percentage of the work they will complete, the total amount estimated to be paid to the
GDBE, and provide evidence for their qualifications as a GDBE. If contractor cannot find
GDBE subcontractors to meet this requirement they must provide reasoning and
justification to receive an exemption from this requirement from the State. (Existing
business relationships will not be an approved reason for this.)

GDBE definition: "Geographically Disadvantaged Business Enterprise" also known as GDBE, is a
Michigan-based business that satisfies one or more of the following: (i) Is certified as a Michigan
HUBZone Small Business Concern by the United States Small Business Administration. (ii) Has a
principal place of business located within a Qualified Opportunity Zone within Michigan. (iii) More
than half of its employees either work at a secondary location or have a principal residence located
within a Qualified Opportunity Zone within Michigan, or both.

Additional information on GDBEs can be found here:

Michigan GDBE Website

33.5 Security

The State may require the Contractor’s personnel to wear State issued identification badges when
entering a State facility.

34. Project Management
34.1 Meetings
A. Mandatory Administrative Meetings
a. Contractor Representatives
Contractor representative must attend the following meetings at a cadence that
may be updated per MDHHS needs:

Bimonthly Administrative Issues (bimonthly)

Office of Medical Affairs/MHP Medical Directors (quarterly)

CEO (bimonthly)

Operations (monthly)

QI Directors (bimonthly)

Encounter Meeting (monthly)

MDHHS MCO Common Formulary Workgroup Meetings (quarterly)

Noohsowd-=

b. Contractor Collaboration

Contractor must attend other meetings as directed by MDHHS for the purpose of
performing Contract Requirements, improving workflows, and otherwise
collaborating with MDHHS for benefit of Enrollees, Contractors, and the State.

B. Mandatory Stakeholder Meetings


https://www.michigan.gov/dtmb/procurement/contractconnect/programs-and-policies/policies/geographically-disadvantaged-business-enterprise

Contractor must facilitate or otherwise ensure all required meetings with entities
named/described in this Contract (e.g., meetings with PIHPs, Community Collaboration
meetings) take place as directed at requisite intervals.

35. Ordering
35.1 Authorizing Document

The appropriate authorizing document for the Contract will be the Master Agreement.

36. Invoice and Payment
36.1 Payment Terms
A. General

1. Contracts are full-risk.

2. Contractor must fully participate with all State Directed Payments approved by
CMS. These State Directed Payments may require Contractors to implement
specific payment parameters such as amount, frequency, and provider. The
parameters the State establishes with Contractors will be generated based on
selection criteria and performance monitoring that has been approved by CMS.
State Directed Payments will be incorporated into Contractor rates as
necessary/consistent with rate-setting parameters. State Directed Payments may
require Contractors to pay hospitals, specialty providers, or PCPs with the goal of
ensuring access and high-quality care for Medicaid Enrollees. Contractors must
follow payment instructions provided by MDHHS separate from this Contract.

B. Payment Provisions
1. Fixed Price

Payment under this Contract will consist of a fixed reimbursement plan with specific
monthly payments. The services will be under a fixed price per covered member
multiplied by the actual member count assigned to the Contractor in the month for
which payment is made.

2. Capitation Rates

i. MDHHS will establish actuarially sound capitation rates developed in
accordance with the federal requirements for actuarial soundness. The
accepted definition of Actuarial soundness is: Medicaid Capitation rates are
“actuarially sound” if, for business for which the certification is being
prepared and for the period covered by the certification, projected capitation
rates and other revenue sources provide for all reasonable appropriate and
attainable costs. For purposes of this definition, other revenue sources
include, but are not limited to, expected reinsurance and governmental stop-
loss cash flows, governmental risk adjustment cash flows, and investment
income. For purposes of this definition, costs include, but are not limited to,
expected health benefits; health benefit settlement expenses; administrative
expenses; the cost of capital, and government mandated assessments, fees,
and taxes imposed by this state and the federal government including the



Health Insurer fee that the Contractor incurs and becomes obligated to pay
under section 9010 of the Patient Protection and Affordable Care Act, Public
Law111-148, as amended by the Health Care and Education Reconciliation
Act of 2010, due to its receipt of Medicaid premiums pursuant to the
contract. For purposes of this subsection, the full cost of the Health Insurer
Fee includes both the Health Insurer Fee and the allowance to reflect the
federal and state income tax. The rates must be developed by an actuary who
meets the qualifications of the American Academy of Actuaries utilizing a
uniform and consistent capitation rate development methodology that
incorporates relevant information which may include:

1. The annual financial filings of all Contractors.

2. Relevant Medicaid FFS data.

3. Relevant Contractor Encounter Data.

ii. MDHHS will not consider any claims paid by the Contractor to a Network
Provider, Out-of- Network Provider, Subcontractor, or financial institution
located outside the United States in the development of actuarially sound
capitation rates.

3. Risk Adjustment

Rates have been developed as full risk rates. Contractors assume risk for the cost of
services covered under the contract and incur losses if the cost of furnishing the
services exceeds the payments under the contract. No risk corridor, or other risk-
mitigation measures, has been established. Any such mechanisms will follow relevant
federal guidelines regarding parameters and documentation with rate certification
materials.

4. Regional Rate

Rates will include a regional adjustment for the nursing facility population and
Community Well populations. Details of the rate adjustment will be detailed in the rate
certification and may be adjusted each rate-setting year.

5. Annual Review

MDHHS will annually review changes in implemented Medicaid Policy to determine the
financialimpact on the HIDE-SNP. Medicaid Policy changes reviewed under this
Section include, but are not limited to, Medicaid policies implemented during the term
of the Contract, changes in Covered Services, and modifications to Medicaid rates for
Covered Services. If MDHHS determines that the policy changes significantly affect
the overall cost to the HIDE-SNP, MDHHS will adjust the fixed price per covered
member to maintain the actuarial soundness of the rates.

6. Enrollment Files

MDHHS will generate HIPAA-compliant 834 files that will be sent to the Contractor
prior to month's end identifying expected enrollment for the following service month.
At the beginning of the service month, MDHHS will automatically generate invoices



based on actual member enrollment. The Contractor will receive one lump-sum
payment approximately at mid-service month and MDHHS will report payments to
Contractors on a HIPAA-compliant 820 file. A process will be in place to ensure timely
payments and to identify Enrollees the Contractor was responsible for during the
month but for which no payment was received in the service month (e.g., those in
deeming status). MDHHS may initiate a process to recoup Capitation Payments made
to the Contractor for Enrollees who were retroactively disenrolled Contract Remedies
and Performance Bonus Payments.

The application of Contract remedies and performance bonus payments outlined in
this Contract will affect the lump-sum payment. Payments in any given calendar year
are contingent upon and subject to federal and State appropriations.

i The State may deduct from whatever is owed Contractor on this Contract an
amount sufficient to compensate the State for any damage resulting from
termination or rescission.

ii. Any payment to Contractor may be reduced or suspended when a provision of
this Contract requires a payment or refund to the State or an adjustment of a
payment to the Contractor.

iii. The State may deduct from whatever is owed to the Contractor of this Contract
an amount equal to the Sanctions and/or liquidated damages levied against
Contractor.

iv. If any failure of the Contractor to meet any requirement of this Contract results
in the withholding of federal funds from the State, the State may withhold and
retain an equivalent amount from payments to Contractor until such federal
funds are released, in whole or in part, to the State, at which time the State will
release to Contractor an amount equivalent to the amount of federal funds
received by the State.

7. Activities No Longer Authorized by Law

i. Should any part of the scope of work under this Contract relate to a state
program that is no longer authorized by law (e.g., which has been vacated by a
court of law, or for which CMS has withdrawn federal authority, or which is the
subject of a legislative repeal), Contractor must do no work on that part after
the effective date of the loss of program authority. The state must adjust
capitation rates to remove costs that are specific to any program or activity
that is no longer authorized by law. If Contractor works on a program or activity
no longer authorized by law after the date the legal authority for the work ends,
Contractor will not be paid for that work. If the state paid Contractorin
advance to work on a no-longer-authorized program or activity and under the
terms of this Contract the work was to be performed after the date the legal
authority ended, the payment for that work should be returned to the state.
However, if Contractor worked on a program or activity prior to the date legal
authority ended for that program or activity, and the state included the cost of
performing that work in its payments to Contractor, Contractor may keep the



payment for that work even if the payment was made after the date the
program or activity lost legal authority.

C. Medical Loss Ratio (MLR)

1. Contractoris subject to a minimum MLR of 85 percent. The MLR provisions apply on a
contract-specific basis and include revenue and expense experience applicable to
Enrollees included under the Contract.

2. Contractor must submit to MDHHS a consolidated MLR report for its Medicaid
population for each MLR reporting year, as directed by MDHHS and in accordance
with 42 CFR 438.8. Contractor must use the reporting tool provided by MDHHS for
MLR reporting requirements for each calendar reporting year of the Contract.

3. Failure of Contractor to meet the minimum MLR will result in remittance of funds from
Contractor. Within 90 Days of MDHHS’ notice to Contractor of its failure to meet the
minimum MLR, Contractor must remit back to MDHHS a rebate in the amount equal
to the difference between the calculated MLR and the target MLR of 85% multiplied by
the revenue paid to Contractor during the Contract year. Rebates paid to MDHHS will
be calculated in aggregate across all eligibility groups in the Medicaid Managed Care
Program.

D. Dental Claim Loss Ratio

1. Contractoris subject to a Dental Claim Loss Ratio of 80 percent, as described in this
Contract. The established MDHHS Dental Claim Loss Ratio measures dental costs
incurred by Contractor to the dental benefit expense included in the capitation rate
paid to Contractor and involves minimum dental utilization assumptions. The Dental
Claim Loss Ratio utilizes a composite that is included in the State of Michigan
Medicaid Rate Certification Letter to CMS and projects average per-member
utilization of dental services for the calendar year.

2. MDHHS will calculate the Dental Claim Loss Ratio using Contractor encounter data
for dental services incurred for the period beginning January 1, 2026, through
December 31, 2026, with a six (6)-month claims run-off allowance.

3. Failure of Contractor to meet the minimum Dental Claim Loss Ratio will result in
remittance of funds from Contractor. Within 90 Days of MDHHS’ notice to Contractor
of its failure to meet the minimum Dental Claim Loss Ratio, Contractor must remit
back to MDHHS a rebate in the amount equal to 100% of the difference between the
incurred dental benefit expense and the benefit expense included in the dental
capitation rate paid to Contractor.

E. Contractor Performance Bonus
1. Performance Bonus (Quality Withhold)

In support of MDHHS’ commitment to quality improvement, innovation, and operational
excellence, MDHHS will withhold a percentage of the Capitation Payment from Contractor and
make the return of these withheld funds contingent upon Contractor meeting certain quality
and performance metrics.



For calendar year 2026, MDHHS will withhold 2.00% of the Capitation Payment. MDHHS
reserves the right to revise the withhold percentage ahead of each fiscal period. Withheld funds
will be used for the Contractor performance bonus awards. Awards will be made to Contractor
according to criteria established by MDHHS (see HIDE SNP Quality Withhold Technical Notes)
and in compliance with 42 CFR 438.6(b). Contractor’s performance will be measured during
the rating period in which the withhold arrangement is applied.

2. Ciriteria for Performance Bonus (Quality Withhold)

The criteria for awards include but are not limited to assessment of performance in quality of
care, access to care, Enrollee satisfaction, and certain administrative functions, as described
in Appendix G and the HIDE SNP Quality Withhold Technical Notes. Each year, MDHHS will
establish and communicate to the Contractor the criteria and standards to be used for the
performance bonus awards.

36.2 Taxes
A. Tax Excluded from Price

1. Sales and Use Tax

Generally, the State is exempt from sales and use tax for direct purchases.
Contractor’s prices must not include sales or use tax unless a specific exception
applies.

2. UseTax

Specific Exception: MCL 205.93f sets out a specific exception to the State’s general
use tax exemption. This exception applies to contracts for purchase of medical
services beginning April 1, 2014, from entities identified in MCL 400.106(2)(a) and
MCL 400.109f involving certain Medicaid contracted health plans and some specialty
prepaid health plans. Purchases of services that fall under these provisions are
subject to use tax.

3. Federal Excise Tax

The State may be exempt from Federal Excise Tax, or the taxes may be reimbursable,
if articles are purchased under any resulting Contract for the State’s exclusive use.
Certificates showing exclusive use for the purposes of substantiating a tax-free or tax-
reimbursable sale will be sent upon request. If a sale is tax exempt or tax
reimbursable under the Internal Revenue Code, prices must not include the Federal
Excise Tax.

B. Employment Taxes

The Contractor must collect and pay all applicable federal, State, and local employment
taxes, including the taxes.

C. Sales and Use Taxes

1. Contractor Remittance of Sale Tax



Contractor is required to be registered and to remit sales and use taxes on taxable sales
of tangible personal property or services delivered into the State. Contractors lacking
sufficient presence in Michigan to be required to register and pay taxes must do so
voluntarily. This requirement extends to:

a. Allmembers of any controlled group as defined in § 1563(a) of the Internal Revenue
Code and applicable regulations of which the company is a member.

b. All organizations under common control as defined in § 414(c) of the Internal
Revenue Code and applicable regulations of which the company is a member that
make sales at retail for delivery into the State are registered with the State for the
collection and remittance of sales and use taxes.

2. Organization Definition

In applying treasury regulations defining “two or more trades or businesses under
common control” the term “organization” means sole proprietorship, a partnership (as
defined in §701(a)(2) of the Internal Revenue Code), a trust, an estate, a corporation, or
a limited liability company.



SCHEDULE B - PRICING

Contract No. 250000000291
Highly Integrated Dual Eligible Special Needs Plans (HIDE SNP)

MDHHS will establish actuarially sound capitation rates developed in accordance with the
federal requirements for actuarial soundness.

Capitation rates will be provided prior to contract start date.



SCHEDULE C - INSURANCE REQUIREMENTS

Contract No. 250000000291
Highly Integrated Dual Eligible Special Needs Plans (HIDE
SNP)

1. General Requirements. Contractor, at its sole expense, must maintain the insurance
coverage as specified herein for the duration of the Term. Minimum limits may be
satisfied by any combination of primary liability, umbrella or excess liability, and self-
insurance coverage. To the extent damages are covered by any required insurance,
Contractor waives all rights against the State for such damages. Failure to maintain
required insurance does not limit this waiver.

2. Qualification of Insurers. Except for self-insured coverage, all policies must be written
by an insurer with an A.M. Best rating of A- VIl or higher unless otherwise approved by
DTMB Enterprise Risk Management.

3. Primary and Non-Contributory Coverage. All policies for which the State of Michigan
is required to be named as an additional insured must be on a primary and non-
contributory basis.

4. Claims-Made Coverage. If any required policies provide claims-made coverage,
Contractor must:

a. Maintain coverage and provide evidence of coverage for at least 3 years after the
later of the expiration or termination of the Contract or the completion of allits
duties under the Contract;

b. Purchase extended reporting coverage for a minimum of 3 years after completion of
work if coverage is cancelled or not renewed, and not replaced with another claims-
made policy form with a retroactive date prior to the Effective Date of this Contract.

5. Proof of Insurance.

a. Insurance certificates showing evidence of coverage as required herein must be
submitted to DTMB-RiskManagement@michigan.gov within 10 days of the contract
execution date.

b. Renewal insurance certificates must be provided on annual basis or as otherwise
commensurate with the effective dates of coverage for any insurance required
herein.

c. Insurance certificates must be in the form of a standard ACORD Insurance
Certificate unless otherwise approved by DTMB Enterprise Risk Management.

d. Allinsurance certificates must clearly identify the Contract Number (e.g., notated
under the Description of Operations on an ACORD form).


mailto:DTMB-RiskManagement@michigan.gov

e. The State may require additional proofs of insurance or solvency, including but not
limited to policy declarations, policy endorsements, policy schedules, self-insured
certification or authorization, and audited financial statements.

f. Inthe eventany required coverage is cancelled or not renewed, Contractor must
provide written notice to DTMB Enterprise Risk Management no later than 5
business days following such cancellation or nonrenewal.

6. Subcontractors. Contractoris responsible for ensuring its subcontractors, if any, carry
and maintain insurance coverage as applicable to the subcontracted service(s).

7. Limits of Coverage & Specific Endorsements.

Required Limits Additional Requirements

Commercial General Liability Insurance

Minimum Limits: Contractor must have their policy endorsed to add
$1,000,000 Each Occurrence “the State of Michigan, its departments, divisions,
$1,000,000 Personal & Advertising Injury agencies, offices, commissions, officers,
$2,000,000 Products/Completed Operations employees, and agents” as additional insureds
$2,000,000 General Aggregate using endorsement CG 20 10 11 85, or both CG 20

101219and CG 2037 1219.

Umbrella or Excess Liability Insurance

Minimum Limits: Contractor must have their policy follow form.
$10,000,000 General Aggregate

Automobile Liability Insurance

If a motor vehicle is used in relation to the Contractor's performance, the Contractor must have
vehicle liability insurance on the motor vehicle for bodily injury and property damage as required
by law.

Workers' Compensation Insurance

Minimum Limits:
Coverage according to applicable laws
governing work activities.

Waiver of subrogation, except where waiver is
prohibited by law.

Employers Liability Insurance

Minimum Limits:

$500,000 Each Accident

$500,000 Each Employee by Disease
$500,000 Aggregate Disease

Privacy and Security Liability (Cyber Liability) Insurance

Minimum Limits: Contractor must have their policy cover information
$1,000,000 Each Occurrence security and privacy liability, privacy notification
$1,000,000 Annual Aggregate costs, regulatory defense and penalties, and

website media content liability.

Crime (Fidelity) Insurance




Required Limits

Additional Requirements

Minimum Limits:
$1,000,000 Employee Theft Per Loss

Contractor must have their policy: (1) cover forgery
and alteration, theft of money and securities,
robbery and safe burglary, computer fraud, funds
transfer fraud, money order and counterfeit
currency, and (2) endorsed to add “the State of
Michigan, its departments, divisions, agencies,
offices, commissions, officers, employees, and
agents” as Loss Payees.

Professional Liability (Erro

rs and Omissions) Insurance

Minimum Limits:
$3,000,000 Each Occurrence
$3,000,000 Annual Aggregate

8. Notice of Non-Compliance. Contractor

consents to receiving electronic

communications from a third-party service provider, Origami Risk, for the exclusive
purpose of notifying Contractor of non-compliance with the requirements set forth in

this Schedule C.

Non-Waiver. This Schedule C is not intended to and is not to be construed in any

manner as waiving, restricting or limiting the liability of either party for any obligations
under this Contract, including any provisions hereof requiring Contractor to indemnify,

defend and hold harmless the State.




SCHEDULE D - SERVICE LEVEL AGREEMENT FOR
HYBRID PURCHASES

1. Definitions. For purposes of this Schedule, the following terms have the meanings set
forth below. All initial capitalized terms in this Schedule that are not defined in this
Schedule shall have the respective meanings given to them in the Contract Terms and
Conditions.

“Actual Uptime” means the total minutes in the Service Period that the Hosted
Services are Available.

“Availability” has the meaning set forth in Section 2.1.
“Availability Requirement” has the meaning set forth in Section 2.1.
“Available” has the meaning set forth in Section 2.1.

“Contact List” means a current list of Contractor contacts and telephone numbers set
forth in the attached Schedule D - Attachment 1 to this Schedule to enable the State
to escalate its Support Requests, including: (a) the first person to contact; and (b) the
persons in successively more qualified or experienced positions to provide the support
sought.

“Corrective Action Plan” has the meaning set forth in Section 3.9.
“Critical Service Error” has the meaning set forth in Section 3.5.
“Exceptions” has the meaning set forth in Section 2.2.

“High Service Error” has the meaning set forth in Section 3.5.

“Hosted Services” means the hosting, management and operation of the Operating
Environment, Software, other services (including support and subcontracted services),
and related resources for remote electronic access and use by the State and its
Authorized Users, including any services and facilities related to disaster recovery
obligations.

“Low Service Error” has the meaning set forth in Section 3.5.

“Maintenance Release” means any update, upgrade, release or other adaptation or
modification of the Software, including any updated Documentation, that Contractor
may generally provide to its licensees from time to time during the Term, which may
contain, among other things, error corrections, enhancements, improvements or other
changes to the user interface, functionality, compatibility, capabilities, performance,
efficiency or quality of the Software.

“Medium Service Error” has the meaning set forth in Section 3.5.



“New Version” means any new version of the Software, including any updated
Documentation, that the Contractor may from time to time introduce and market
generally as a distinct licensed product, as may be indicated by Contractor's
designation of a new version number.

“Operating Environment” means, collectively, the platform, environment and
conditions on, in or under which the Software is intended to be installed and operate,
as set forth in a Statement of Work, including such structural, functional and other
features, conditions and components as hardware, operating software, system
architecture, configuration, computing hardware, ancillary equipment, networking,
software, firmware, databases, data, and electronic systems (including database
management systems).

“Resolve” has the meaning set forth in Section 3.6.

"RPO" or "Recovery Point Objective" means the maximum amount of potential data
loss in the event of a disaster.

"RTO" or "Recovery Time Objective" means the maximum period of time to fully
restore the Hosted Services in the case of a disaster.

“Scheduled Downtime” has the meaning set forth in Section 2.3.
“Scheduled Uptime” means the total minutes in the Service Period.
“Service Availability Credits” has the meaning set forth in Section 2.6(a).

“Service Error” means any failure of any Hosted Service to be Available or otherwise
perform in accordance with this Schedule.

“Service Level Credits” has the meaning set forth in Section 3.8.

“Service Level Failure” means a failure to perform the Software Support Services fully
in compliance with the Support Service Level Requirements.

“Service Period” has the meaning set forth in Section 2.1.
“Software Support Services” has the meaning set forth in Section 3.

“State Systems” means the information technology infrastructure, including the
computers, software, databases, electronic systems (including database management
systems) and networks, of the State or any of its designees.

“Support Hours” means 8:00am to 8:00pm
“Support Request” has the meaning set forth in Section 3.5.
“Support Service Level Requirements” has the meaning set forth in Section 3.4.

Service Availability and Service Availability Credits.
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2.5

.Availability Requirement. Contractor will make the Hosted Services and Software
Available, as measured over the course of each calendar month during the Term
and any additional periods during which Contractor does or is required to perform
any Hosted Services (each such calendar month, a “Service Period”), at least
99.98% of the time, excluding only the time the Hosted Services are not Available
solely as a result of one or more Exceptions (the “Availability Requirement”).
“Available” means the Hosted Services and Software are available and operable
for access and use by the State and its Authorized Users over the Internetin
material conformity with the Contract. “Availability” has a correlative meaning.
The Hosted Services and Software are not considered Available in the event of a
material performance degradation or inoperability of the Hosted Services and
Software, in whole or in part. The Availability Requirement will be calculated for the
Service Period as follows: (Actual Uptime — Total Minutes in Service Period Hosted
Services or Software are not Available Due to an Exception) + (Scheduled Uptime —
Total Minutes in Service Period Hosted Services or Software are not Available Due
to an Exception) x 100 = Availability.

Exceptions. No period of Hosted Services degradation or inoperability will be
included in calculating Availability to the extent that such downtime or degradation
is due to any of the following (“Exceptions”):

(a) Failures of the State’s or its Authorized Users’ internet connectivity;
(b) Scheduled Downtime as set forth in Section 2.3.

Scheduled Downtime. Contractor must notify the State at least twenty-four (24)
hours in advance of all scheduled outages of the Hosted Services or Software in
whole or in part (“Scheduled Downtime”). All such scheduled outages will: (a) last
no longer than five (5) hours; (b) be scheduled between the hours of 12:00 a.m. and
5:00 a.m., Eastern Time; and (c) occur no more frequently than once per week;
provided that Contractor may request the State to approve extensions of Scheduled
Downtime above five (5) hours, and such approval by the State may not be
unreasonably withheld or delayed.

Software Response Time. Software response time, defined as the interval from the
time the end user sends a transaction to the time a visual confirmation of
transaction completion is received, must be less than two (2) seconds for 98% of all
transactions. Unacceptable response times shall be considered to make the
Software unavailable and will count against the Availability Requirement.

Service Availability Reports. Within thirty (30) days after the end of each Service
Period, Contractor will provide to the State a report describing the Availability and
other performance of the Hosted Services and Software during that calendar month
as compared to the Availability Requirement. The report must be in electronic or
such other form as the State may approve in writing and shall include, at a
minimum: (a) the actual performance of the Hosted Services and Software relative
to the Availability Requirement; and (b) if Hosted Service performance has failed in




any respect to meet or exceed the Availability Requirement during the reporting
period, a description in sufficient detail to inform the State of the cause of such
failure and the corrective actions the Contractor has taken and will take to ensure
that the Availability Requirement are fully met.

2.6 Remedies for Service Availability Failures.

(a) If the actual Availability of the Hosted Services and Software is less than the
Availability Requirement for any Service Period, such failure will constitute a
Service Error for which Contractor will issue to the State the following credits
on the fees payable for Hosted Services and Software provided during the
Service Period (“Service Availability Credits”):

Availability Credit of Fees
299.98% None
<99.98% but 15%
299.0%

<99.0% but =95.0% 50%
<95.0% 100%

(b) Any Service Availability Credits due under this Section will be applied in
accordance with payment terms of the Contract.

(c) If the actual Availability of the Hosted Services and Software is less than the
Availability Requirement in any two (2) of four (4) consecutive Service Periods,
then, in addition to all other remedies available to the State, the State may
terminate the Contract on written notice to Contractor with no liability,
obligation or penalty to the State by reason of such termination.

3. Support and Maintenance Services. Contractor will provide IT Environment Service
and Software maintenance and support services (collectively, “Software Support
Services”) in accordance with the provisions of this Section 3. The Software Support
Services are included in the Services, and Contractor may not assess any additional
fees, costs or charges for such Software Support Services.

3.1 Support Service Responsibilities. Contractor will:

(b) correct all Service Errors in accordance with the Support
Service Level Requirements, including by providing defect repair, programming
corrections and remedial programming;

(c) provide unlimited telephone support during Support Hours;

(d) provide unlimited online support 24 hours a day, seven days a
week;



(e) provide online access to technical support bulletins and other
user support information and forums, to the full extent Contractor makes such
resources available to its other customers; and

(f) respond to and Resolve Support Requests as specified in this
Section.

3.2 Service Monitoring and Management. Contractor will continuously monitor and
manage the Hosted Services and Software to optimize Availability that meets or
exceeds the Availability Requirement. Such monitoring and management includes:

(a) proactively monitoring on a twenty-four (24) hour by seven (7) day basis all
Hosted Service functions, servers, firewall and other components of Hosted
Service security;

(b) if such monitoring identifies, or Contractor otherwise becomes aware of, any
circumstance that is reasonably likely to threaten the Availability of the Hosted
Service, taking all necessary and reasonable remedial measures to promptly
eliminate such threat and ensure full Availability; and

(c) if Contractor receives knowledge that the Hosted Service or any Hosted Service
function or component is not Available (including by written notice from the
State pursuant to the procedures set forth herein):

(i) confirming (or disconfirming) the outage by a direct check of the
associated facility or facilities;

(ii) If Contractor’s facility check in accordance with clause (i) above confirms
a Hosted Service outage in whole or in part: (A) notifying the State in
writing pursuant to the procedures set forth herein that an outage has
occurred, providing such details as may be available, including a
Contractor trouble ticket number, if appropriate, and time of outage; and
(B) working all problems causing and caused by the outage until they are
Resolved as Critical Service Errors in accordance with the Support
Request Classification set forth in Section 3.5 and 3.6, or, if determined
to be aninternet provider problem, open a trouble ticket with the internet
provider; and

(iii) Notifying the State that Contractor has fully corrected the outage and any
related problems, along with any pertinent findings or action taken to
close the trouble ticket.

3.3 Service Maintenance. Contractor will continuously maintain the Hosted Services
and Software to optimize Availability that meets or exceeds the Availability
Requirement. Such maintenance services include providing to the State and its
Authorized Users:

(a) all updates, bug fixes, enhancements, Maintenance Releases, New Versions
and other improvements to the Hosted Services and Software, including the
Software, that Contractor provides at no additional charge to its other similarly



situated customers; provided that Contractor shall consult with the State and
is required to receive State approval prior to modifying or upgrading Hosted
Services and Software, including Maintenance Releases and New Versions of
Software; and

(b) all such services and repairs as are required to maintain the Hosted Services
and Software or are ancillary, necessary or otherwise related to the State’s or
its Authorized Users’ access to or use of the Hosted Services and Software, so
that the Hosted Services and Software operate properly in accordance with the
Contract and this Schedule.

3.4 Support Service Level Requirements. Contractor will correct all Service Errors
and respond to and Resolve all Support Requests in accordance with the required
times and other terms and conditions set forth in this Section 3.4 (“Support
Service Level Requirements”), and the Contract.

3.5 Support Requests. The State will classify its requests for Service Error corrections
in accordance with the descriptions set forth in the chart below (each a “Support
Request”). The State will notify Contractor of Support Requests by email,
telephone or such other means as the parties may hereafter agree to in writing.
Support Request Classification Description:

Any Service Error Comprising or
Causing any of the Following Events
or Effects

Critical Service Error . Issue affecting entire system or
single critical production
function;

° System down or operating in
materially degraded state;

. Data integrity at risk;

° Declared a Critical Support
Request by the State; or

° Widespread access
interruptions.

High Service Error ° Primary component failure that
materially impairs its
performance; or

° Data entry or access is
materially impaired on a limited




basis.

Medium Service Error

IT Environment Services and
Software is operating with minor
issues that can be addressed
with an acceptable (as
determined by the State)
temporary work around.

Low Service Error

Request for assistance,
information, or services that are
routine in nature.

3.6 Response and Resolution Time Service Levels. Response and Resolution times

will be measured from the time Contractor receives a Support Request until the

respective times Contractor has (i) responded to, in the case of response time and

(i) Resolved such Support Request, in the case of Resolution time. “Resolve”
(including “Resolved”, “Resolution” and correlative capitalized terms) means

that, as to any Service Error, Contractor has provided the State the corresponding

Service Error correction and the State has confirmed such correction and its
acceptance thereof. Contractor will respond to and Resolve all Service Errors
within the following times based on the severity of the Service Error:




Critical One (1) Three (3) Five percent (5%) | Five percent (5%)
Service Error hour hours of the Fees for the | of the Fees for
month in which the monthin
the initial Service | which the initial
Level Failure Service Level
begins and five Failure begins
percent (5%) of and five percent
such monthly (5%) of such
Fees for each monthly Fees for
additional hour or | the first
portion thereof additional hour
that the or portion
corresponding thereof that the
Service Erroris corresponding
not responded to | Service Error
within the remains un-
required Resolved, which
response time. amount will
thereafter
double for each
additional one-
hour increment.
High Service One (1) Four (4) Three percent Three percent
Error hour hours (8%) of the Fees (3%) of the Fees

for the monthin
which the initial
Service Level
Failure begins

for the month in
which the initial
Service Level
Failure begins




and three percent

(8%) of such
monthly Fees for
each additional
hour or portion
thereof that the
corresponding
Service Erroris
not responded to

and three
percent (3%) of
such monthly
Fees for the first
additional hour
or portion
thereof that the
corresponding
Service Error

within the remains un-

required Resolved, which

response time. amount will
thereafter

double for each
additional one-
hour increment.

Medium Three (3) Two (2) N/A N/A
Service Error hours Business

Days
Low Service Three (3) Five (5) N/A N/A
Error hours Business

Days

3.7 Escalation. With respect to any Critical Service Error Support Request, until such
Support Request is Resolved, Contractor will escalate that Support Request within
sixty (60) minutes of the receipt of such Support Request by the appropriate
Contractor support personnel, including, as applicable, the Contractor Project
Manager and Contractor’s management or engineering personnel, as appropriate.



3.8

3.9

Support Service Level Credits. Failure to achieve any of the Support Service Level
Requirements for Critical and High Service Errors will constitute a Service Level
Failure for which Contractor will issue to the State the corresponding service
credits set forth in Section 3.6 (“Service Level Credits”) in accordance with
payment terms set forth in the Contract.

Corrective Action Plan. If two or more Critical Service Errors occur in any thirty
(30) day period during (a) the Term or (b) any additional periods during which
Contractor does or is required to perform any Hosted Services, Contractor will
promptly investigate the root causes of these Service Errors and provide to the
State within five (5) Business Days of its receipt of notice of the second such
Support Request an analysis of such root causes and a proposed written corrective
action plan for the State’s review, comment and approval, which, subject to and
upon the State’s written approval, shall be a part of, and by this reference is
incorporated in, the Contract as the parties’ corrective action plan (the
“Corrective Action Plan”). The Corrective Action Plan mustinclude, at a
minimum: (a) Contractor’s commitment to the State to devote the appropriate
time, skilled personnel, systems support and equipment and other resources
necessary to Resolve and prevent any further occurrences of the Service Errors
giving rise to such Support Requests; (b) a strategy for developing any
programming, software updates, fixes, patches, etc. necessary to remedy, and
prevent any further occurrences of, such Service Errors; and (c) time frames for
implementing the Corrective Action Plan. There will be no additional charge for
Contractor’s preparation or implementation of the Corrective Action Plan in the
time frames and manner set forth therein.

4. Data Storage, Backup, Restoration and Disaster Recovery. Contractor must maintain
or cause to be maintained backup redundancy and disaster avoidance and recovery
procedures designed to safeguard State Data and the State’s other Confidential
Information, Contractor’s Processing capability and the availability of the IT
Environment Services and Software, in each case throughout the Term and at all times
in connection with its actual or required performance of the Services hereunder. All
backed up State Data shall be located in the continental United States. The force
majeure provisions of this Contract do not limit Contractor’s obligations under this
section.

4.2

4.3

Data Storage. Contractor will provide sufficient storage capacity to meet the
needs of the State at no additional cost.

Data Backup. Contractor will conduct, or cause to be conducted, daily back-ups
of State Data and perform, or cause to be performed, other periodic offline back-
ups of State Data on at least a weekly basis and store and retain such back-ups as
specified in Schedule A. Contractor must, within five (5) Business Days of the
State’s request, provide the State, without charge and without any conditions or
contingencies whatsoever (including but not limited to the payment of any fees due
to Contractor), an extract of State Data in the format specified by the State.




4.4

4.5

Data Restoration. If the data restoration is required due to the actions or inactions
of the Contractor or its subcontractors, Contractor will promptly notify the State
and complete actions required to restore service to normal production operation.
If requested, Contractor will restore data from a backup upon written notice from
the State. Contractor will restore the data within one (1) Business Day of the
State’s request. Contractor will provide data restorations at its sole cost and
expense.

Disaster Recovery. Throughout the Term and at all times in connection with its
actual or required performance of the Services, Contractor will maintain and
operate a backup and disaster recovery plan to achieve a Recovery Point Objective
(RPO) of 24 hours, and a Recovery Time Objective (RTO) of 48 hours (the “DR
Plan”), and implement such DR Plan in the event of any unplanned interruption of
the Hosted Services. Contractor’s current DR Plan, revision history, and any
reports or summaries relating to past testing of or pursuant to the DR Plan are
included or attached as described in Schedule A under Hosting. Contractor will
actively test, review and update the DR Plan on at least an annual basis using
industry best practices as guidance. Contractor will provide the State with copies
of all such updates to the Plan within fifteen (15) days of its adoption by
Contractor. All updates to the DR Plan are subject to the requirements of this
Section 3; and provide the State with copies of all reports resulting from any
testing of or pursuant to the DR Plan promptly after Contractor’s receipt or
preparation. If Contractor fails to reinstate all material Hosted Services and
Software within the periods of time set forth in the DR Plan, the State may, in
addition to any other remedies available under this Contract, in its sole discretion,
immediately terminate this Contract as a non-curable default.




SCHEDULE E - DATA SECURITY REQUIREMENTS
FOR HYBRID PURCHASES

1. Definitions. For purposes of this Schedule, the following terms have the meanings set
forth below. All initial capitalized terms in this Schedule that are not defined in this
Schedule shall have the respective meanings given to them in the Contract.

“Contractor Security Officer” has the meaning set forth in Section 2 of this Schedule.

“FedRAMP” means the Federal Risk and Authorization Management Program, which is a
federally approved risk management program that provides a standardized approach for
assessing and monitoring the security of cloud products and services.

“FISMA” means The Federal Information Security Modernization Act of 2014 (Pub.L. No.
113-283 (Dec. 18, 2014.).

“Hosting Provider” means any subcontractor that is providing any or all of the Hosted
Services under this Contract.

“Hosted Services” means the hosting, management and operation of the Operating
Environment, Software, other services (including support and subcontracted services),
and related resources for remote electronic access and use by the State and its
Authorized Users, including any services and facilities related to disaster recovery
obligations.

“NIST” means the National Institute of Standards and Technology.

“Operating Environment” means, collectively, the platform, environment and
conditions on, in or under which the Software is intended to be installed and operate, as
set forth in a Statement of Work, including such structural, functional and other
features, conditions and components as hardware, operating software, system
architecture, configuration, computing hardware, ancillary equipment, networking,
software, firmware, databases, data, and electronic systems (including database
management systems).

“PCI” means the Payment Card Industry.

“Process” means to perform any operation or set of operations on any data,
information, material, work, expression or other content, including to (a) collect,
receive, input, upload, download, record, reproduce, store, organize, combine, log,
catalog, cross-reference, manage, maintain, copy, adapt, alter, translate or make other
improvements or derivative works, (b) process, retrieve, output, consult, use,
disseminate, transmit, submit, post, transfer, disclose or otherwise provide or make



available, or (c) block, erase or destroy. “Processing” and “Processed” have
correlative meanings.

“PSP” or “PSPs” means the State’s IT Policies, Standards and Procedures.
“SSAE” means Statement on Standards for Attestation Engagements.

“Security Accreditation Process” has the meaning set forth in Section 6 of this
Schedule

. Security Officer. Contractor will appoint a Contractor employee to respond to the
State’s inquiries regarding the security of the Hosted Services who has sufficient
knowledge of the security of the Hosted Services and the authority to act on behalf of
Contractor in matters pertaining thereto (“Contractor Security Officer”).

. Contractor Responsibilities. Contractor is responsible for establishing and maintaining
a data privacy and information security program, including physical, technical,
administrative, and organizational safeguards, that is designed to:

(a) ensure the security and confidentiality of the State Data;

(b) protect against any anticipated threats or hazards to the security or integrity of the
State Data;

(c) protect against unauthorized disclosure, access to, or use of the State Data;

(d) ensure the proper disposal of any State Data in Contractor’s or its subcontractor’s
possession; and

(e) ensure that all Contractor Representatives comply with the foregoing.

The State has established Information Technology (IT) PSPs to protect IT resources under
the authority outlined in the overarching State 1305.00 Enterprise IT Policy. In no case
will the safeguards of Contractor’s data privacy and information security program be less
stringent than the safeguards used by the State, and Contractor must at all times comply
with all applicable public and non-public State IT policies and standards, of which the
publicly available ones are at DTMB - IT Policies, Standards & Procedures

(michigan.gov).

This responsibility also extends to all service providers and subcontractors with access
to State Data or an ability to impact the contracted solution. Contractor responsibilities
are determined from the PSPs based on the services being provided to the State, the
type of IT solution, and the applicable laws and regulations.


https://www.michigan.gov/dtmb/policies/it-policies
https://www.michigan.gov/dtmb/policies/it-policies

4. Acceptable Use Policy. To the extent that Contractor has access to the State’s IT
environment, Contractor must comply with the State’s Acceptable Use Policy, see
1340.00.130.02 Acceptable Use of Information Technology (michigan.gov). All
Contractor Personnel will be required, in writing, to agree to the State’s Acceptable Use

Policy before accessing State systems. The State reserves the right to terminate
Contractor’s and/or subcontractor(s) or any Contractor Personnel’s access to State
systems if the State determines a violation has occurred.

5. Protection of State’s Information. Throughout the Term and at all times in connection
with its actual or required performance of the Contract Activites, Contractor will:

5.1 If Hosted Services are provided by a Hosting Provider, ensure each Hosting Provider
maintains FedRAMP authorization for all Hosted Services environments throughout
the Term, and in the event a Hosting Provider is unable to maintain FedRAMP
authorization, the State, at its sole discretion, may either a) require the Contractor
to move the Software and State Data to an alternative Hosting Provider selected and
approved by the State at Contractor’s sole cost and expense without any increase in
Fees, or b) immediately terminate this Contract for cause pursuant to Section 25 of
the Contract;

5.2 for Hosted Services provided by the Contractor, maintain either a FedRAMP
authorization or an annual SSAE 18 SOC 2 Type Il audit based on State required NIST
Special Publication 800-53 MOD Controls using identified controls and minimum
values as established in applicable State PSPs.

5.3 ensure that the Software and State Data is securely stored, hosted, supported,
administered, accessed, developed, and backed up in the continental United
States, and the data center(s) in which the data resides minimally meet Uptime
Institute Tier 3 standards (www.uptimeinstitute.com), or its equivalent;

5.4 maintain and enforce an information security program including safety and physical
and technical security policies and procedures with respect to its Processing of the
State Data that complies with the requirements of the State’s data security policies
as set forth in this Contract, and must, at a minimum, remain compliant with FISMA
and NIST Special Publication 800-53 MOD Controls using identified controls and
minimum values as established in applicable State PSPs;

5.5 provide technical and organizational safeguards against accidental, unlawful or
unauthorized access to or use, destruction, loss, alteration, disclosure, encryption,
transfer, commingling or processing of such information that ensure a level of
security appropriate to the risks presented by the processing of State Data and the


https://www.michigan.gov/dtmb/-/media/Project/Websites/dtmb/Law-and-Policies/IT-Policy/13400013002-Acceptable-Use-of-Information-Technology-Standard.pdf?rev=be02ad06273b40d0b28fd1569c01435e&hash=686A1BFBA24EE0049E2757EC68567A4F
https://gcc02.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.uptimeinstitute.com%2F&data=04%7C01%7CBronzJ%40michigan.gov%7Cfa52f3ea258d47e6bdc208d9510cb36f%7Cd5fb7087377742ad966a892ef47225d1%7C0%7C0%7C637629937255266371%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000&sdata=ghzHp5eOW%2F%2F8sxzd%2FpNC3I%2F3BYVUAs7e0mYlDGq28HI%3D&reserved=0

nature of such State Data, consistent with best industry practice and applicable
standards (including, but not limited to, compliance with FISMA, NIST, CMS, IRS,
FBI, SSA, HIPAA, FERPA and PCl requirements as applicable);

5.6 take all reasonable measures to:

(a) secure and defend all locations, equipment, systems and other materials and
facilities employed in connection with the Contract Activities against
“malicious actors” and others who may seek, without authorization, to destroy,
disrupt, damage, encrypt, modify, copy, access or otherwise use Hosted
Services or the information found therein; and

(b) prevent (i) the State and its Authorized Users from having access to the data of
other customers or such other customer’s users of the Contract Activities; (ii)
State Data from being commingled with or contaminated by the data of other
customers or their users of the Contract Activities; and (iii) unauthorized access
to any of the State Data;

5.7 ensure that State Data is encrypted in transit and at rest using FIPS validated AES
encryption modules and a key size of 128 bits or higher;

5.8 ensure the Hosted Services support Identity Federation/Single Sign-on (SSO)
capabilities using Security Assertion Markup Language (SAML), Open
Authentication (OAuth) or comparable State approved mechanisms;

5.9 ensure the Hosted Services implements NIST compliant multi-factor authentication
for privileged/administrative and other identified access.

. Security Accreditation Process. Throughout the Term, Contractor will assist the State,
at no additional cost, with its Security Accreditation Process, which includes the
development, completion and on-going maintenance of a system security plan (SSP)
using the State’s automated governance, risk and compliance (GRC) platform, which
requires Contractor to submit evidence, upon request from the State, in order to validate
Contractor’s security controls within two weeks of the State’s request. On an annual
basis, or as otherwise required by the State such as for significant changes, re-
assessment of the system’s controls will be required to receive and maintain authority to
operate (ATO). All identified risks from the SSP will be remediated through a Plan of
Action and Milestones (POAM) process with remediation time frames and required
evidence based on the risk level of the identified risk. For all findings associated with the
Contractor’s solution, at no additional cost, Contractor will be required to create or
assist with the creation of State approved POAMs, perform related remediation



activities, and provide evidence of compliance. The State will make any decisions on
acceptable risk, Contractor may request risk acceptance, supported by compensating
controls, however only the State may formally accept risk. Failure to comply with this
section will be deemed a material breach of the Contract.

. Unauthorized Access. Contractor may not access, and must not permit any access to,
State systems, in whole or in part, whether through the Hosted Services or otherwise,
without the State’s express prior written authorization. Such authorization may be
revoked by the State in writing at any time in its sole discretion. Any access to State
systems must be solely in accordance with the Contract and this Schedule, and in no
case exceed the scope of the State’s authorization pursuant to this Section. All State-
authorized connectivity or attempted connectivity to State systems shall be only through
the State’s security gateways and firewalls and in compliance with the State’s security
policies set forth in the Contract as the same may be supplemented or amended by the
State and provided to Contractor from time to time.

Security Audits.

8.1 During the Term, Contractor will maintain complete and accurate records of its data
protection practices, IT security controls, and the security logs relating to State
Data, including but not limited to any backup, disaster recovery or other policies,
practices or procedures relating to the State Data and any other information
relevant to its compliance with this Contract.

8.2 Without limiting any other audit rights of the State, the State has the right to review
Contractor’s data privacy and information security program prior to the
commencement of Contract Activities and from time to time during the term of this
Contract. The State, at its own expense, is entitled to perform, or to have performed,
an on-site audit of Contractor’s data privacy and information security program. If the
State chooses to perform an on-site audit, Contractor will, make all such records,
appropriate personnel and relevant materials available during normal business
hours for inspection and audit by the State or an independent data security expert
thatis reasonably acceptable to Contractor, provided that the State: (i) gives
Contractor at least five (5) Business Days prior notice of any such audit; (ii)
undertakes such audit no more than once per calendar year, except for good cause
shown; and (iii) conducts or causes to be conducted such auditin a manner
designed to minimize disruption of Contractor’s normal business operations and
that complies with the terms and conditions of all data confidentiality, ownership,
privacy, security and restricted use provisions of the Contract. The State may, butis
not obligated to, perform such security audits, which shall, at the State’s option and



request, include penetration and security tests, of any and all Hosted Services and
their housing facilities and operating environments.

8.3 During the Term, Contractor will, when requested by the State, provide a copy of
Contractor’s and Hosting Provider’s FedRAMP System Security Plan(s) or SOC 2
Type 2 report(s) to the State within two weeks of the State’s request. The System
Security Plan and SSAE audit reports will be recognized as Contractor’s Confidential
Information.

8.4 With respect to State Data, Contractor must implement any required safeguards as
identified by the State or by any audit of Contractor’s data privacy and information
security program.

8.5 The State reserves the right, at its sole election, to immediately terminate this
Contract or a Statement of Work without limitation and without liability if the State
determines that Contractor fails or has failed to meet its obligations under this
Section 8.

9. Application Scanning. During the Term, Contractor must, at its sole cost and expense,
scan all Contractor provided applications, and must analyze, remediate and validate all
vulnerabilities identified by the scans as required by the State Secure Web Application and
other applicable PSPs.

Contractor’s application scanning and remediation must include each of the following
types of scans and activities:

9.1 Dynamic Application Security Testing (DAST) — Scanning interactive application for
vulnerabilities, analysis, remediation, and validation (may include Interactive
Application Security Testing (IAST).

(a) Contractor must either a) grant the State the right to dynamically scan a
deployed version of the Software; or b) in lieu of the State performing the scan,
Contractor must dynamically scan a deployed version of the Software using a
State approved application scanning tool, and provide the State with a
vulnerabilities assessment after Contractor has completed such scan. These
scans and assessments i) must be completed and provided to the State
quarterly (dates to be provided by the State) and for each major release; and
ii) scans must be completed in a non-production environment with verifiable
matching source code and supporting infrastructure configurations or the
actual production environment.



9.2 Static Application Security Testing (SAST) - Scanning source code for vulnerabilities,
analysis, remediation, and validation.

(a) For Contractor provided applications, Contractor, at its sole expense, must
provide resources to complete static application source code scanning,
including the analysis, remediation and validation of vulnerabilities identified by
application source code scans. These scans must be completed for all source
code initially, for all updated source code, and for all source code for each
major release and Contractor must provide the State with a vulnerability
assessment after Contractor has completed the required scans.

9.3 Software Composition Analysis (SCA) — Third Party and/or Open Source Scanning for
vulnerabilities, analysis, remediation, and validation.

(a) For Software that includes third party and open source software, all included
third party and open source software must be documented and the source
supplier must be monitored by the Contractor for notification of identified
vulnerabilities and remediation. SCA scans may be included as part of SAST
and DAST scanning or employ the use of an SCA tool to meet the scanning
requirements. These scans must be completed for all third party and open
source software initially, for all updated third party and open source software,
and for all third party and open source software in each major release and
Contractor must provide the State with a vulnerability assessment after
Contractor has completed the required scans if not provided as part of SAST
and/or DAST reporting.

9.4 In addition, application scanning and remediation may include the following types
of scans and activities if required by regulatory or industry requirements, data
classification or otherwise identified by the State.

(a) If provided as part of the solution, all native mobile application software must
meet these scanning requirements including any interaction with an application
programing interface (API).

(b) Penetration Testing — Simulated attack on the application and infrastructure to
identify security weaknesses.

10. Infrastructure Scanning.

10.1 For Hosted Services, Contractor must ensure the infrastructure and applications
are scanned using an approved scanning tool (Qualys, Tenable, or other PCI



Approved Vulnerability Scanning Tool) at least monthly and provide the scan’s
assessments to the State in a format that is specified by the State and used to track
the remediation. Contractor will ensure the remediation of issues identified in the
scan according to the remediation time requirements documented in the State’s
PSPs.

11. Nonexclusive Remedy for Security Breach. Any failure of the Contract Activities to
meet the requirements of this Schedule with respect to the security of any State Data or
other Confidential Information of the State, including any related backup, disaster recovery
or other policies, practices or procedures, is a material breach of the Contract for which
the State, at its option, may terminate the Contract immediately upon written notice to
Contractor without any notice or cure period, and Contractor must promptly reimburse to
the State any Fees prepaid by the State prorated to the date of such termination.



SCHEDULE F - HIPAA BUSINESS ASSOCIATE
AGREEMENT

The parties to this Business Associate Agreement (“Agreement”) are the Michigan
Department of Technology, Management and Budget (“DTMB”, “Business Associate 1”) on
behalf of the Michigan Department of Health and Human Services (“Covered Entity”) and
HAP CareSource “Business Associate 2”.

RECITALS

A. Under this Agreement, Business Associate 2 will collect or receive certain
information on the Covered Entity’s behalf, some of which may constitute Protected
Health Information (“PHI”). In consideration of the receipt of PHI, the Business
Associate agrees to protect the privacy and security of the information as set forth
in this Agreement.

B. Covered Entity and each Business Associate intend to protect the privacy and
provide for the security of PHI collected or received by the Business Associate
under the Agreement in compliance with the Health Insurance Portability and
Accountability Act of 1996, Public Law 104-191 (“HIPAA”) and the HIPAA Rules, as
amended.

C. The HIPAA Rules require the Covered Entity to enter into an agreement containing
specific requirements with Business Associate 1, and likewise Business Associate 1
must enter an agreement with Business Associate 2 before the Business Associate
2’s receipt of PHI.

AGREEMENT
1. Definitions.

a. The following terms used in this Agreement have the same meaning as those terms
in the HIPAA Rules: Breach; Data Aggregation; Designated Record Set; Disclosure;
Health Care Obligations; Individual; Minimum Necessary; Notice of Privacy
Practices; Protected Health Information; Required by Law; Secretary; Security
Incident; Security Measures, Subcontractor; Unsecured Protected Health
Information, and Use.

b. “Business Associate” has the same meaning as the term “business associate” at
45 CFR 160.103 and regarding this Agreement means DTMB (“Business Associate
1”) and HAP CareSource (“Business Associate 2”).



2.

“Covered Entity” has the same meaning as the term “covered entity” at 45 CFR
160.103 and regarding this Agreement means the Michigan Department of Health
and Human Services.

“HIPAA Rules” means the Privacy, Security, Breach Notification, and Enforcement
Rules at 45 CFR Part 160 and Part 164.

Obligations of Business Associate 2.

Business Associate 2 agrees to:

a.

b.

use and disclose PHI only as permitted or required by this Agreement or as required
by law.

implement and use appropriate safeguards and comply with Subpart C of 45 CFR
164 regarding electronic protected health information, to prevent use or disclosure
of PHI other than as provided in this Agreement. Business Associate 2 must
maintain, and provide a copy to the Covered Entity and Business Associate 1 within
10 days of a request from the Covered Entity or Business Associate 1, a
comprehensive written information privacy and security program that includes
security measures that reasonably and appropriately protect the confidentiality,
integrity, and availability of PHI relative to the size and complexity of Business
Associate 2’s operations and the nature and the scope of its activities.

report to the Covered Entity and Business Associate 1 within 24 hours of any use or
disclosure of PHI not provided for by the Agreement of which it becomes aware,
including breaches of Unsecured Protected Health Information as required by 45
CFR 164.410, and any Security Incident of which it becomes aware. If Business
Associate 2 is responsible for any unauthorized use or disclosure of PHI, it must
promptly act as required by applicable federal and State laws and regulations.
Covered Entity and Business Associate 2 will cooperate in investigating whether a
breach has occurred, to decide how to provide breach notifications to individuals,
the federal Health and Human Services’ Office for Civil Rights, and potentially the
media.

ensure, according to 45 CFR 164.502(e)(1)(ii) and 164.308(b)(2), if applicable, that
any subcontractors that create, receive, maintain, or transmit PHI on behalf of
Business Associate 2 agree to the same restrictions, conditions, and requirements
that apply to Business Associate 2 regarding such information. Each subcontractor
must sign an agreement with Business Associate 2 containing substantially the
same provisions as this Agreement and further identifying Business Associate 1 and
Covered Entity as a third-party beneficiary of the agreement with the subcontractor.
Business Associate 2 must implement and maintain sanctions against



subcontractors that violate such restrictions and conditions and must mitigate the
effects of any such violation.

make available PHI in a Designated Record Set to the Covered Entity within 10 days
of arequest from the Covered Entity to satisfy the Covered Entity’s obligations
under 45 CFR 164.524.

within ten days of a request from the Covered Entity, amend PHI in a Designated
Record Set under, 45 CFR § 164.526. If any individual requests an amendment of
PHI directly from Business Associate 2 or its agents or subcontractors, Business
Associate 2 must notify the Covered Entity in writing within five days of the request
and amend the information within ten days of the request. Any denial of
amendment of PHI maintained by Business Associate 2 or its agents or
subcontractors is the responsibility of Business Associate 2.

maintain, and within ten days of a request from the Covered Entity make available,
the information required to provide an accounting of disclosures to enable the
Covered Entity to fulfill its obligations under 45 CFR § 164.528. Business Associate
2 is not required to provide an accounting to the Covered Entity of disclosures: (i) to
carry out treatment, payment or health care operations, as set forthin 45 CFR 8§
164.506; (ii) to individuals of PHI about them as set forth in 45 CFR § 164.502; (iii)
under an authorization as provided in 45 CFR § 164.508; (iv) to persons involved in
the individual’s care or other notification purposes as set forth in 45 CFR § 164.510;
(v) for national security or intelligence purposes as set forthin 45 CFR §
164.512(k)(2); (vi) to correctional institutions or law enforcement officials as set
forth in 45 CFR 8 164.512(k)(5); (vii) as part of a limited data set according to 45 CFR
164.514(e); or (viii) that occurred before the compliance date for the Covered Entity.
Business Associate 2 agrees to implement a process that allows for an accounting
to be collected and maintained by Business Associate 2 and its agents or
subcontractors for at least six years before the request, but not before the
compliance date of the Privacy Rule. At a minimum, such information must
include: (i) the date of disclosure; (ii) the name of the entity or person who received
PHI and, if known, the address of the entity or person; (iii) a brief description of PHI
disclosed; and (iv) a brief statement of purpose of the disclosure that reasonably
informs the individual of the basis for the disclosure or a copy of the written request
for disclosure. If the request for an accounting is delivered directly to Business
Associate 2 or its agents or subcontractors, Business Associate 2 must, within ten
days of the receipt of the request, forward it to the Covered Entity in writing.

to the extent Business Associate 2 is to carry out one or more of the Covered
Entity’s obligations under Subpart E of 45 CFR Part 164, comply with the
requirements of Subpart E that apply to the Covered Entity when performing those
obligations.



make its internal practices, books, and records relating to Business Associate 2’s
use and disclosure of PHI available to the Secretary for purposes of determining
compliance with the HIPAA Rules. Business Associate 2 must concurrently provide
to the Covered Entity a copy of any PHI that the Business Associate 2 provides to
the Secretary.

retain all PHI throughout the term of the Agreement and for a period of six years
from the date of creation or the date when it last was in effect, whichever is later, or
as required by law. This obligation survives the termination of the Agreement.

implement policies and procedures for the final disposition of PHI and the hardware
and equipment on which itis stored, including but not limited to, removal of PHI
before re-use.

within ten days of a written request by the Covered Entity, Business Associate 2 and
its agents or subcontractors must allow the Covered Entity to conduct a reasonable
inspection of the facilities, systems, books, records, agreements, policies and
procedures relating to the use or disclosure of PHI under this Agreement. Business
Associate 2 and the Covered Entity will mutually agree in advance upon the scope,
timing and location of such an inspection. Covered Entity must protect the
confidentiality of all confidential and proprietary information of Business Associate
2 to which the Covered Entity has access during the course of such inspection.
Covered Entity and Business Associate 2 will execute a nondisclosure agreement, if
requested by the other party. The fact that the Covered Entity inspects, or fails to
inspect, or has the right to inspect, Business Associate 2’s facilities, systems,
books, records, agreements, policies and procedures does not relieve Business
Associate 2 of its responsibility to comply with this Agreement. Covered Entity’s (i)
failure to detect or (ii) detection, but failure to notify Associate or require
Associate’s remediation of any unsatisfactory practices, does not constitute
acceptance of such practice or a waiver of the Covered Entity’s enforcement rights
under this Agreement.

Permitted Uses and Disclosures by the Business Associate.

Business Associate 2 may use or disclose PHI:

(1) for the proper management and administration of Business Associate 2 or to
carry out the legal responsibilities of Business Associate 2; provided, however,
either (A) the disclosures are required by law, or (B) Business Associate 2
obtains reasonable assurances from the person to whom the information is
disclosed that the information will remain confidential and used or further
disclosed only as required by law or for the purposes for which it was disclosed
to the person, and the person notifies Business Associate 2 of any instances of
which itis aware in which the confidentiality of the information has been
breached;



4.

(2) as required by law;

(3) for Data Aggregation services relating to the health care operations of the
Covered Entity;

(4) to de-identify, consistent with 45 CFR 164.514(a) - (c), PHI it receives from the
Covered Entity. If Business Associates 2 de-identifies the PHI it receives from
the Covered Entity, Business Associate 2 may use the de-identified information
for any purpose not prohibited by the HIPAA Rules; and

(5) for any other purpose listed here: Purposes outside the scope of the

Contract are not permissible.

. Business Associate 2 agrees to make uses and disclosures and requests for PHI

consistent with the Covered Entity’s minimum necessary policies and procedures.
Business Associate 2 may not use or disclose PHI in a manner that would violate
Subpart E of 45 CFR Part 164 if done by the Covered Entity except for the specific

uses and disclosures described above in 3(a)(i) and (iii).

Covered Entity’s Obligations

Covered entity agrees to:

5.

a. use its Security Measures to reasonably and appropriately maintain and ensure
the confidentiality, integrity, and availability of PHI transmitted to Business
Associate 2 under this Agreement until the PHI is received by Business
Associate 2.

b. provide Business Associate 2 with a copy of its Notice of Privacy Practices and
must notify the Business Associate of any limitations in the Notice of Privacy
Practices of the Covered Entity under 45 CFR 164.520 to the extent that such
limitation may affect Business Associate 2’s use or disclosure of PHI.

c. notify Business Associate 2 of any changes in, or revocation of, the permission
by an individual to use or disclose the individual’s PHI to the extent that such
changes may affect Business Associate 2’s use or disclosure of PHI.

d. notify Business Associate 2 of any restriction on the use or disclosure of PHI that
the Covered Entity has agreed to or is required to abide by under 45 CFR 164.522
to the extent that such restriction may affect Business Associate 2’s use or
disclosure of PHI.

Term. This Agreement continues in effect until terminated or is replaced with a new

agreement between the parties containing provisions meeting the requirements of the
HIPAA Rules, whichever first occurs.

6.

Termination.



a.

Material Breach. In addition to any other provisions in the Agreement regarding
breach, a breach by Business Associate 2 of any provision of this Agreement, as
determined by the Covered Entity, constitutes a material breach of the Agreement
and provides grounds for Business Associate 1 to terminate this Agreement for
cause at the request of Covered Entity. Termination for cause is subjectto 6.b.:

(1) Default. If Business Associate 2 refuses or fails to timely perform any of the

provisions of this Agreement, the Covered Entity may notify Business Associate
2 in writing of the non-performance, and if not corrected within thirty days,
Business Associate 1 may immediately terminate the Agreement at the request
of Covered Entity. The Business Associate 2 must continue performance of the
Agreement to the extentitis not terminated.

Business Associate 2’s Duties. Notwithstanding termination of the Agreement,
and subject to any directions from the Covered Entity or Business Associate 1,
Business Associate 2 must protect and preserve property in the possession of
Business Associate 2 in which the Covered Entity has an interest.

Erroneous Termination for Default. If Business Associate 1 terminates this
Agreement at the request of Covered Entity under Section 6(a) and after such
termination it is determined, for any reason, that Business Associate 2 was not
in default, then such termination will be treated as a termination for
convenience, and the rights and obligations of the parties will be the same as if
the Agreement had been terminated for convenience.

Reasonable Steps to Cure Breach. If the Covered Entity or Business Associate 1

knows of a pattern of activity or practice of Business Associate 2 that constitutes a
material breach or violation of Business Associate 2’s obligations under the
provisions of this Agreement or another arrangement and does not terminate this
Agreement under Section 6(a), then the Business Associate 1, at the request of
Covered Entity or on its own accord, must notify Business Associate 2 of the pattern
of activity or practice. Business Associate 2 must then take reasonable steps to
cure such breach or end such violation, as applicable. If the Business Associate 2’s
efforts to cure such breach or end such violation are unsuccessful, Business
Associate 1, at the request of the Covered Entity or on its own accord, may either (i)
terminate this Agreement, if feasible or (ii) report Business Associate 2’s breach or
violation to the Secretary.

Effect of Termination. After termination of this Agreement for any reason, the

Business Associate, with respect to PHI it received from the Covered Entity, or
created, maintained, or received by Business Associate 2 on behalf of the Covered
Entity, must:



(1) retain only that PHI which is necessary for Business Associate 2 to continue its
proper management and administration or to carry out its legal responsibilities;

(2) returntothe Covered Entity (or, if agreed to by the Covered Entity in writing,
destroy) the remaining PHI that Business Associate 2 still maintains in any form;

(3) continue to use appropriate safeguards and comply with Subpart C of 45 CFR
Part 164 with respect to electronic protected health information to prevent use
or disclosure of the PHI, other than as provided for in this Section, for as long as
Business Associate 2 retains the PHI;

(4) notuse ordisclose the PHI retained by Business Associate 2 other than for the
purposes for which such PHI was retained and subject to the same conditions
set out at Section 3(a)(1) which applied before termination; and

(5) returnto the Covered Entity (or, if agreed to by the Covered Entity in writing,
destroy) the PHI retained by Business Associate 2 when it is no longer needed by
Business Associate 2 for its proper management and administration or to carry
out its legal responsibilities.

7. No Waiver of Immunity. The parties do not intend to waive any of the immunities,
rights, benefits, protection, or other provisions of the Michigan Governmental Immunity
Act, MCL 691.1401, et seq., the Federal Tort Claims Act, 28 U.S.C. 2671 et seq., or the
common law.

8. Data Ownership. Business Associate 2 has no ownership rights in the PHI. The
covered entity retains all ownership rights of the PHI.

9. Disclaimer. Neither Business Associate 1, nor the Covered Entity, warrants or
represents that compliance by Business Associate 2 with this Agreement, HIPAA, or the
HIPAA Rules will be adequate or satisfactory for Business Associate 2’s own purposes.
Business Associate 2 is solely responsible for all decisions made by Business Associate 2
regarding the safeguarding of PHI.

10. Certification. If the Covered Entity determines an examination is necessary to
comply with the Covered Entity’s legal obligations under HIPAA relating to certification of
its security practices, the Covered Entity or its authorized agents or contractors, may, at
the Covered Entity’s expense, examine Business Associate 2’s facilities, systems,
procedures and records as may be necessary for such agents or contractors to certify to
the Covered Entity the extent to which Business Associate 2’s security safeguards comply
with HIPAA, the HIPAA Rules or this Agreement.

11. Amendment. The parties acknowledge that state and federal laws relating to data
security and privacy are rapidly evolving and that amendment of this Agreement may be
required to provide for procedures to ensure compliance with such developments. The
parties specifically agree to take such action as is necessary to implement the standards
and requirements of HIPAA and the HIPAA Rules. Upon the request of either party, the
other party agrees to promptly enter into negotiations concerning the terms of an



amendment to this Agreement embodying written assurances consistent with the
standards and requirements of HIPAA and the HIPAA Rules. Either party may terminate
the Agreement upon thirty days written notice if (i) one party does not promptly enter into
negotiations to amend this Agreement when requested by the other party or (ii) Business
Associate 2 does not enter into an amendment to this Agreement providing assurances
regarding the safeguarding of PHI that the Covered Entity, in its sole discretion, deems
sufficient to satisfy the standards and requirements of HIPAA or the HIPAA Rules.

12. Assistance in Litigation or Administrative Proceedings. Business Associate 2 must
make itself, and any subcontractors, employees or agents assisting Business Associate 2
in the performance of its obligations under this Agreement, available to the Covered Entity
or Business Associate 1, at no cost to the Covered Entity or Business Associate 1, to testify
as witnesses, or otherwise, if litigation or administrative proceedings are commenced
against the Covered Entity or Business Associate 1, its directors, officers or employees,
departments, agencies, or divisions based upon a claimed violation of HIPAA or the HIPAA
Rules or other laws relating to Business Associate 2’s or its subcontractors use or
disclosure of PHI under this Agreement, except where Business Associate 2 or its
subcontractor, employee or agent is a named adverse party.

13. No Third-Party Beneficiaries. Nothing express orimplied in this Agreement is
intended to confer upon any person other than the Covered Entity, Business Associate 1,
Business Associate 2 and their respective successors or assigns, any rights, remedies,
obligations or liabilities whatsoever.

14. Interpretation and Order of Precedence. Any ambiguity in this Agreement must be
interpreted to permit compliance with the HIPAA Rules. Where the provisions of this
Agreement differ from those mandated by the HIPAA Rules, but are nonetheless permitted
by the HIPAA Rules, the provisions of this Agreement control.

15. Effective Date. This Agreement is effective upon receipt of the last approval
necessary and the affixing of the last signature required.

16. Survival of Certain Agreement Terms. Notwithstanding any contrary provision in this
Agreement, the Business Associate 2’s obligations under Section 6(d) and record retention
laws (“Effect of Termination”) and Section 12 (“No Third-Party Beneficiaries™) survive
termination of this Agreement and are enforceable by the Covered Entity or Business
Associate 1.

17. Representatives and Notice.

a. Representatives. The individuals listed below are designated as the parties’
respective representatives for purposes of this Agreement. Either party may from
time to time designate in writing new or substitute representatives.




b. Notices. All required notices must be in writing and must be hand delivered or given
by certified or registered mail to the representatives at the addresses set forth
below.

Covered Entity Representative:

James Bowen

Privacy and Security Manager

MDHHS Compliance Office

333 South Grand Ave, 4t Floor
Lansing, M| 48933

(517) 284-1018
MDHHSPrivacySecurity@michigan.gov

Business Associate 1 Representative:

Name: Marissa Gove

Title: Category Specialist

Department: Michigan Department of Technology, Management & Budget
Address: 320 South Walnut Street, Lansing, M| 48933

Phone: 517-449-8952

Email: Govem1@michigan.gov

Business Associate 2 Representative:

Name: Sarah Musser

Title: President

Department: HAP CareSource

Address: 3031 W Grand Blvd., Suite 110
Phone: 888-654-2200

Email: sarah.musser@CareSource.com

Any notice given to a party under this Agreement shall be deemed effective, if addressed to
such party, upon: (i) delivery, if hand delivered; or (ii) the third Business Day after being sent
by certified or registered mail.

DTMB as Business Associate 1, on Business Associate 2
behalf of the Michigan Department of HAP CareSource
Health and Human Services

By: By:



mailto:MDHHSPrivacySecurity@michigan.gov

Date: Date:

Print Name: Print Name:

Title: Title:




Appendix A - Definitions

Abuse - Provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the demonstration, orin reimbursement for services that are

not medically necessary or that fail to meet professionally recognized standards for health care. It
also includes Enrollee practices that result in unnecessary cost to the program.

Action - As defined in 42 CFR 8431.201, a termination, suspension of, or reduction in covered
benefits or services, or a termination, suspension of, or reduction in Medicaid eligibility or an
increase in Enrollee liability, including a determination that Enrollee must incur a greater amount of
medical expenses in order to establish income eligibility in accordance with 42 CFR §8435.121(e)(4)
or 8435.831 or is subject to an increase in premiums or cost-sharing charges under 42 CFR Part
447, subpart A. It also means a determination by a skilled nursing facility or nursing facility to
transfer or discharge a resident and an adverse determination by a State with regard to the
preadmission screening and resident review requirements of section 1919(e)(7) of the Act.

Additional Assessments - Additional assessments are identified based upon findings from the
Health Risk Assessment Tool and are appropriate when an enrollee shows a potential need for
follow up assessment(s) for BH, I/DD, SUD, LTSS services, or any other healthcare need. The plan
may conduct additional assessments itself or contract with an appropriate external vendor.

Advance Directive - An individual’s written directive or instruction, such as a power of attorney for
health care or a living will, for the provision of that individual’s health care if the individual is unable
to make their health care wishes known.

Adverse Benefit Determination - As defined in 42 CFR §438.400(b), any of the following (i) The
denial or limited authorization of a requested service, including determinations based on the type
or level of service, requirements for medical necessity, appropriateness, setting, or effectiveness
of a covered benefit; (ii) The reduction, suspension, or termination of a previously authorized
service; (iii) the denial, in whole or in part, of payment for a service; a denial, in whole or in part, of a
payment for a service solely because the claim does not meet the definition of a “clean claim” at
42 CFR 8447.45(b) is not an Adverse Benefit Determination; (iv) the failure to provide servicesin a
timely manner, as defined by the State; (v) the failure of Contractor to act within the timeframes
provided in 8438.408(b)(1) and (2) regarding the standard resolution of Grievances and Appeals; (vi)
for a resident of a rural area with only one Contractor, the denial of an Enrollee's request to
exercise his or her right, under 8438.52(b)(2)(ii), to obtain services outside the network; (vii) the
denial of an Enrollee's request to dispute a financial liability, including without limitation, cost
sharing, copayments, premiums, deductibles, coinsurance, and other Enrollee financial liabilities.

Adverse Events - An event, occurrence, or situation involving the medical care of a patient by a
health care provider that results in death or an unanticipated injury to the patient, also referred to
as a Serious Reportable Event. Aligned with the Serious Reportable Event categories defined by the
National Quality Forum.

Alternative Format - Provision of Enrollee information in a format that takes into consideration the
special needs of those who, for example, are blind or vision impaired or have limited English
reading proficiency. Examples of Alternative Formats must include, but not be limited to, braille,



large font, audio, video, non-English language translation, and information read aloud to the
Enrollee.

Alternative Payment Methodologies - Payment methods used by a payer to reimburse health care
providers that are not solely based on the fee-for-service (FFS) basis.

Alternative Payment Models (APM) - A payment approach that gives added incentive payments to
provide high-quality and cost-efficient care. APMs can apply to a specific clinical condition, a care
episode, or a population. At times, the term APM is used interchangeably with Value-Based
Payment (VBP).

Appeal - As defined in 42 CFR 438.400(b), a request for review by Contractor of an adverse
Organization Determination, and as defined in 42 CFR 8422.561, any of the procedures that deal
with the review of adverse Organization Determinations on the health care services the Enrollee
believes he or she is entitled to receive, including delay in providing, arranging for, or approving the
health care services (such that a delay would adversely affect the health of the Enrollee), or on any
amounts Enrollee must pay for a service, as defined under 42 CFR §422.566(b) and this Contract.
These procedures include Reconsiderations by Contractor, and if necessary, an independent
review entity, hearings, ALJs, review by the Medicare Appeals Council (Council), and judicial
review. The term Appeal(s) when used in this Contract includes Integrated Appeals.

Appeal Decision Letter - As required by 42 CFR §422.633(f)(4), Contractors must send written
notices when denying an Enrollee’s plan-level Integrated Appeal that are substantially similar to
model materials referenced in the CMS Medicare-Medicaid Coordination Office letter “Contract
Year (CY) 2021 D-SNP Integrated Notices Memorandum (dated November 20, 2020).” Required
letters include the “Letter about Your Right to Make a Fast Complaint,” and “Appeal Decision
Letter.” The Appeal Decision Letter, along with the other letters and guidance are available at:
https://www.cms.gov/medicaid-chip/medicare-coordination/qualified-beneficiary-program/d-
snps-integration-unified-appeals-grievance-requirements.

Applicable Integrated Plan — A fully integrated dual eligible special needs plan or highly integrated
dual eligible special needs plan with exclusively aligned enrollment; and the Medicaid managed
care organization, as defined in section 1903(m) of the Act, through which such dual eligible
special needs plan, its parent organization, or another entity that is owned and controlled by its
parent organization covers Medicaid services for dually eligible individuals enrolled in such dual
eligible special needs plan and such Medicaid managed care organization; or

A dual eligible special needs plan and affiliated Medicaid managed care plan where—

The dual special needs plan, by MDHHS policy, has enrollment limited to those beneficiaries
enrolled in a Medicaid managed care organization as described in paragraph (B) of this definition;

There is a capitated contract between the MA organization, the MA organization's parent
organization, or another entity that is owned and controlled by its parent organization; and a
Medicaid agency; or a Medicaid managed care organization as defined in section 1903(m) of the
Act that contracts with the Medicaid agency; and



Through the capitated contract described in (B) of this definition, Medicaid benefits including
primary care and acute care, including Medicare cost-sharing as defined in section 1905(p)(3)(B),
(C), and (D) of the Act, without regard to the limitation of that definition to qualified Medicare
beneficiaries, and at a minimum, one of the following: Home health services as defined in §440.70
of this chapter, medical supplies, equipment, and appliances as described in 8440.70(b)(3) of this
chapter, or nursing facility services are covered for the enrollees.

Audit 834 List - Official list of HIDE SNP enrollment.

Authorized Representative or Representative - As defined in 842 CFR 8422.561, an individual
appointed by an Enrollee or other party, or authorized under State or other applicable law, to act on
behalf of an Enrollee or other party involved in the Grievance or Appeal. Unless otherwise stated in
Subpart M of 42 CFR 8422, the Representative must have all rights and responsibilities of an
Enrollee or party filing a Grievance, and in obtaining an Integrated Organization Determination or in
dealing with any of the levels of Appeals process, subject to the applicable rules described in 42
CFR Part 405.

Behavioral Health Inpatient Services - Services provided in a hospital setting to include inpatient
medical/surgical/psychiatric.

Behavioral Health Outpatient Services - Services that are provided in the home or community
setting and to Enrollees who can return home after care without an overnight stay in a hospital or
other inpatient facility.

Behavioral Health Services - Services that assist people with needs related to a mental illness,
intellectual/developmental disability, and/or substance use disorder.

Business Continuity and Disaster Recovery (BC-DR) - A plan that specifies what actions the ICO
must conduct to ensure the ongoing provision of covered services in a disaster or man-made
emergency, including but not limited to localized acts of nature, accidents, and technological
and/or attack-related emergencies.

Capitation Payment - A payment MDHHS makes periodically to a Contractor on behalf of each
Enrollee under this Contract for the provision of services within this Contract, regardless of
whether the Enrollees receive services during the period covered by the payment. Any and all costs
incurred by Contractor in excess of a Capitation Payment must be borne in full by Contractor.

CareConnect360 - A web portal to support care coordination of Enrollees’ physical health and
behavioral health conditions. The portal provides Contractors and Prepaid Inpatient Health Plans
(PIHPs) access to Medicaid and limited Medicare Claims information in the MDHHS Data
Warehouse related to both physical and behavioral health care. Due to federal confidentiality
requirements, Substance Use Disorder information is not included in the Claim data.

Care Coordination - A process used by a person or team to assist Enrollees in accessing Medicare
and Medicaid services, as well as social, educational, and other support services, regardless of the
funding source for the services. It is characterized by advocacy, communication, and resource
management to promote quality, cost effectiveness and positive outcomes.



Care Coordination Platform - An electronic platform supported by web-based technology that will
manage communication and information flow regarding referrals, care transitions, and care
delivery; facilitate timely and thorough coordination and communication among the Enrollee,
Contractor, the primary care provider, and other providers; provide prior authorization information
for services; and house the Electronic Health Record.

Care Coordinator - A Michigan licensed registered nurse, nurse practitioner, physician’s assistant,
limited licensed or fully licensed Bachelor’s or Master’s prepared social worker, or clinical nurse
specialist employed or contracted with Contractor who is accountable for providing the full range
of Care Coordination services described in this contract and who is trained in person-centered
planning techniques. Qualifications of the HIDE SNP Care Coordinator and responsibilities are
outlined in Section 6.8 respectively.

Center for Medicare and Medicaid Innovation (CMMI) - Established by Section 3021 of the
Affordable Care Act, CMMI was established to test innovative payment and service delivery models
to reduce program expenditures under Medicare and Medicaid while preserving or enhancing the
quality of care furnished to individuals under such titles.

Centers for Medicare & Medicaid Services (CMS) - The federal agency under Department of
Health and Human Services responsible for administering the Medicare and Medicaid programs,
among other programs.

Claim - An itemized statement of services rendered by health care providers (such as hospitals,
physicians, dentists, etc.), billed electronically or on the CMS-1500 or UB-04, or their successor
forms. LTSS providers may submit Claims via paper or electronic invoice or a cash register receipt
or a service/work.

Clean Claim - All claims as defined in 42 CFR § 447.45 and MCL 400.111i.
CMS - See Centers for Medicare & Medicaid Services (CMS).

Community Based Health - A strong focus on the Social Determinants of Health, coordinating
Population Health improvement strategies.

Community Based Organizations - Non-profit, non-governmental, or charitable organizations that
represent community needs and work to improve them.

Community Health Automated Medicaid Processing System (CHAMPS) - See Medicaid
Management Information System.

Community Mental Health Services Program (CMHSP) - A program operated under Chapter 2 of
the Michigan Mental Health Code — Act 258 of 1974 as amended. CMHSPs provide publicly funded
(Medicaid, Medicare, General Fund, in addition to other local fund sources) behavioral health
services directly and/or through contractual arrangements. CMHSPs may also provide behavioral
health services to beneficiaries residing in Medicare and/or Medicaid certified nursing facilities
through the Omnibus Budget Reconciliation Act (OBRA) Pre-Admission Screening and Resident
Review (PASARR) program requirements.



Community Supports — Supports or services that are non-reimbursed or are provided through
entities such as churches, senior centers, or community resources.

Community Transition Services (CTS) - Community Transition Services are Home and
Community-Based Services for Medicaid beneficiaries who meet eligibility criteria. The benefit is
administered by the Michigan Department of Health and Human Services on a fee-for-service basis
through transition agencies including Area Agencies on Aging, Centers for Independent Living, and
other qualified community-based organizations. Enrollees eligible for CTS include nursing facility
and institutional residents who meet needs-based criteria and have at least one risk factor as
described in the CTS chapter of the Michigan Medicaid Provider Manual.

Confidential Information - All information and documentation of a party to this Contract that: has
been marked “confidential” or with words of similar meaning, at the time of disclosure by such
party; if disclosed orally or not marked “confidential” or with words of similar meaning, was
subsequently summarized in writing by the disclosing party and marked “confidential” or with
words of similar meaning; and, should reasonably be recognized as confidential information of the
disclosing party. The term “Confidential Information” does not include any information or
documentation that was: subject to disclosure under the Michigan Freedom of Information Act
(FOIA); already in the possession of the receiving party without an obligation of confidentiality;
developed independently by the receiving party, as demonstrated by the receiving party, without
violating the disclosing party’s proprietary rights; obtained from a source other than the disclosing
party without an obligation of confidentiality; or, publicly available when received, or thereafter
became publicly available (other than through any unauthorized disclosure by, through, or on
behalf of, the receiving party).

Consumer Assessment of Healthcare Providers and Systems (CAHPS) - Enrollee survey tool
developed and maintained by the Agency for Healthcare Research and Quality to support and
promote the assessment of consumers’ experiences with health care.

Contract - The State Medicaid Agency Contract (SMAC) developed by MDHHS pursuant to 42 CFR
422.107(c) to enter into with a Contractor that specifies the terms and conditions pursuant to
which Contractor may operate in Michigan.

Contract Management Team (CMT) — MDHHS representatives responsible for overseeing
contract management.

Contract Operational Start Date — The first date on which any Enrollment into Contractor’s HIDE
SNP is effective.

Counties with Extreme Access Consideration (CEAC) — See Rural Area.

Cost Sharing Obligations - Financial payment obligations incurred by MDHHS in satisfaction of
the Deductibles, Coinsurance, and Co-payments for the Medicare Part A and Part B services with
respect to Dual Eligible Members. For purposes of this Contract, Cost Sharing Obligations do not
include: (1) Medicare premiums that MDHHS is required to pay under the State Plan on behalf of
Dual Eligible Members, or (2) any other services that are covered solely by the Michigan Medicaid
Program (“Medicaid”).



Coverage Decision Letter - Decision letter used by Contractor to provide notice of a denied item,
service, or Part B drug, in whole or in part, or notice that a previously authorized course of
treatmentis reduced or discontinued. The Coverage Decision Letter must be substantially similar
to the form available at https://www.cms.gov/medicaid-chip/medicare-coordination/qualified-
beneficiary-program/d-snps-integration-unified-appeals-grievance-requirements or as revised or
amended by CMS. Coverage Decision Letters include Integrated Organization Determination
notices as described herein.

Covered Services — The set of supports and services to be offered by Contractor as defined in
Section 3.

Critical Incident - Any actual or alleged event or situation that creates a significant risk of
substantial or serious harm to the physical or mental health, safety, or well-being of an Enrollee,
including Adverse Events and Serious Reportable Events as defined by the National Quality Forum.

Critical Incident Management — Contractor’s policies and procedures regarding review and
management of Critical Incidents and Adverse Events.

Cultural Competence - Understanding and being able to respond appropriately to values, beliefs,
and needs that are associated with the Enrollees’ age, gender identity, sexual orientation, and/or
racial, ethnic, or religious backgrounds. Cultural Competence also includes a set of competencies
which are required to ensure appropriate, culturally sensitive health care and supports and
services to persons with congenital or acquired disabilities. A competency based on the premise of
respect for the Enrollee and cultural differences, and an implementation of a trust-promoting
method of inquiry and assistance.

Current Dental Terminology Codes - A code set with descriptive terms developed and updated by
the American Dental Association (ADA) for reporting dental services and procedures to dental
benefits plans.

Data Exchange System (DEX) - Web-based application used to identify providers who have been
revoked from Medicare and terminated from states’ Medicaid programs. DEX also provides the
ability to search for providers and five percent (5%) or more owners listed in the Social Security
Administration Death Master File. Data available in the DEX, including the former Medicare
Exclusion Database, were previously housed in a server called TIBCO.

Days — Calendar days unless otherwise specified.

Dismissal - A dismissal includes a decision not to review a request for an Integrated Grievance,
Integrated Appeal, or Integrated Organization Determination because it is considered invalid or
does not otherwise meet the requirements for a request for Integrated Grievance, Integrated
Appeal, or Integrated Organization Determination.

Dual Eligible - Any Medicare managed care recipient who is also eligible for Medicaid, and for
whom MDHHS has at least partial responsibility for payment of Cost Sharing Obligations under the
State Plan. For purposes of this Contract, Dual Eligibles are limited to the following categories of
recipients: QMB only, QMB Plus, SLMB only, SLMB Plus, QI, QDWI and FBDE.



Dual Eligible Enrollee - A Dual Eligible who is eligible to participate in, and is voluntarily enrolled
in, in Contractor’s HIDE SNP.

Electronic Health Record (EHR) - Ability to electronically exchange eligibility and claim
information with Providers.

Electronic Visit Verification System (EVV) - With respect to provision of Medicaid personal care
services or home health care services, a system under which visits conducted as part of such
services are electronically verified with respect to (i) the type of service performed; (ii) the
individual receiving the service; (iii) the date of the service; (iv) the location of service delivery; (v)
the individual providing the service; and (vi) the time the service begins and ends.

Emergency Medical Condition - A medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain, psychiatric disturbances and/or symptoms of substance
abuse) that a prudent layperson, who possesses an average knowledge of health and medicine,
could reasonably expect the absence of immediate medical attention to result in placing the health
of the individual (or with respect to a pregnant woman, the health of the woman or her unborn
child) in serious jeopardy, serious impairment to body functions, or serious dysfunction of any
bodily organ or part.

Emergency Services - Inpatient and outpatient services covered under this Contract that are
furnished by a provider qualified to furnish such services and that are needed to evaluate or
stabilize an Enrollee’s Emergency Medical Condition.

Encounter - A Medicare Part C covered service or group of covered services, as defined by the MA
Agreement, or a Medicaid covered service delivered by a health care service provider to a Dual
Eligible Member during a visit between the Dual Eligible Member and health care service provider.

Encounter Data - Medical records containing details for each enrollee encounter with a Provider
for health services for which Contractor paid the Provider for Covered Services.

Enrollee — Any individual who is dually eligible who is currently enrolled with a Contractor including
the duration of any month in which his/her eligibility for Contractor ends.

Enrollee Advisory Committee — Per 42 CFR 422.107(f), any MA organization offering one or more
D-SNPs in Michigan is required to establish and maintain one or more enrollee advisory
committees that serve the D-SNPs offered by the MA organization in Michigan. The Enrollee
Advisory Committee composition reflects the diversity of Enrollees. At least one half of the Enrollee
Advisory Committee includes a mix of Enrollees, caregivers, and local representation from key
community stakeholders such as advocacy organizations, faith-based organizations, and other
community-based organizations, with one third of the Enrollee Advisory Committee composed of
Enrollees.

Enrollee Communications - Materials designed to communicate plan benefits, policies,
processes, and Enrollee rights to Enrollees. This includes pre-enrollment, post-enrollment, and
operational materials.



Enrollee Medical Record - Documentation containing medical history, including information
relevant to maintaining and promoting each Enrollee’s general health and well-being, as well as
any clinical information concerning illnesses and chronic medical conditions.

Enrollment - The processes by which a Potential Enrollee is enrolled into the HIDE SNP.

Enrollment Services Contractor - An entity contracted with MDHHS to contact and educate
general Medicaid beneficiaries about managed care.

Exclusively Alighed Enrollment - Pursuant to 42 CFR 422.2, when the state policy limits a D SNPs
membership to individuals with aligned enrollment, thus making all the D SNP's enrollees
exclusively aligned either within the D NSP itself or with affiliated Medicaid plans.

Expedited Appeal -The accelerated process by which a Contractor must respond to an Appeal by
an Enrollee if a denial of care decision by a Contractor may jeopardize life, health or ability to
attain, maintain or regain maximum function.

External Appeal — An Appeal, subsequent to Contractor’s Appeal decision, to the State Fair
Hearing process for Medicaid-based Adverse Benefit Determination, or the Medicare process for
Medicare-based Adverse Benefit Determination.

External Quality Review Organization (EQRO) - An independent entity that contracts with the
State and evaluates the access, timeliness, and quality of care delivered by Contractors to their
Enrollees.

Face-to-Face - An encounter that can be either in person or using telehealth (simultaneous audio
and visual technology).

Federally-Qualified Health Center (FQHC) — an entity that satisfies the criteria set forth in 42
U.S.C. § 1396d(l)(2)(B); includes Rural Health Centers (RHCs) as defined in Section 1861(aa)(2) of
the Social Security Act

First Tier, Downstream and Related Entity (FDR) — An individual or entity that enters into a
written arrangement with Contractor, acceptable to CMS, and MDHHS to provide administrative or
health care services of Contractor under this Contract.

Fraud - Knowing and willful deception, or a reckless disregard of the facts, with the intent to
receive an unauthorized benefit. Includes any act that constitutes Fraud under federal or State law.

Full Benefit Dual Eligible (FBDE) - An individual who is eligible for Medicaid either categorically or
through optional coverage groups such as medically needy or special income levels for
institutionalized or home and community-based waivers, but who does not meet the income or
resource criteria for QMB or SLMB. FBDEs are eligible for Medicaid payment of Medicare
premiums, deductibles, coinsurance, and co-payments.

Grievance - Any complaint or dispute, other than one that constitutes an Organization
Determination, expressing dissatisfaction with any aspect of Contractor’s or Provider’s operations,
activities, or behavior, regardless of whether remedial action is requested. The term Grievance(s)
as used in this Contract includes Integrated Grievances.



Grievances may include, but are not limited to, the quality of care or services provided, and
aspects of interpersonal relationships such as rudeness of a Provider or employee, or failure to
respect the Enrollee’s rights regardless of whether remedial action is requested. Grievance
includes, without limitation, an Enrollee’s right to dispute an extension of time proposed by
Contractor to make an authorization decision.

Habilitation Supports Waiver - 1915(c) home and community-based services waiver that provides
intensive habilitation and support services to assist individuals with intellectual/developmental
disabilities to live independently in the community.

Health Care Payment Learning & Action Network (LAN) - A public-private partnership dedicated
to providing thought leadership, strategic direction, and ongoing support to accelerate adoption of
alternative payment models (APMs). The LAN mobilizes payers, providers, purchasers, patients,
product manufacturers, policymakers, and others in a shared mission to lower care costs, improve
patient experiences and outcomes, reduce the barriers to APM participation, and promote shared
accountability.

Health Disparities - A particular type of health difference closely linked with social or economic
disadvantage. Health disparities adversely affect groups of people who have systematically
experienced greater social and/or economic obstacles to health based on characteristics
historically linked to discrimination or exclusion (e.g., race or ethnic group; religion; socioeconomic
status; gender; age; mental health; cognitive, sensory or physical disability; sexual orientation; or
geographic location).

Health Equity - The attainment of the highest level of health for all people, where everyone has a
fair and just opportunity to attain their optimal health regardless of race, ethnicity, disability, sexual
orientation, gender identity, socioeconomic status, geography, preferred language, or other factors
that affect access to care and health outcomes.

Health Insuring Corporation (HIC) — A corporation licensed by the State that, pursuant to a policy,
contract, certificate, or agreement, pays for, reimburses, or provides, delivers, arranges for, or
otherwise makes available, basic health care services, supplemental health care services, or
specialty health care services, or a combination of basic health care services and either
supplemental health care services or specialty health care services, through either an open panel
plan or a closed panel plan.

Health Outcomes Survey (HOS) - Enrollee survey used by the Centers for Medicare & Medicaid
Services to gather valid and reliable health status data in Medicare managed care for use in quality
improvement activities, plan accountability, public reporting, and improving health.

Health Plan Management System (HPMS) — A system that supports contract management for
Medicare health plans and prescription drug plans and supports data and information exchanges
between CMS and health plans. Current and prospective Medicare health plans submit
applications, information about Provider Networks, Plan Benefit Packages, formularies, and other
information via HPMS.

Health Related Social Needs (HRSN)- Health Related Social Needs, as defined by CMS, are an
individual’s unmet, adverse social conditions (e.g., housing instability, homelessness, nutrition



insecurity) that contribute to poor health and are a result of underlying Social Determinants of
Health.

Health Risk Assessment (HRA) - A comprehensive assessment of an Enrollee’s medical,
psychosocial, cognitive, and functional status to determine their medical, behavioral health, LTSS,
and social needs.

Health Risk Assessment Tool (HRAT) — A broad assessment tool that will be used to assess the
Enrollee’s current health and functional needs within ninety (90) calendar days of Enrollment. This
assessment will serve as the basis for further assessment needs that may include Long Term
Supports and Services, Behavioral Health, Intellectual or Developmental Disability and/or
Substance Use Disorder.

Healthcare Effectiveness Data and Information Set (HEDIS) — Tool developed and maintained
by the National Committee for Quality Assurance that is used by health plans to measure
performance on dimensions of care and service in order to maintain and/or improve quality.

HIDE SNP Program Liaison - An individual employed by Contractor who is located in an
operations/business office in Michigan and represents Contractor in all matters pertaining to
Contractor, and acts as a link between Contractor, MDHHS, and CMS. This individual has the
responsibilities set forth in this contract.

Highly Integrated Dual Eligible Special Needs Plan (HIDE SNP) - An integrated care plan that
combines the benefits of Medicare and Medicaid from a managed care organization into a more
unified care plan including Managed Long-Term Services and Supports. Medicaid Behavioral
Health benefits are carved out to the Prepaid Inpatient Health Plans. Although less integrated than
FIDE SNPs, HIDE SNPs still incorporate both behavioral health and Managed Long-Term Services
and Supports benefits into the plan.

Home and Community-Based Services (HCBS) Waiver — A variety of Medicaid home and
community-based services as authorized under a §1915(c) waiver designed to offer an alternative
to institutionalization. Individuals may be preauthorized to receive one or more of these services
either solely or in combination, based on the documented need for the service or services to avoid
institutionalization (Nursing Facility) placement.

Hospital Access Agreement (HAA) - An agreement between MDHHS and the hospital that applies
when a hospital provides services to Medicaid beneficiaries who are enrolled in a Contractor with
which the hospital does not have a contract. Where a hospital and Contractor have a contract, the
terms of that contract govern each relationship, and the HAA does not apply. When a hospital and
a Contractor have a limited services contract, Contractor applies for all covered services outside
the scope of the limited services contract. Since the HAA is not a contract between a hospital and
Contractor, it is expected that health plans will continue to use network-contracted providers
where appropriate.

In-Person - An encounter that must be completed with beneficiary and provider physically together
in the same location and is not allowed through telehealth.



Independent Living Philosophy — A philosophy that emphasizes consumer control, the idea that
people with disabilities are the best experts on their own needs, having crucial and valuable
perspective to contribute and deserving of equal opportunity to decide how to live, work, and take
part in their communities, particularly in reference to services that powerfully affect their day-to-
day lives and access to independence.

Indian Enrollee — An Enrollee who is an Indian as defined at 25 USC 1603(13), or 1679(a), or who
has been determined eligible as an Indian, under 42 C.F.R. § 136.12.

Indian Health Care Provider — A health care program, operated by the Indian Health Services (IHS)
or by an Indian Tribe, Tribal Organization, or Urban Indian Organization (I/T/U) as those terms are
defined in the Indian Health Care Improvement Act (25 U.S.C. 16083).

Individualized Care Plan (ICP) - The plan of care developed by an Enrollee, the Enrollee's HIDE
SNP Care Coordinator and the Enrollee's Integrated Care Team which incorporates the following
elements: assessment results; summary of the Enrollee’s health; the Enrollee’s preferences for
care, supports and services; the Enrollee’s prioritized list of concerns, goals and objectives, and
strengths; specific services including amount, scope and duration, providers and benefits; the plan
for addressing concerns or goals; the person(s) responsible for specific interventions, monitoring
and Reassessment; and the due date for the intervention and Reassessment. The ICP is also
referred to as person-centered plan or plan of care. The ICP will be maintained in the Electronic
Health Record along with evidence of the Enrollee’s acceptance of the ICP including Enrollee
and/or provider(s) signature when appropriate per ICP guidance.

Informal Supports - Assistance provided from various sources such as family, friends, colleagues,
neighbors, and community members without any formal agreement or payment.

Integrated Appeal - The procedures that deal with, or result from, adverse Integrated Organization
Determinations by Contractor on the benefits both under Part C and under state Medicaid rules the
Enrollee believes he or she is entitled to receive, including delay in providing, arranging for, or
approving the health care services (such that a delay would adversely affect the health of the
Enrollee), or on any amounts the Enrollee must pay for a service. Integrated Appeals do not include
appeals related to Part D benefits.

Integrated Appeals cover procedures that would otherwise be defined and covered, for non-
applicable integrated plans, as an Appeal defined in 42 CFR §422.561 or the procedures required
for appeals in accordance with 42 CFR §8438.400 through 438.424. Such procedures include,
without limitation, Integrated Reconsiderations.

Integrated Care Organization (ICO) — A Health Insuring Corporation contracted with MDHHS and
CMS to comprehensively manage the full continuum of Medicare and Medicaid benefits for
Medicare-Medicaid Enrollees including Long Term Supports and Services as needed and desired by
the Enrollee.

Integrated Care Team (ICT) - A team including the Enrollee, Enrollee’s chosen allies or legal
representative, Primary Care Physician, HIDE SNP Care Coordinator, LTSS representative(s) or
PIHP representative(s) as applicable and others as needed. The ICT works with the Enrollee to



develop, implement, and maintain the ICP and to coordinate the delivery of services and benefits
as needed for the Enrollee.

Integrated Grievance - A dispute or complaint that would be defined and covered, for grievances
filed by an enrollee in non-applicable integrated plans, under 42 CFR 8422.564 or §8438.400
through 438.416. Integrated Grievances do not include Appeals procedures and QIO complaints,
as described in §422.564(b) and (c). An Integrated Grievance made by an Enrollee in an Applicable
Integrated Plan is subject to the Integrated Grievance procedures in 88422.629 and 422.630.
Integrated Grievances do not include Grievances related to Part D benefits.

Integrated Organization Determination - An Organization Determination that would otherwise be
defined and covered, for a non-applicable integrated plan, as an organization determination under
8422.566, an Adverse Benefit Determination under 8438.400(b), or an action under 42 CFR
§431.201. An Integrated Organization Determination is made by Contractor and is subject to the
Integrated Organization Determination procedures in §§422.629, 422.631, and 422.634.

Integrated Reconsideration - Areconsideration that would otherwise be defined and covered, for
a non-applicable integrated plan, as a Reconsideration under 8422.580 and Appeal under
8438.400(b). An Integrated Reconsideration is made by Contractor and is subject to the Integrated
Reconsideration procedures in 42 CFR 88422.629 and 422.632 through 422.634. Integrated
Reconsiderations do not include Redeterminations related to Part D benefits.

Involuntary Disenrollment — Disenrollments under Section 2.9 of this Contract.
Large Metro — See Urban.

List of Excluded Individuals and Entities (LEIE) - The Office of Inspector General (OIG) maintains
a list of all currently excluded individuals and entities called the LEIE. When the OIG excludes an
individual or entity from participation in federally funded health care programs it includes that
party’s name, address, Provider type, and the basis for the exclusion in the LEIE. The LEIE is
available to search or download on the OIG Web site and is updated monthly. To protect sensitive
information, the online database does not include unique identifiers such as Social Security
numbers (SSN), Employer Identification numbers (EIN), or National Provider Identifiers (NPI).

Long Term Care Reimbursement and Audit Division - The organizational area within MDHHS
responsible for rate setting and reimbursement for Michigan’s nursing facilities.

Long Term Supports and Services (LTSS) - A variety of supports and services that help elderly
individuals and/or individuals with disabilities meet their daily needs for assistance and improve
the quality of their lives. Examples include assistance with bathing, dressing, and other basic
activities of daily life and self-care, as well as support for everyday tasks such as laundry,
shopping, and transportation. LTSS are provided over an extended period, predominantly in homes
and communities, but also in facility-based settings such as nursing facilities.

MA Agreement - The Medicare Advantage Agreement between the MA Health Plan and CMS to
provide Medicare Part C and other health plan services to the MA Health Plan’s members.



MA-PD Plan - the CMS approved Medicare Advantage plan sponsored, issued, or administered by
the MA Health Plan as defined at 42 C.F.R. § 423.4 and includes, but is not limited to, institutional
and dual-eligible special needs plans as defined in the Medicare Advantage Rules.

Marketing, Outreach, and Enrollee Communications — Any informational materials for current
and prospective Enrollees that are consistent with the definitions and explanations in this contract
and any related guidance documents.

MDHHS - The Michigan Department of Health and Human Services was formerly two departments:
the Michigan Department of Community Health and the Michigan Department of Human Services.

Medicaid - A federal/state program authorized under Title XIX of the Social Security Act, as
amended, 42 U.S.C. 1396 et seq.; and Section 105 of Act No. 280 of the Public Acts of 1939, as
amended, being 400.105 of the Michigan Compiled Laws; which provides federal matching funds
for a Medical Assistance Program. Specified medical and financial eligibility requirements must be
met.

Medicaid Managed Care Organization (MCO) - A managed care organization that delivers health
care benefits in an efficient, streamlined manner that emphasizes improving cost, utilization, and
quality of care. Within Medicaid, MCOs establish contractual arrangements with state agencies to
deliver health benefits and related services, based on an established rate of payment for those
services and a set number of members receiving care within a month.

Medicaid Management Information System (MMIS) - The medical assistance and payment
information system of the Michigan Department of Health and Human Services (Community Health
Automated Medicaid Processing System - CHAMPS)

Medically Necessary Services — Services must be provided in a way that provides all protections
to covered individuals provided by Medicare and Michigan Medicaid. Per Medicare, services must
be reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the
functioning of a malformed body member, or otherwise medically necessary under 42 U.S.C.
1395y. Per Medicaid, determination that a specific service is medically (clinically) appropriate,
necessary to meet needs, consistent with the person’s diagnosis, symptomatology and functional
impairments, is the most cost-effective option in the most integrated setting, and is consistent with
clinical standards of care. Medical necessity includes, but is not limited to, those supports and
services designed to assist the person to attain or maintain a sufficient level of functioning to
enable the person to live in their community.

Medicare — Title XVIII of the Social Security Act, the federal health insurance program for people
age 65 or older, people under 65 with certain disabilities, and people with End Stage Renal Disease
(ESRD) or Amyotrophic Lateral Sclerosis. Medicare Part A provides coverage of inpatient hospital
services and services of other institutional providers, such as skilled nursing facilities and home
health agencies. Medicare Part B provides supplementary medical insurance that covers physician
services, outpatient services, some home health care, durable medical equipment, and laboratory
services and supplies, generally for the diagnosis and treatment of illness or injury. Medicare Part C
provides Medicare beneficiaries with the option of receiving Part A and Part B services through a
private health plan. Medicare Part D provides outpatient prescription drug benefits.



Medicare Advantage - The Medicare managed care options that are authorized under Part C of
Title XVIII of the Social Security Act and implementing regulations at C.F.R. part 422.

Medicare Election Period - A period of time when an Enrollee may change their Contractor, and/or
return to Original Medicare.

Medicare Medicaid Assistance Program (MMAP) - MMAP is Michigan’s State Health Insurance
Program (SHIP) that assists individuals in understanding the Medicare and Medicaid programs and
provides Enrollment assistance to persons seeking guidance on health care options.

Medicare-Medicaid Coordination Office (MMCO) - Formally the Federal Coordinated Health Care
Office, established by Section 2602 of the Affordable Care Act.

Medication Review and Reconciliation — The review of a medication regimen (including
prescribed medication, over-the-counter medications, and herbal supplements) to ensure it is
appropriate for the individual, determine appropriate use, identify potential medication
interactions, protect the individual against overmedication, and possibly educate and train family
members or caretakers.

Metro — See Urban.

MI Choice - A Michigan Medicaid program authorized under 1915(c) authority that furnishes Home
and Community-Based Services (HCBS) for individuals who are elderly or physically disabled.
Individuals enrolled in Ml Choice must disenroll from their existing program to participate in the
HIDE SNP.

Michigan 1115 Behavioral Health Demonstration-The approved 1115 waiver through which
Medicaid covered behavioral health services are provided for persons with serious and persistent
mental illness and intellectual/developmental disabilities.

Michigan Compiled Laws (MCL) - The official codification of statutes for the State of Michigan.

Michigan Department of Insurance and Financial Services (DIFS) — The agency responsible for
regulation of all insurers operating in the state of Michigan.

Micro - See Rural Area.

Minimum Data Set (MDS) — Part of the federally-mandated process for assessing individuals
receiving care in certified skilled nursing facilities in order to record their overall health status
regardless of payer source. The process provides a comprehensive assessment of individuals’
current health conditions, treatments, abilities, and plans for discharge. The MDS is administered
to all residents upon admission, quarterly, yearly, and whenever there is a significant change in an
individual’s condition. Section Q is the part of the MDS designed to explore meaningful
opportunities for Nursing Facility residents to return to community settings.

National Committee for Quality Assurance (NCQA) — A private 501(c)(3) not-for-profit
organization that is dedicated to improving health care quality and that has a process for providing
accreditation, certification, and recognition, e.g., health plan accreditation.

Notice - Communication provided to the Enrollee in written form.



Nursing Facility - Any facility licensed by the State of Michigan, in accordance with the Public
Health Code, 1978 PA 368, as amended, MCL 333.1101 - 333.25211, and certified by Medicare in
accordance with 42 C.F.R. § 483 et seq. to provide skilled and non-skilled nursing care.

Nursing Facility Care — Long term, skilled nursing or rehabilitation services provided in a facility
licensed in accordance with MCL 333.1101 - 333.25211 and certified in accordance with 42
C.F.R.8 483 et seq. designed to meet an Enrollee’s needs.

Nursing Facility Level of Care Determination (LOCD) - The assessment tool utilized in
determining if an Enrollee meets medical and functional eligibility for Medicaid-reimbursed Nursing
Facility Care, or Enrollment in the Ml Choice Program, HIDE D-SNP, HCBS Waiver, or Program of
All-Inclusive Care for the Elderly (PACE). The LOCD is an electronic web-based system accessed
through CHAMPS.

Ombudsman - The entity designated by the State, and independent of the MDHHS, that advocates
and investigates on behalf of Enrollees to safeguard due process and to serve as an early and
consistent means of identifying systematic problems with the Demonstration as provided for in
State administrative rules and in accordance with the Older Americans Act of 1965.

Organization Determination - As defined in 42 CFR §422.566 Medicare Advantage Program,
Grievances Organization Determinations and Appeals, Organization Determinations, any
determination made by Contractor with respect to any of the following:

Payment for temporarily out of the area renal dialysis services, emergency services, post-
stabilization care, or urgently needed services.

Payment for any other health services furnished by a provider other than Contractor that the
Enrollee believes—

Are covered under Medicare; or

If not covered under Medicare, should have been furnished, arranged for, or reimbursed by
Contractor.

Contractor's refusal to provide or pay for services, in whole or in part, including the type or level of
services, that the Enrollee believes should be furnished or arranged for by Contractor.

Reduction, or premature discontinuation, of a previously authorized ongoing course of treatment.

Failure of Contractor to approve, furnish, arrange for, or provide payment for health care services in
a timely manner, or to provide the Enrollee with timely notice of an adverse determination, such
that a delay would adversely affect the health of the Enrollee.

Patient Pay Amount (PPA) - The amount the Enrollee must pay toward the cost of Medicaid
covered Nursing Facility Care as determined by the local Michigan Department of Health and
Human Services office.

Patient's Right to Independent Review Act (PRIRA) - A Michigan law that provides patients with
appeal rights due to adverse decisions made by health carriers regarding a denial, reduction, or



termination of health care services. The PRIRA external review process applies after the patient has
exhausted the health carrier's internal grievance process.

Person-Centered Planning Process — A process for planning and supporting a person receiving
services that builds on the individual’s desire to engage in activities that promote community life
and that honor the individual’s preferences, choices, and abilities. The Person-Centered Planning
Process is led by the person and involves families, friends, legal representative, and professionals
as they desire or requires. The process must be conducted in person unless the Enrollee declines
the opportunity to participate in person.

Plan Benefit Package (PBP) - Medicare Part A and Part B and supplemental benefits being offered
by a plan. This information includes benefit description, maximum plan-benefit coverage,
Maximum Out-of-Pocket (MOOP) costs for enrollees, coinsurance, deductible, copayments,
authorizations, and referrals.

Post-Stabilization Care Services - Covered Services related to an Emergency Medical Condition
that are provided after the Enrollee's Emergency Medical Condition has been Stabilized to maintain
the Stabilized condition and/or under the circumstances described in 42 C.F.R. § 438.114(e).

Potential Enrollee — An individual who is eligible to enroll in the HIDE SNP but has not yet done
so. This includes individuals who are enrolled in Medicare Part A and B and are receiving full
Medicaid benefits, have no other comprehensive private or public health coverage, and who meet
all other Demonstration eligibility criteria.

Pre-paid Inpatient Health Plan (PIHP) - PIHPs manage the Medicaid specialty services under the
Michigan 1115 Behavioral Health Demonstration, consistent with the requirements of 42 C.F.R.
Part 401. This benefit plan covers mental health and substance use services for people eligible for
Medicaid who have a need for behavioral health, intellectual/developmental disabilities services
and supports, or substance use services.

Prevalent Languages — Those languages that meet the more stringent of either (1) Medicare’s five
(5) percent threshold for language translation; or (2) MDHHS’ Prevalent Language requirements.

Preventative Dental Services - General dental examinations consisting of preventive services,
which include routine maintenance cleaning with oral hygiene instruction limited to once every six
(6) months.

Primary Care Provider (PCP) — Practitioner of primary care selected by the Enrollee or assigned to
the Enrollee by Contractor and responsible for providing and coordinating the Enrollee’s health
care needs, including the initiation and monitoring of referrals for specialty services when required.
Primary Care Providers may be advanced practice registered nurse, nurse practitioners, physician
assistants or physicians who are board certified, or a specialist selected by an Enrollee.

Privacy Rules - Requirements established in the Privacy Act of 1974, Health Insurance Portability
and Accountability Act of 1996, and implementing regulations, Medicaid regulations, including 42
C.F.R. 88431.300 through 431.307, as well as relevant Michigan privacy laws.

Program of All-Inclusive Care for the Elderly (PACE) — A capitated benefit for frail elderly who
meet the State’s criteria for LOCD authorized by the Balanced Budget Act of 1997 (BBA) that



features a comprehensive service delivery system and integrated Medicare and Medicaid
financing. PACE is a three-way partnership between the Federal government, Michigan, and the
PACE organization. PACE participants must disenroll from their existing program to participate in
Contractor.

Provider Contract - A written agreement between Contractor and a Provider for the provision of
services under the Agreement.

Provider Network — The collective group of Network Providers who have entered into Provider
Contracts with Contractor for the delivery of MCO Covered Services. This includes, but is not
limited to, physical, behavioral, pharmacy, and ancillary service providers.

Provider Preventable Condition - A hospital acquired condition or a condition occurring in any
health care setting that has been found by the State, based upon a review of medical literature by
qualified professionals, to be reasonably preventable through the application of procedures
supported by evidence-based guidelines, has a negative consequence for the Enrollee, and is
auditable.

Qualified Disabled and Working Individual (QDWI) - an individual who lost their Medicare Part A
benefits due to their return to work, but is eligible to purchase Medicare Part A benefits, has an
income of 200% federal Poverty Level (“FPL”) or less and resources that do not exceed twice the
limit for Social Security Income (“SSI”) eligibility, and is not otherwise eligible for Medicaid.
(Medicaid pays the Part A premiums only.)

Qualifying Individuals (QI) - an individual entitled to Medicare Part A, with an income of at least
120% FPL, but less than 135% FPL, resources that do not exceed twice the limit for SSI eligibility
and is not otherwise eligible for Medicaid. Medicaid pays Medicare Part B premiums only. (There is
an annual cap on the amount of money available, which may limit the number of individuals in the

group.)

Qualified Medicare Beneficiary (QMB) - an individual who is entitled to Medicare Part A, has
income that does not exceed 100% of the Federal Poverty Level (FPL), and whose resources do not
exceed twice the Supplemental Security Income (SSI) limit. A QMB is eligible for Medicaid Payment
of Medicare premiums, Deductibles, Coinsurance, and Co-payments (except for Medicare Part D)
(collectively, these benefits are called “QMB Medicaid Benefits”). Categories of QMBs covered by
this Contract are:

* QMB

e QMB Plus or Full Dual Eligible- QMBs who also meet the financial criteria for full Medicaid
coverage. QMB Plus individuals are entitled to QMB Medical Benefits, plus all benefits under the
State Plan for fully eligible Medicaid recipients.

Quality Assurance Supplement (QAS) - Supplemental payment made to nursing facilities that
incorporates funds from the quality assurance assessment tax as approved in the Michigan state
plan.

Quality Improvement Committee (QIC) - The QIC reviews Contractor QAPI program, its results
and activities, and recommends changes on an ongoing basis.



Quality Improvement Organization (QIO) — As set forth in Section 1152 of the Social Security Act
and 42 C.F.R. Part 476, an organization under contract with CMS to perform utilization and quality
control peer review in the Medicare program or an organization designated as QlO-like by CMS. The
QIO or QIO-like entity provides quality assurance and utilization review.

Rapid Dispute Resolution Process - The process implemented by MDHHS to administer and
resolve Claim disputes.

Readiness Review - A process that will evaluate each MA Health Plan’s ability to comply with
contract requirements, including but not limited to, the ability to process Medicaid Claims
(including LTSS claims) and Enrollment information, accept and transition new Enrollees, assess
and coordinate care, and provide adequate access to all Medicaid-covered services and service
delivery methods, including self-directed arrangements, under this contract quickly and
accurately. MDHHS will use the results to inform the decision of whether the MA Health Plan is
ready to participate as a HIDE SNP. At a minimum, the Readiness Review will include a desk review
and may include a site visit to the MA Health Plan’s Michigan offices.

Reassessment — A detailed assessment of the Enrollee at specified intervals, after a change in
health status or at the Enrollee’s request.

Rural Area - A Census designated area outside of a metropolitan statistical area. The Census
defines “rural” as micro, rural, and counties with extreme access considerations (CEAC) areas.

Self-Determination — An option that allows an Enrollee to direct and control their HCSB waiver
services by identifying, accessing, and managing supports and services in accordance with their
needs and personal preferences. Arrangements that support Self-Determination means that the
Enrollee has the authority to exercise decision making over LTSS and accepts the responsibility for
taking a direct role in managing them. Arrangements that support Self-Determination are an
alternative to provider management of services wherein a service provider has the responsibility for
managing all aspects of service delivery in accordance with the service plan developed through the
Person-Centered Planning Process. Self-Determination promotes personal choice and control over
the delivery of LTSS, including who provides services, how they are delivered, and hiring and firing
personal attendants and/or home care workers. This option may also be referred to as self-
direction.

Self-Direction - See definition of Self-Determination

Serious Reportable Event — A serious, largely preventable, and harmful clinical event, as defined
by the National Quality Forum. Also referred to as an Adverse Event.

Service Area - The specific geographic area of Michigan designated in the CMS HPMS, and as
referenced in Appendix B, for which Contractor agrees to provide Covered Services to all Enrollees.

Single Case Agreement — An agreement between Contractor and a non-network provider to treat
an Enrollee at the applicable Medicaid or Medicare fee for service (FFS) rates.

Social Determinants of Health - also referred to as Social Drivers of Health: The complex,
integrated, and overlapping social structures and economic systems that are responsible for most
health inequities. These social structures and economic systems include the social environment,



physical environment, health services, and structural and societal factors. Social Determinants of
Health are shaped by the distribution of money, power, and resources throughout local
communities, nations, and the world.

Solvency - Standards for requirements on cash flow, net worth, cash reserves, working capital
requirements, insolvency protection and reserves established by MDHHS and agreed to by CMS.

Specified Low - Income Medicare Beneficiary (SLMB) - An individual entitled to Medicare Part A,
has income that exceeds 100% FPL but less than 120% FPL, and resources do not exceed twice the
SSI limit. Categories of SLMBs covered by this Contract are:

* SLMB

¢ SLMB Plus- SLMBs who meet the standards for SLMB eligibility, but who also meet the criteria for
full Medicaid coverage. Such individuals are entitled to payment of the Medicare Part B premium,
as well as full State Medicaid benefits.

Stabilized - As defined in 42 C.F.R. § 489.24(b), means, with respect to an Emergency Medical
Condition, that no material deterioration of the condition is likely, within reasonable medical
probability, to result from or occur during the transfer (including discharge) of the individual from a
hospital or, in the case of a pregnant woman who is having contractions, that the woman has
delivered the child and the placenta.

State — The State of Michigan, including without limitation, any departments, divisions, agencies,
offices, commissions, officers, employees, and agents.

State Data - includes: (a) the State’s data collected, used, processed, stored, or generated as the
result of the Contract activities; (b) personally identifiable information (“Pll“) collected, used,
processed, stored, or generated as the result of the Contract activities, including, without
limitation, any information that identifies an Enrollee, such as an Enrollee’s social security number
or other government-issued identification number, date of birth, address, telephone number,
biometric data, mother’s maiden name, email address, credit card information, or an individual’s
name in combination with any other of the elements here listed; and, (c) PHI collected, used,
processed, stored, or generated as the result of the Contract activities, which is defined under
HIPAA and its related rules and regulations.

State Fair Hearing — An impartial review of a decision made by the MDHHS or one of its contract
agencies which is conducted by a Michigan Office of Administrative Hearings and Rules (MOAHR)
Administrative Law Judge under the oversight, supervision, and authority of MDHHS, so as to
provide due process rights required by applicable law and consistent with 42 C.F.R. 8431 subpart
E.

State Plan - the State of Michigan’s plan for the Medical Assistance Program as submitted by
MDHHS and approved by the Secretary of the U.S. Department of Health and Human Services
under Title XIX of the Social Security Act, as modified or amended.

State Plan Personal Care - Services provided for in the Michigan State Plan that address physical
assistance needs and enable individuals to live in their homes. Personal care services include
hands-on assistance with activities of daily living (ADLs): eating, toileting, bathing, grooming,



dressing, ambulation and transferring and instrumental activities of daily living (IADLs): personal
laundry, light housekeeping, shopping, meal preparation and medication administration. Services
are also provided to qualifying beneficiaries living in adult foster care or home for the aged settings
by way of a personal care supplement payment made to the provider to support ADL and IADL
needs of residents.

Subcontract - an agreement between the MA Health Plan and a third party under which the third
party agrees to accept payment for providing health care services for the MA Health Plan’s
members.

Teletypewriter (TTY) — a teleprinter, an electronic device for text communication over a telephone
line, that is designed for use by persons with hearing or speech difficulties. Another name for the
device is teletypewriter (TTY).

Transition Agency - Area Agencies on Aging, Centers for Independent Living, and other qualified
community-based organizations that have a contract with MDHHS to coordinate and deliver
Community Transition Services.

Treating Provider — Someone who provides or has provided clinical treatment or evaluation to the
Enrollee and who has, or has had, an ongoing treatment relationship with the Enrollee within the
past (twelve) 12 months. Generally, an ongoing treatment relationship is considered to be when the
clinical evidence establishes that the Enrollee sees, or has seen, the provider with a frequency
consistent with accepted clinical practice for the type of treatment, evaluation and/or service
required for clinical need(s). Treating Providers include primary care physicians, specialists,
physician assistants, advanced practice registered nurse, psychiatrists, counselors, and
therapists. Treating Providers are not those who provide services that are non-clinical in nature like
chore services or provide only routine preventative care like preventive dental.

Utilization Review Accreditation Commission (URAC) — Medicare plan accreditation
organization. Medicare plans that meet URAC's standards are recognized by CMS as complying
with federal regulatory requirements related to their Part C coverage.

Urban Area - Metro and large metro areas. Places of 2,500 or more persons incorporated as cities,
villages, boroughs, and towns but excluding the rural portions of “extended cities” according to the
US Department of Commerce, Bureau of the Census.

Urgent Care — Medical services required promptly to prevent impairment of health due to
symptoms that do not constitute an Emergency Medical Condition, but that are the result of an
unforeseen illness, injury, or condition for which medical services are immediately required. Urgent
Care is appropriately provided in a clinic, physician’s office, or in a hospital emergency department
if a clinic or physician’s office is inaccessible. Urgent Care does not include primary care services
or services provided to treat an Emergency Medical Condition.

Utilization Management (UM) - The process of evaluating the necessity, appropriateness, and
efficiency of health care services against established guidelines and criteria.



Appendix B- Contractor Service Area

MICHIGAN
HIDE-SNP
HEALTH
PLAN
REGIONS




Contractor Medicare Plan ID and PBP #:

HIDE SNP Region 2026-2033 | 2027-2033

Region 1 Upper Peninsula

Region 2 Northwest

Region 3 Northeast

Region 4 West Central

Region 5 East Central

Region 6 The Thumb

Region 7

Central

Region 8 Southwest

Region 9 South Central X
Region 10 Macomb X
Region 11 Oakland County X

Region 12 Wayne County X




Appendix C - Medicaid Network Standards

HIDE SNP NETWORK ADEQUACY STANDARDS
MAXIMUM TIME AND DISTANCE AND RATIO STANDARDS

Maximum Time and Distance, and Ratio Standards
Time is measured in minutes and distance is measured in miles.

Counties with
Large Metro Metro Micro Rural Extreme Access All
Considerations

Minimum
L. Provider
Medicaid . . . . . . . . . .
. Time Distance Time Distance Time Distance Time | Distance Time Distance to
Service Type
Enrollees
Ratio
Kalkaska
[1:692]
Missaukee
N [1:873]
Dentistry: | 39 15 30 30 30 30 40 |40 120 | 120 Schoolcraft
General Dentist
[1:806]
All other
counties
[1:650]
Dentistry: 30 15 60 60 60 60 120 | 120 120 | 120
Endodontics
Dentistry: Oral | 5, 15 60 60 60 60 120 | 120 120 | 120
Surgery
Dentistry: 30 15 60 60 60 60 120 | 120 120 | 120
Periodontics
Dentistry: 30 15 60 60 60 60 120 | 120 120 | 120
Prosthodontics
Audiology
Services - 30 15 30 30 30 30 40 40 120 120
Examinations
Audiology
Services - 120 120
Hearing Aids 30 15 30 30 30 30 40 40
Vision Services -
Eye 120 120
Examinations 30 15 30 30 30 30 40 40
Vision Services - 120 120

Eye Wear 30 15 30 30 30 30 40 40




Adult Day Care 30 30 30

30

30

30

40

40

60

60

Skilled Nursing

Facility 20 10 45

30

80

60

75

60

95

85

To be counted in the General Dentistry calculation, a provider must be enrolled in Medicaid and must
be at least full-time (i.e., minimum of 20 hours per week per practice location).

HIDE SNP NETWORK ADEQUACY STANDARDS - LTSS TIMELY ACCESS STANDARDS

LTSS Timely Access Standards

Timely Access is measured in calendar Days.

LTSS Provider & Service Type

Length of Time from Authorization to
Initiation of Service

Counties with

Large Metro | Micro | Rural | Extreme Access

Metro Considerations
Adaptive/Enhanced Durable Medical

. . 21 28

Equipment and Supplies
Assistive Technology Devices 21 28
Chore Services 14 21
Community Living Supports 7 14
Home Delivered Meals 14 21
Personal Care Services - Non-Waiver 7 14
Personal Emergency Response System 30 30
Preventive Nursing Services (non-agency

7 14
and agency)
Private Duty Nursing (non-agency and 7 14
agency)
Respite 7 14
Respite - Non-waiver (provided in the

7 14
home)
Vehicle Modifications 90 120




HIDE SNP NETWORK ADEQUACY STANDARDS - TIMELY ACCESS STANDARDS

Timely Access Standards

Type of Care/Appointment Length of Time

Specialty Care, such as Vision &

Hearing Within six (6) weeks of request

Acute Specialty C h as Vision &
cute opecialty Lare, such as Vision Within five (5) Business Days of request

Hearing

Emergency Dental Services Immediately 24 hours/day 7 Days per week
Urgent Dental Care Within 48 hours

Routine Dental Care Within twenty-one (21) Business Days of request
Preventive Dental Services Within six (6) weeks of request

Initial Dental Appointment Within eight (8) weeks of request




Appendix D - Behavioral Health

Medicaid Behavioral Health and Substance Use Disorder Authorization
and Payment Responsibility Grid

Contractor must utilize the Medicaid Behavioral Health and Substance Use Disorder Authorization
and Payment Responsibility Grid located in the link below:

Medicaid Behavioral Health and Substance Use Disorder Authorization and Payment Responsibility
Grid

This grid indicates HIDE SNP and Prepaid Inpatient Health Plan (PIHP) coverage responsibility for
behavioral health services. It should be utilized by Contractor, to determine the responsible entity
for authorization and payment of behavioral health services delivered to Enrollees.

The grid currently delineates coverage responsibility by the setting in which a service is provided.
MDHHS intends to modify this policy and grid so that coverage responsibility for mental health
services will be determined by the level of Enrollees’ needs rather than by the setting in which a
service is provided. The grid will be updated in accordance with any change in MDHHS policy.

In addition to this grid, Contractor should follow Medicaid policy as described in the Medicaid
Provider Manual and the entity’s contract with the State and as directed by MDHHS.


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder1/Folder7/L_10-21_with_attachment-Excerpt.pdf
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder1/Folder7/L_10-21_with_attachment-Excerpt.pdf

MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
Behavioral and Physical Health and Aging Services Administration
PIHP-HIDE-SNP Model Agreement

Coordinating Agreement Between
<PIHP> and <HIDE-SNP>
For the County(ies) of: <X>

<DATE>

This agreement is made and entered into this __ day of , inthe year by and between
(PIHP) and (HIDE-SNP) for the County(ies) of X, Y, Z.

RECITALS

Whereas, the Prepaid Inpatient Health Plans (PIHPs) manage the 1115 Behavioral

Health Demonstration Waiver Program, the Healthy Michigan Plan, and relevant approved Waivers,
to provide a comprehensive array of specialty mental health and substance use disorder services
and supports under contract with the Michigan Department of Health and Human Services
(MDHHS) consistent with the Michigan Mental Health Code (MMHC); and

Whereas, the PIHPs manage the Medicaid Specialty Services and Supports Contract in a specified
geographic region and;

Whereas, the Highly Integrated Dual Eligible Special Needs Plans (HIDE-SNPs) are contracted with
MDHHS to coordinate the delivery of Medicare and Medicaid benefits for individuals who are
eligible for such services and enrolled in the HIDE-SNP, and provide coverage of Medicaid services,
including long-term services and supports and behavioral health services not otherwise provided

by a PIHP for individuals eligible for such services; and

Whereas, MDHHS expects and the PIHPs and the HIDE-SNPs desire to coordinate and collaborate
their efforts in order to protect and promote the health of the Mutually Served Enrollee population.

The PIHP and the HIDE-SNP agree as follows:

A. Definitions

HIDE-SNP means Highly Integrated Dual Eligible Special Needs Plan.

MDHHS means the Michigan Department of Health and Human Services.



Mutually Served Enrollee means an Enrollee that is dually eligible for Medicare and Medicaid,
actively enrolled in the HIDE-SNP, and being assessed for, is eligible for, or is receiving, Medicaid
Specialty Behavioral Health services covered by the PIHP.

PIHP means Prepaid Inpatient Health Plan.
B. Roles and Responsibilities

The parties acknowledge that the primary guidance concerning their respective roles and
responsibilities stem from the following, as applicable:

* Medicaid Waivers

* Medicaid State Plan and Amendments

* Medicaid Provider Manual (MPM)

e Contractual agreements between MDHHS, the PIHP and the HIDE-SNPs.

* MDHHS Medicaid Behavioral Health and Substance Use Disorder Authorization and
Payment Responsibility Grid L-Letter 10-21 - Current Version

C. Terms of Agreement, Amendments, and Cancellation

This Agreement is effective the date upon which the last party signs this Agreement until amended
or cancelled. The Agreement is subject to amendment due to changes in the contracts between the
MDHHS and the PIHP or the HIDE-SNP. All Amendments shall be executed in writing. Either party
may cancel the agreement upon thirty (30) days written notice.

Nothing in this Agreement shall be interpreted to preclude deeper and broader Plan to Plan efforts,
processes, and arrangements with or without monetary value exchange. Such arrangements shall
be made in writing in separate agreement(s).

D. Purpose

The purpose of this Agreement is to address the coordination of physical and mental health
services provided by the PIHP and the HIDE-SNP for Mutually Served Enrollees. Specifically, the
goalis to improve Mutually Served Enrollees’ health status, improve the Mutually Served Enrollees’
experience of care, and to reduce unnecessary costs.

E. Areas of Shared Responsibility
1. Administration, Point of Authority, Communication:

a. The PIHP and the HIDE-SNP designate below the respective persons who have
authority to administer this Agreement on behalf of the PIHP and the HIDE-SNP:

[PIHP Name, Address, Phone, Signatory, and Agreement Authority with Contact
Information]


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder36/Folder1/Folder136/L_10-21_with_attachment.pdf?rev=6f2a2f451d44413aaa16e57ef41af7ec&hash=DB3608851F1082A87B7CFB021A1C2A9F

b.

C.

[HIDE-SNP Name, Address, Phone, Signatory, and Agreement Authority with
Contact Information]

The PIHP and the HIDE-SNP will establish, in writing, key contact personnel for
ongoing HIDE-SNP — PIHP communication and coordination.

The PIHP and the HIDE-SNP shall inform the other in writing of current contact
information for their respective enrollee service and other related plan
departments.

2. Exchange of Information:

a.

The parties will use a combination of their enrollment files, the 270/271 enrollment
and eligibility verification process, CHAMPs, and MDHHS CareConnect360 system
to access the list of Mutually Served Enrollees and their respective information.

The parties shall begin and maintain Mutually Served Enrollee information exchange
efforts and healthcare data analytics. If protected and/or confidential Mutually
Served Enrollee information are to be exchanged, such exchanges shall be in
accordance with all applicable federal and state statutes and regulations. The
parties shall ensure that the MDHHS-5515 standard release form will be accepted,
honored, and used, according to the provisions of Public Act 129 of 2014 and MSA
18-44.

Prior to exchanging any Mutually Served Enrollee information, the parties, and any
relevant subcontractors or providers, shall obtain a release of information
authorization from the Mutually Served Enrollee as required by federal and state law
unless information exchange is otherwise permitted for the sharing of health
records for purpose of treatment, payment, operations, and care coordination.

Disputes regarding data sharing will be settled using the Dispute Resolution
process in Section G.

3. Referral Procedures:

a.

The PIHP shall exercise reasonable efforts to assist Mutually Served Enrollees in
understanding the role of the HIDE-SNP and how to contact the HIDE-SNP.

The HIDE-SNP shall exercise reasonable efforts to assist Mutually Served Enrollees
in understanding the role of the PIHP and how to contact the PIHP.

The PIHP and HIDE-SNP shall both encourage and maintain Plan to Plan and Plan to
Primary Care Physician (PCP) communications and collaborations.

Each party shall exercise reasonable efforts to rapidly determine and provide the
appropriate type, amount, scope, and duration of medically necessary services as
guided by the MPM.


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder3/Folder59/Folder2/Folder159/Folder1/Folder259/MSA_18-44_639601_7.pdf?rev=d979c31500c64fa28471b7dbe050d164&hash=AE2ED8EF93082D1A2B1E9D09889F26E1
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder3/Folder59/Folder2/Folder159/Folder1/Folder259/MSA_18-44_639601_7.pdf?rev=d979c31500c64fa28471b7dbe050d164&hash=AE2ED8EF93082D1A2B1E9D09889F26E1

The HIDE-SNP will make referral to the PIHP for an assessment for SUD, BH Needs,
or I/DD needs, as quickly as the Mutually Served Enrollee’s needs require, and no
longer than within five (5) calendar days from the date the need for an assessment
was identified and in accordance with the requirements of the HIDE-SNP’s contract
with MDHHS.

The PIHP must make best efforts to conduct necessary BH assessments, as quickly
as the Mutually Served Enrollee’s needs require, in accordance with the
requirements of the PIHP’s contract with MDHHS, and no longer than within 15
calendar days of receiving a referral from a HIDE-SNP.

When making a referral to a PIHP or it’s subcontractor(s), the HIDE-SNP must
communicate with the PIHP who is receiving the referral to let them know they are
about to refer the Mutually Served Enrollee. The PIHP team should be supplied with
the relevant background information, including any Social Determinants of Health
(SDOH) screening, and should have the necessary expertise to assist the Mutually
Served Enrollee.

Each party agrees to track referrals and conduct further outreach to Mutually
Served Enrollees, and/or the HIDE-SNP and the PIHP, or their contracted behavioral
health providers, if necessary.

Each party shall develop, provide, and update specific written behavioral health
referral processes and contacts. Each party shall develop and maintain process for
multi-lateral referral tracking and service access metrics.

4. Medical and Care Coordination; Emergency Services; Pharmacy and Laboratory Services

Coordination; Quality Assurance Coordination:

a.

Each party shall exercise reasonable efforts to support the Mutually Served Enrollee
and systemic coordination of care. The parties shall explore and consider the
prudence and cost-benefits of systemic and Mutually Served Enrollee focused care
coordination efforts. Care coordination efforts should involve the exchange of
Mutually Served Enrollees’ health information, including Long Term Services and
Supports (LTSS). The exchange shall be in accordance with applicable federal and
state statutes and regulations related thereto. Each party shall make available to
the other contact information for case level medical and care coordination.

Neither party shall withhold emergency services, and each party shall resolve
payment disputes in good faith.

Each party shall take steps to reduce duplicative pharmacy and laboratory services
and agree to abide by L-Letter 10-21: The MDHHS Medicaid Behavioral Health and
Substance Use Disorder Authorization and Payment Responsibility Grid - Current
Version, and other related guidance for payment purposes.


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder36/Folder1/Folder136/L_10-21_with_attachment.pdf?rev=6f2a2f451d44413aaa16e57ef41af7ec&hash=DB3608851F1082A87B7CFB021A1C2A9F

d. Each party agrees to consider, and may implement by mutual agreement, Quality
Assurance Coordination efforts, including initiating jointly developed clinical
Performance Improvement Project(s) to measure improved outcomes of Mutually
Served Enrollees.

e. Integrated Care Team (ICT): The PIHP coordinator is responsible for coordination of
Medicaid Specialty Behavioral Health Services with the HIDE-SNP for other
services. The HIDE-SNP will invite the PIHP coordinator to participate in the ICT.
Each party can invite additional staff, and/or relevant subcontractors or providers,
to participate, as necessary.

f. The Parties shall develop and maintain active processes to monitor, report and
jointly intervene to improve individual metrics for Mutually Served Enrollees,
including HEDIS metrics.

g. The parties shall coordinate care with Peer Support Specialists, Peer Recovery
Coaches, and/or Community Health Workers (CHWSs), as appropriate, to
coordinate care between providers, including but not limited to, PCPs and
Community Mental Health Service Providers (CMHSPs).

F. Appeal and Grievance Resolution

Each party agrees to fulfill its Mutually Served Enrollee rights and protections as well as appeal and
grievance obligations with Mutually Served Enrollees and to coordinate resolutions as necessary
and appropriate.

G. Dispute Resolution

Each party shall not permit uncertainty or dispute over services or responsible payer to interfere
with Mutually Served Enrollee service access.

The parties specify below the steps that each shall follow to dispute a decision or action by the
other party related to this Agreement:

1) Submission of a written request to the other party’s Agreement Administrator for
reconsideration of the disputed decision or action. The submission shall reference the
applicable Agreement section(s), known related facts, argument(s), and proposed
resolution/remedy; and

Where the dispute affects a Mutually Served Enrollee’s current care, good faith efforts will be made
to resolve the dispute with all due haste, and the receiving party shall respond in writing within
three (3) business days.

Where the dispute is regarding an administrative or retrospective matter, the receiving party shall
respond in writing within thirty (30) business days.

H. Governing Laws



Both parties agree that performance under this Agreement will be conducted in compliance with all
applicable federal, state, and local statutes and regulations. Where federal or state statute,
regulation, or policy is contrary to the terms and conditions herein, statute, regulation, and policy
shall prevail without necessity of amendment to this Agreement.

I. Merger and Integration

This Agreement expresses the final understanding of the parties regarding the obligations and
commitments which are set forth herein, and supersedes all prior and contemporaneous
negotiations, discussions, understandings, and agreements between them relating to the services,
representations, and duties which are articulated in this Agreement.

J. Notices

All notices or other communications authorized or required under this Agreement shall be given in
writing, either by personal delivery or by certified mail (return receipt requested). A notice to the
parties shall be deemed given upon delivery or by certified mail directed to the addresses shown

below:

Address of the PIHP:

Attention:

Address of the HIDE-SNP:

Attention:
K. Headings

The headings contained in this Agreement have been inserted and used solely for ease of reference
and shall not be considered in the interpretation or construction of this Agreement.

L. Severability



In the event any provision of this Agreement, in whole or in part (or the application of any provision
to a specific situation), is held to be invalid or unenforceable, such provision shall, if possible, be
deemed written and revised in a manner which eliminates the offending language but maintains the
overall intent of the Agreement. However, if that is not possible, the offending language shall be
deemed removed with the Agreement, otherwise remaining in effect, so long as doing so would not
result in substantial unfairness or injustice to either of the parties. Otherwise, the party adversely
affected may terminate the Agreement immediately.

M. No Third-Party Rights

Nothing in this Agreement, express or implied, is intended to or shall be construed to confer upon,
or to give to, any individual or organization other than the parties, any right, remedy, or claim under
this Agreement as a third-party beneficiary.

N. Assignment

This Agreement shall not be assigned by any party without the prior written consent of the other
party. This Agreement shall survive any corporate or business merger of any Party.

0. Counterparts

This Agreement may be executed in one or more counterparts, each of which shall be deemed an
original, but all of which together shall constitute the one in the same instrument.

P. Signatures

The parties, by and through their duly authorized representatives, have executed and delivered this
Agreement. Every individual signing this Agreement on behalf of a party represents that he/she has
full authority to execute and deliver this Agreement on behalf of that party with the effect of binding
the party.

IN WITNESS WHEREOF, the parties hereto have entered in to, executed, and delivered this
Agreement as of the day and year first written above.

PIHP

By:

Its:

Date:

HIDE-SNP



By:

Its:

Date:




Appendix E - Health Plan Obligations

HEALTH PLAN OBLIGATIONS
(To be included as an Appendix to the State’s Medicaid Contract with Health Plans)

This obligation will apply where a Health Plan does not have a contract with a Hospital to provide
services to the Health Plan's Medicaid beneficiaries and where Hospital has signed a Hospital
Access Agreement with the Michigan Department of Community Health ("Department").

The Health Plan will make efforts to utilize network-contracted services where appropriate.

The Health Plan may deny any claims submitted later than 180 days from the date of service for the
first year of this agreement and 120 days the second year and thereafter. The submission
requirement will not apply in the event of exceptions that extend the time period. Exceptions
granted by the Health Plan may be for changes in eligibility, coordination of benefits, other third-
party payer issues, internal Hospital risk management, or other valid reasons which may have
delayed the submission of a claim.

When the Hospital requests a billing extension, the Health Plan agrees to evaluate the information
supplied and provide the Hospital with an extension when appropriate based on exceptions noted
above. Under no circumstances will the Health Plan accept any claim that is submitted more than
365 days from the date of service.

Authorization Requests—Post Stabilization

The Hospital will make and document all post-stabilization authorization inquiries by telephone
callto the Enrollee's Health Plan. The Health Plan will return all post-stabilization inquiries within
one hour of receipt of the telephone call from the Hospital and the Hospital will not be required to
make more than one call provided that the “one phone call” included clinical information.
Authorization for admission and additional services must be automatic should the Health
Plan fail to respond within one hour. The Hospital agrees to provide the Health Plan with
requested information obtained from a “medical screening examination,” provided in accordance
with EMTALA, in order to determine the emergent status for payment approval, prior to treatment
and after stabilization. The Health Plan must provide twenty-four (24) hour, seven (7) day a week
availability for post-stabilization authorization requests.

Disputed Claims

Each Health Plan and Hospital that serves or has a contract to serve the same population of
Medicaid beneficiaries will establish an Accounts Receivable Reconciliation Group (ARRG)
comprised of persons empowered to make decisions regarding outstanding bills and payments.
The ARRG must reconcile accounts receivable of the Hospital with accounts payable of the Health
Plan. These groups will minimally meet no less than every 90 days.



Claims in dispute by either the Hospital or the Health Plan will be forwarded to the Accounts
Receivable Reconciliation Group. The group can table claims in question for one 90-day period
before either resolving the claim or referring it to the Rapid Dispute Resolution Process. If
agreement cannot be reached on the payment after review by the ARRG, the Hospital or Health
Plan may pursue dispute resolution as set forth in the Rapid Dispute Resolution Process. If either
the Hospital or Health Plan pursues Rapid Dispute Resolution Process, that determination is then
binding on the other party. The claims forwarded to the Rapid Dispute Resolution Process may
either be a single claim or may be a group of similar claims. The determination of claim similarity
will be made by the mediator during the Rapid Dispute Resolution Process.

Payment

Forty-five Day Payment. The Health Plan must pay Hospital’s Clean Claims within forty-five (45)
days after receipt.

Thirty-Day Denial/Additional Information Notice. The Health Plan must provide the Hospital with a
denial or written request for additional information within thirty (30) days after receipt of an
inaccurate or insufficient claim. The Health Plan may either deny the claim or make payment in full
to the Hospital within thirty (30) days on a “corrected” claim.

Adjusted Payment. The Health Plan may make an Adjusted Payment on a submitted claim within
forty-five (45) days after receipt, where the totality of circumstances do not support the billing
criteria for the level of service submitted on the claim, and may remit or recover such Adjusted
Payment, providing a full and complete explanation and remittance advice. Where such Adjusted
Payment is made, the Hospital may dispute the adjustment, and pursue any and all remedies,
including the Rapid Dispute Resolution Process or OFIS appeal process, or other remedies of law.

Payment and Remedies. Payment for services by a Health Plan must be made as set forth in this
document, and any disputed claim aged over 90 days must give rise to the right of the Hospital to
pursue the Rapid Dispute Resolution Process, OFIS appeal process, or other legal process. Any
award rendered pursuant to the Rapid Dispute Resolution Process, OFIS appeal process, or other
legal process must be made by the Health Plan within 30 days after its receipt of a final decision or
withheld by MDHHS from the Health Plan’s capitation and paid to the Hospital within 30 days after
MDHHS's receipt of a final decision.

Rates. The Health Plan must pay the Hospital according to Medicaid Rates.

Post Payment Review. The Health Plan may implement a post-payment claim review process in
accordance with Department policies.

Department Payment

The Department will deduct from future capitations and make payment to the Hospital for
provision of Covered Services under the following conditions:

The Health Plan does not pay the Hospital the amount to which the Hospital is entitled for services
described in “Provision of Covered Services” (Section 1.1 of Hospital Access Agreement,
Attachment A) at the time such payment is required to be paid; and



The disputed claim has been reviewed by the Accounts Receivable Reconciliation Group, (ARRG)
described above, and the Hospital has either, (i) forwarded the disputed claim to the Rapid Dispute
Resolution Process (Attachment C) mediator, (ii) initiated an OFIS appeal process, or (iii) initiated
another applicable legal process; and

Afinal decision that the Hospital is entitled to payment has been rendered through either the Rapid
Dispute Resolution Process, the OFIS appeal process, or other applicable legal process; and

The Health Plan does not pay the disputed claim within 30 days of its receipt of the final decision.
Data Coordination

The Health Plan and the Hospital will share enrollee information in order to support claims
payment administration, to enable coordination of benefits, subrogation, verification of coverage,
prior authorization and record keeping.

Quality, Utilization and Risk Management (Q/U/RM)

The Health Plan and Hospital must coordinate Q/U/RM services required in connection with patient
care to the extent required by applicable state and federal law or accrediting entities. The Health
Plan must acknowledge that the information it receives as a result of participating in Q/U/RM
activities with the Hospital is, and must remain, confidential as required by applicable law, and is
furnished to the Health Plan solely to assist the Health Plan in conducting its own professional
practice review. The Health Plan will reimburse the Hospital for reasonable photocopy expenses
incurred by the Hospital in conducting the Q/U/RM review. The Health Plan may disclose
confidential Q/U/RM information to third parties as necessary to (i) satisfy mandatory
governmental or regulatory reporting requirements, (ii) for HEDIS reporting, (iii) for reporting
required by applicable accrediting bodies.

Orderly Transfer

The Health Plan must cooperate with the Hospital in the orderly transfer of Enrollees being treated
or evaluated to a contracted Hospital provider, in the event that the Plan or physician elects to
transfer the Enrollee to another Hospital facility. In the event that services or care are required for
any Enrollee while awaiting transfer, or within the context of preparation for the transfer, the Health
Plan and the Hospital agree to share such information as may be required. The Health Plan must
authorize payment for services, such as observation costs, in order to facilitate the orderly transfer
and maintain the stability and health of the Enrollee. To the extent practicable, transfers to other
hospitals should occur within 24 hours of the request of the Health Plan to the extent practicable.



Appendix F - Quality Measures

Report directly

Quality Measures Frequency to MDHHS
HEDIS + HOS Annually Yes
Adult CAHPS Annually Yes
Core Set of Adult Health Care Quality Measures for Medicaid Annuall Yes
(Adult Core Set) y
Lifetime Hepatitis C Screening Annually Yes
Hepatitis C Treatment Annually Yes
Health Risk Assessment
Core 2.1 Members with an assessment completed within 90

Quarterly Yes
days of enrollment
Members with an assessment completed. Quarterly Yes
Members with an annual reassessment. Annually Yes
Care Coordination
Core 3.2 Members with an Individualized Care Plan completed Quarterl Yes
within 90 days of enrollment y
Members with an Individualized Care Plan (ICP) completed Quarterly Yes
Members with documented discussions of care goals Quarterly
I\/!embers with first follow-up visit within 30 days of hospital Annually Yes
discharge
Timely transmission of care transition record to health care

. Annually Yes

professional.
Care for Adults — Medication Review Annually Yes
MLTSS-5: Screening, Risk Assessment, and Plan of Care to

Annually Yes
Prevent Future Falls
Utilization
Ambulatory care-sensitive condition hospital admission Annually Yes




Emergency department (ED) behavioral health services

e Annually Yes
utilization.
Dental
Annual Dental Visit Annually Yes
Diagnostic Dental Services Annually No
Preventive Dental Services Annually No
Restorative Services Annually No
Rebalancing + LTSS
MLTSS-6: Long-Term Services and Supports Admission to a
- . Annually Yes
Facility from the Community
MLTSS-7: Long-Term Services and Supports Minimizing Length Annually Yes
of Stay
MLTSS-8: Long-Term Services and Supports Successful
.. L Annually Yes
Transition after Long-Term Facility Stay
Nur'sm'g faC|l|ty residents experiencing one or more falls with a Quarterly NG
major injury.
Urinary tract infection Quarterly No
Grievances Appeals and Fair Hearings
Grievances Appeals & Fair Hearings Quarterly Yes
Organizational Structure and Staffing
Care Coordinator Caseload Limit Monthly Yes
Care Coordinator Turnover Annually Yes
Care Coordinator training for supporting self-direction Annually Yes
Encounter Quality
Encounter Timeliness and Completeness Quarterly No




Appendix G - Quality Withhold Measures

Quality Withhold Measures CY 2026 |CY 2027
Members with an assessment completed within 90 days of X X
enrollment

Members with an Individualized Care Plan completed within 90 days X X
of enrollment

Members with documented discussions of care goals X X
Timely transmission of care transition record to health care X X
professional

Care for Adults — Medication Review X X
Emergency department (ED) behavioral health services utilization X X
Annual Dental Visit X X
Encounter Timeliness and Completeness X X




Appendix H- CMS County Designation Descriptions

Large Metropolitan (“Large Metro”): Unless otherwise indicated in this Contract, Large
Metropolitan (or Large Metro) refers to a CMS county-based geographic designation. CMS’ county
type designations are based on the population size and density parameters of counties, as
specified by the U.S. Census Bureau and U.S. Office of Management and Budget.

Metropolitan (”Metro”): Unless otherwise indicated in this Contract, Metropolitan (or Metro)
refers to a CMS county-based geographic designation. CMS’ county type designations are based on
the population size and density parameters of counties, as specified by the U.S. Census Bureau
and U.S. Office of Management and Budget.

Micropolitan (“Micro”): Unless otherwise indicated in this Contract, Micropolitan (or Micro) refers
to a CMS county-based geographic designation. CMS’ county type designations are based on the
population size and density parameters of counties, as specified by the U.S. Census Bureau and
U.S. Office of Management and Budget.

Rural: Unless otherwise indicated in this Contract, a Rural County refers to a CMS county-based
geographic designation. CMS’ county type designations are based on the population size and
density parameters of counties, as specified by the U.S. Census Bureau and U.S. Office of
Management and Budget.”

Counties with Extreme Access Considerations (CEAC): Unless otherwise indicated in this
Contract, Counties with Extreme Access Considerations (or CEAC) refers to a CMS county-based
geographic designation. CMS’ county type designations are based on the population size and
density parameters of counties, as specified by the U.S. Census Bureau and U.S. Office of
Management and Budget.

CMS periodically updates county designations. Contractor must ensure that current county
designations are being used.



Appendix | - Enrollee Rights

Enrollee Rights

The HIDE SNP must have written policies regarding the Enrollee rights specified in this appendix, as
well as written policies specifying how information about these rights will be disseminated to
Enrollees.

Enrollees must be notified of these rights and protections at least annually, and in a manner that
takes into consideration cultural considerations, Functional Status and language needs.

Enrollee rights include, but are not limited to, those rights and protections provided by 42 C.F.R. §
438.100, 42 C.F.R. and 8422 Subpart C.

Specifically, Enrollees must be guaranteed:
The right to be treated with dignity and respect.

The right to be afforded privacy and confidentiality in all aspects of care and for all health care
information, unless otherwise required by law.

The right to be provided a copy of their medical records, upon request, and to request corrections
or amendments to these records, as specified in 45 C.F.R. part 164.

The right not to be discriminated against based on race, ethnicity, national origin, religion, sex, age,
sexual orientation, medical or Claims history, mental or physical disability, genetic information, or
source of payment.

The right to have all plan options, rules, and benefits fully explained, including through use of a
qualified interpreter if needed.

Access to an adequate network of primary and specialty providers who are capable of meeting the
Enrollee’s needs with respect to physical access, and communication and scheduling needs, and
are subject to ongoing assessment of clinical quality including required reporting.

The right to choose a plan and provider at any time in accordance with parameters defined in
Regulation, Policy, and this Contract.

The right to have a voice in the governance and operation of the integrated system, provider or
health plan, as detailed in this Contract.

The right to participate in all aspects of care, including the right to refuse treatment, and to exercise
allrights of Appeal.

Enrollees have a responsibility to be fully involved in maintaining their health and making decisions
about their health care, including the right to refuse treatment if desired, and must be appropriately
informed and supported to this end.

Specifically, Enrollees must:



Receive a Health Risk Assessment upon Enrollment in a plan and to participate in the development
and implementation of the Individual Care Plan. The assessment must include considerations of
social, functional, medical, behavioral, wellness and prevention domains, an evaluation of the
Enrollee’s goals, preferences, strengths and weaknesses, and a plan for managing and
coordination Enrollee’s care. Enrollees, or authorized representative, also have the right to request
a Reassessment by the Integrated Care Team and be fully involved in any such Reassessment.

Receive complete and accurate information on their health and functional status by the Integrated
Care Team.

Be provided information on all program services and health care options, including available
treatment options and alternatives, presented in a culturally appropriate manner, taking into
consideration the Enrollee’s condition and ability to understand. An Enrollee who is unable to
participate fully in treatment decisions has the right to designate a representative. This includes
the right to have translation services available to make information appropriately accessible.
Information must be available:

Before Enrollment
At Enrollment

At the time an Enrollee's needs necessitate the disclosure and delivery of such information in order
to allow the Enrollee to make an informed choice

Be encouraged to involve caregivers or family members in treatment discussions and decisions.

Have Advance Directives explained and to establish them, if the Enrollee so desires, in accordance
with 42 C.F.R. §8489.100 and 489.102.

Receive reasonable advance Notice, in writing, of any transfer to another treatment setting and the
justification for the transfer.

Be afforded the opportunity file an Appeal if services are denied that he or she thinks are medically
indicated, and to be able to ultimately take that Appeal to an independent external system of
review.

The right to receive medical and non-medical care from a team that meets the Enrollee's needs, in
a manner that is sensitive to the Enrollee's language and culture, and in an appropriate care
setting, including the home and community.

The right to be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation.

Each Enrollee is free to exercise their rights and that the exercise of those rights does not adversely
affect the way the HIDE SNP and its providers or the State Agency treat the Enrollee.

The right to receive timely information about plan changes. This includes the right to request and
obtain the information listed in the orientation materials at least once per year, and the right to
receive Notice of any significant change in the information provided in the orientation materials at



least thirty (30) calendar days prior to the intended effective date of the change. See 42 C.F.R. §
438.10.

The right to be protected from liability for payment of any fees that are the obligation of the HIDE
SNP.

The right to not be charged any cost sharing except as defined in this contract.

Be provided information on how to contact their Care Coordinator.



Appendix J - Relationship with First Tier, Downstream, and Related Entities

Relationship with First Tier, Downstream, and Related Entities

HIDE SNP must ensure that any contracts or agreements with First Tier, Downstream and Related
Entities performing functions on HIDE SNP’s behalf related to the operation of the HIDE SNP are in
compliance with 42 C.F.R. §8422.504, 423.505, 438.3(k), 438.208 and 438.230(b).

HIDE SNP must specifically ensure:

MDHHS or its designee has the right to audit, evaluate, and inspect and books, contracts,
computer or other electronic systems, including medical records and documentation of the First
Tier, Downstream and Related Entities; and

MDHHS’s or its designee has the right to inspect, evaluate, and audit any pertinent information for
any particular contract period for ten years from the final date of the contract period or from the
date of completion of any audit, whichever is later.

HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities contain the following:

Enrollee protections that include prohibiting First Tier, Downstream and Related Entities from
holding an Enrollee liable for payment of any fees that are the obligation of the HIDE SNP;

Language that any services or other activity performed by a First Tier, Downstream and Related
Entities is in accordance with the HIDE SNP’s contractual obligations to CMS and MDHHS;

Language that specifies the delegated activities and reporting requirements.

Language that provides for revocation of the delegation activities and reporting requirements or
specifies other remedies in instances where MDHHS or the HIDE SNP determine that such parties
have not performed satisfactorily;

Language that specifies the performance of the parties is monitored by the HIDE SNP on an
ongoing basis and the HIDE SNP may impose corrective action as necessary;

Language that specifies the First Tier, Downstream and Related Entities agree to safeguard
Enrollee Privacy and confidentiality of Enrollee health records; and

Language that specifies the First Tier, Downstream and Related Entities must comply with all
Federal and State laws, regulations, and MDHHS instructions.

HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities that are for credentialing of medical providers contains the following language:

The credentials of medical professionals affiliated with the party or parties will be either reviewed
by the HIDE SNP; or

The credentialing process will be reviewed and approved by the HIDE SNP and the HIDE SNP must
audit the credentialing process on an ongoing basis.



HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities that delegate the selection of providers must include language that the HIDE SNP retains
the right to approve, suspend, or terminate any such arrangement.

HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities must state that neither the HIDE SNP nor the provider has the right to terminate the
contract without cause and must require the provider to provide at least sixty (60) calendar day
Notice to the HIDE SNP and assist with transitioning Enrollees to new providers, including sharing
the Enrollee’s medical record and other relevant Enrollee information as directed by the HIDE SNP
or Enrollee.

HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities must state that the HIDE SNP must provide a written statement to a provider of the reason
or reasons for termination with cause.

HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and Related
Entities for medical providers include additional provisions. Such contracts or arrangements must
contain the following:

Language that the HIDE SNP is obligated to pay contracted medical providers under the terms of
the contract between the HIDE SNP and the medical provider. The contract must contain a prompt
payment provision, the terms of which are developed and agreed to by both the HIDE SNP and the
relevant medical provider;

Language that services are provided in a culturally competent manner to all Enrollees, including
those with limited English proficiency or reading skills, and diverse culturally and ethnic
backgrounds;

Language that medical providers abide by all Federal and State laws and regulations regarding
confidentiality and disclosure of medical records, or other health and Enrollment information;

Language that medical providers ensure that medical information is released in accordance with
applicable Federal or State law, or pursuant to court orders or subpoenas;

Language that medical providers maintain the Enrollee Medical Record and information in an
accurate and timely manner;

Language that medical providers ensure timely access by Enrollees to the records and information
that pertain to them; and

Language that Enrollees will not be held liable for Medicare Part A and B cost sharing. Specifically,
Medicare Parts A and B services must be provided at zero cost-sharing to Enrollees.

Language that clearly state the medical providers EMTALA obligations and must not create any
conflicts with hospital actions required to comply with EMTALA.

Language prohibiting providers, including, but not limited to PCPs, from closing or otherwise
limiting their acceptance of Enrollees as patients unless the same limitations apply to all
commercially insured Enrollees.



Language that prohibits the HIDE SNP from refusing to contract or pay an otherwise eligible health
care provider for the provision of Covered Services solely because such provider has in good faith:

Communicated with or advocated on behalf of one or more of their prospective, current or former
patients regarding the provisions, terms or requirements of the HIDE SNP’s health benefit plans as
they relate to the needs of such provider’s patients; or

Communicated with one or more of their prospective, current or former patients with respect to the
method by which such provider is compensated by the HIDE SNP for services provided to the
patient.

Language that states the provider is not required to indemnify the HIDE SNP for any expenses and
liabilities, including, without limitation, judgments, settlements, attorneys’ fees, court costs and
any associated charges, incurred in connection with any Claim or action brought against the HIDE
SNP based on the HIDE SNP’s management decisions, utilization review provisions or other
policies, guidelines or actions.

Language that states the HIDE SNP must require providers to comply with the HIDE SNP’s
requirements for utilization review, quality management and improvement, credentialing and the
delivery of preventive health services.

Language that states the HIDE SNP must notify providers in writing of modifications in payments,
modifications in Covered Services or modifications in the HIDE SNP’s procedures, documents or
requirements, including those associated with utilization review, quality management and
improvement, credentialing and preventive health services, that have a substantialimpact on the
rights or responsibilities of the providers, and the effective date of the modifications. The Notice
must be provided thirty (30) calendar days before the effective date of such modification unless
such other date for Notice is mutually agreed upon between the HIDE SNP and the provider or
unless such change is mandated by CMS or MDHHS without thirty (30) calendar days prior Notice.

Language that states that providers will not bill patients for charges for Covered Services other than
pharmacy co-payments, if applicable.

Language that states that No payment will be made by the HIDE SNP to a provider for a Provider
Preventable Condition; and

As a condition of payment, the provider must comply with the reporting requirements as set forth in
42 C.F.R. 8447.26(d) and as may be specified by the HIDE SNP. The provider must comply with
such reporting requirements to the extent the provider directly furnishes services.

Language that requires PCPs and specialty provider contracts to provide coverage for their
respective practices twenty-four (24) hours a day, seven (7) days a week and have a published
after-hours telephone number; voicemail alone after hours is not acceptable.

HIDE SNP must ensure that contracts or arrangements with First Tier, Downstream and Related
Entities for medical providers do not include incentive plans that include a specific paymentto a
provider as an inducement to deny, reduce, delay, or limit specific, Medical Necessary Services
and;



The provider must not profit from provision of Covered Services that are not Medically Necessary or
medically appropriate.

The HIDE SNP must not profit from denial or withholding of Covered Services that are Medically
Necessary or medically appropriate.

Nothing in this section will be construed to prohibit contracts that contain incentive plans that
involve general payments such as Capitation Payments or shared risk agreements that are made
with respect to physicians or physician groups or which are made with respect to groups of
Enrollees if such agreements, which impose risk on such physicians or physician groups for the
costs of medical care, services and equipment provided or authorized by another physician or
health care provider, comply with paragraph 2.l. below.

The HIDE SNP must ensure that contracts or arrangements with First Tier, Downstream and
Related Entities for medical providers includes language that prohibits the HIDE SNP from
imposing a financial risk on medical providers for the costs of medical care, services or equipment
provided or authorized by another Physician or health care provider such contract includes specific
provisions with respect to the following:

Stop-loss protection;
Minimum patient population size for the Physician or Physician group; and
Identification of the health care services for which the Physician or Physician group is at risk.

The HIDE SNP must ensure that all contracts or arrangements with First Tier, Downstream and
Related Entities for laboratory testing sites providing services include an additional provision that
such laboratory testing sites must have either a Clinical Laboratory Improvement Amendment
(CLIA) certificate or waiver of a certificate of registration along with a CLIA identification number.

Nothing in this section must be construed to restrict or limit the rights of the HIDE SNP to include
as providers religious non-medical providers or to utilize medically based eligibility standards or
criteria in deciding provider status for religious non-medical providers.



Appendix K- MDHHS Financial Monitoring Standards

Monitoring

Reporting Period . Threshold MDHHS Action Health Plan Action
Indicator
Quarterly Working Capital Below minimum MDHHS written Submit written bu3|n§§s plan within 30
Financial notification. Days pf MDH!—IS nlot|f|ca't|on 'that
describes actions including timeframe
to restore compliance.
] MDHHS written Submit written business plan within 30
Quarterly Net Worth Negative Net notification. Freeze Days of MDHHS notification that
Financial Worth auto assigned describes actions including timeframe
enrollees. to restore compliance.
If the Contractor fails to meet the
Medical Loss Ratio threshold, the
Contractor:
Below 85%: Remit 1. Will remit back to MDHHS a
Annual Financial| Medical Loss Ratio 85% difference to MDHHS rebate in the amount equa| to
the difference between the
calculated MLR and the target
MLR of 85% multiplied by the
revenue paid to the Contractor
during the contract year.
If the Contractor fails to meet the
Annual Dental Claims Loss| gpy, Below 80%: Remit Dental Claims Loss Ratio threshold,
Financial Ratio difference to MDHHS

the Contractor:

1. Will remit back to MDHHS a
rebate in the amount equal to
the difference between the
calculated dental claims loss
ratio and the target loss ratio of
80% multiplied by the revenue
paid to the Contractor during the
contract year.

Annual Financial| Risk Based MDHHS written Submit written business plan within 30
Statement Capital 150-200% RBC | notification. Limit Days of MDHHS notification that
(RBC) enrollment or freeze describes actions including timeframe
auto assigned to restore compliance.
enrollees.
MDHHS written Submit written business plan (if not
Annual Financial | o~ 100-149% RBC | notification including previously submitted) within 30 Days of

Statement

request for monthly
financial statements.
Freeze all
enroliments.

MDHHS notification that describes
actions including timeframe to restore
compliance.




Annual
Financial
Statement

RBC

Less than 100%
RBC

Freeze all enroliments.
Terminate contract.

Develop transition plan.




Appendix L - Liquidated Damages

Liquidated Damages

Finding

Damages Assessed

N

Failure to Comply with Encounter Data Submission
Requirements: Contractor failure to comply with encounter
data submission requirements as described in this Contract.
(Section 18.2.)

$25,000 per occurrence.

Failure to Comply with Encounter Data Correction
Requirements: Contractor failure to comply with timely
encounter data correction requirements as described in this
Contract. (Section 18.2.)

$5,000 per day, per occurrence.

Failure to Address MDHHS-OIG Identified Encounter Issues:
Contractor failure to address or resolve, in a timely manner,
errors with individual encounter records identified by MDHHS-
OIG review of Contractor’s quarterly reports submitted pursuant
to Section 19.2.

$500 per day, per identified encounter

Failure to Submit Compliance Review Materials: Contractor
failure to submit all reports required by this Contract for Contract
Compliance Review by the due date specified by MDHHS.
(Section 15.1.)

$1,000 per day per occurrence

Late Submission of Information to MDHHS-OIG: Contractor
failure to submit a deliverable for MDHHS-OIG provider referral
or member referral request by the due date. (Section 19.2)

$500 per day per occurrence

Late Submission of Initial CAP: Contractor failure to submit, by
the specified due date, a CAP as prescribed by MDHHS.
(Section 15.7.)

$1,000 per calendar day for each day CAP is
late

Failure to Provide Acceptable Initial Corrective Action Plan
(CAP): Contractor failure to provide a complete and acceptable
CAP as prescribed by MDHHS by the specified due date.
(Section 15.7.)

$5,000 per occurrence

Non-Compliance with Accepted CAP: Contractor failure to
comply with an accepted CAP as required by MDHHS.
(Section 15.7.)

$2,500 per calendar day for each day the
Contractor fails to comply

Non-Compliance with Key Contract Requirements: Contractor
failure to comply with the Contract requirements, including but
not limited to:

Marketing practices

Member services

Provision of Medically Necessary, Covered Services
Enroliment practices, including but not limited to discrimination
on the basis of health status or need for health services.
Provider Networks

Provider payments

g. Financial requirements including but not limited to failure to

coow

o

The determination of the amount of any
monetary sanction must be at the sole
discretion of MDHHS, within ranges set

by MDHHS. Self-reporting by Contractor
will be taken into consideration in
determining the amount of the monetary
sanction.




comply with Physician Incentive Plan requirements or imposing
charges that are in excess of charges permitted under the
Medicaid program.

h. Enrollee satisfaction

i. Healthy Behavior policy and operational process

j. Performance standards included in Appendix 4 to the Contract.

k. Misrepresentation or false information provided to MDHHS,
CMS, Providers, Enrollees, or Potential Enrollees

I.  URAC or NCQA accreditation

m. Certificate of Authority

n. Violating any of the other applicable requirements of sections
1903(m) or 1932 of the Act and any implementing regulations.

0. Care coordination.

(Section 15.2.)

Federal Intermediate Sanctions: Contractor failure to provide
services; misrepresentation or false statements to Enrollees,
Potential Enrollees, or health care Providers; failure to comply
with physician incentive plan requirements; or Marketing
violations. (Section 15.2.)

A maximum of $25,000 for each
determination of failure

Federal Intermediate Sanctions: Determination of Contractor
discrimination, or Contractor misrepresentation or false
statements to CMS or the State. (Section 15.2.)

A maximum of $100,000 for each
determination

Federal Intermediate Sanctions: Contractor failure to enroll
recipients because of a discriminatory practice (subject to the
$100,000 overall limit above). (Section 15.2.)

A maximum of $15,000 for each recipient

Federal Intermediate Sanctions: Contractor charge of
copayments in excess of the amounts permitted under the
Medicaid program. Note: MDHHS will deduct from the penalty
the amount of overcharge and return it to the affected
Enrollee(s). (Section 15.2.)

A maximum of $25,000 or double the amount
of the excess charges, whichever is
greater




Appendix M -

Medicaid Covered Services

Ambulance and other emergency medical transportation

Breast pumps; personal use, double--electric

Behavioral health services consistent with Appendix E

Certified nurse midwife services

Certified family nurse practitioner services

Chiropractic services

Community Health Workers

Dental services for adults aged 21 and older

O Nd(ONN|D|W|IN |-

Diagnostic laboratory, x-ray, and other imaging services

=
o

Doula services

[EEN
[

Durable medical equipment (DME) and supplies including those that may be supplied by a
pharmacy

12

Emergency services

13

End Stage Renal Disease (ESRD) services

14

Family planning services (e.g., examination, sterilization procedures, limited infertility
screening, and diagnosis)

15

Health education

16

Hearing and speech services

17

Hearing aids

18

Home and Community-Based Services

19

Home Health services

20

Hospice services (if requested by the Enrollee)

21

Immunizations

22

Inpatient and outpatient hospital services

23

Intermittent or short-term restorative or rehabilitative services, in a nursing facility

24

Long-term care acute hospital services (LTACH)

25

Maternal and Infant Health Program (MIHP) services

26

Medically Necessary weight reduction services

27

Michigan Diabetes Prevention Program (MiDPP)

28

Non-emergency medical transportation (NEMT) to medically necessary Covered Services
and Medicaid services covered outside of this Contract

29

Nursing Facility

30

Nursing Facility Care: Custodial Care Nursing Facility Care: Skilled Nursing &
Rehabilitation services (The Medicare requirement for a three-day hospital stay prior to
admission to a nursing Facility is not required)

31

Nursing Facility Mental Health Monitoring

32

Out-of-state services authorized by Contractor

33

Parenting and birthing classes




34

Personal Care Services

35

Pharmacy services

36

Podiatry services

37

Practitioners' services

38

Preventive services required by the Patient Protection and Affordable Care Act as outlined
by MDHHS.

39

Prosthetics and orthotics

40

Restorative or rehabilitative nursing services

41

Service Animal Stipend

42

Sexually transmitted infections (STI) treatment

43

Tobacco cessation treatment including pharmaceutical and behavioral support.

44

Therapies (speech, language, physical, occupational, family, individual, group, and
therapies to support activities of daily living) excluding therapies billed through PIHPs,
including therapy provided to persons with intellectual and/or development disabilities
(I/DD) or provided by Community Mental Health Services Program (CMHSP) providers or
Intermediate School Districts

45

Transplant services

46

Vision services




Appendix N - Non-Emergency Medical Transportation

A. General

a.

h.

Contractor must provide non-emergency medical transportation (NEMT) to and
from medically necessary Medicare services, Medicaid Covered Services, and
Medicaid services covered outside of this Contractin accordance with Medicaid
policy.

NEMT includes transportation services as well as reimbursement for travel
expenses incurred by or on behalf of the Enrollee.

Contractor must ensure NEMT is available 24 hours per day, 7 days a week, 365
days per year.

Contractor failure to adhere to NEMT requirements as outlined in this Contract may
lead to MDHHS pursuit of contract remedies, including but not limited to monetary
Sanctions and other Sanctions, such as corrective action.

Contractor must develop and maintain a network of qualified NEMT providers.
Contractor must ensure that its network has a sufficient number of vehicles and
drivers available to provide safe, appropriate, and reliable transportation services to
meet the requirements set forth in this Contract.

Contractor must have ability to schedule and provide Enrollee NEMT services for:

i. Ongoing services, such as dialysis, chemotherapy, substance use disorder
(SUD) services provided in the office setting, physical therapy, speech
therapy and occupational therapy.

ii. Regularly scheduled services, for which Contractor may require reasonable
advance notice (e.g., 48 — 72 hours) of the need for transportation

iii. Urgent services, for which the Enrollee requires transportation on the same
day as or the day following the request.

Contractor must ensure NEMT providers comply with federal and State
transportation safety standards. Additionally, NEMT providers must ensure:

i. Vehicles used by providers meet the safety needs of the Enrollee, including
but not limited to seatbelts and child safety seat requirements, if
applicable, and functional heating and air conditioning

ii. The driver must assist passengers who are unable to fasten their own seat
belts.

iii. The number of persons in the vehicle, including the driver, must not exceed
the vehicle manufacturer’s designed seating capacity.

iv. Upon arrival at the destination, the vehicle must be parked or stopped so
that passengers do not have to cross streets to reach the entrance of their
destination.

v. Vehicles must always be visible by the driver.

If passenger behavior or other conditions impede the safe operation of the vehicle,
the driver must park the vehicle in a safe location out of traffic and notify their
dispatcher to request assistance. Enrollee behavior issues are to be reported to
Contractor.

Contractor must establish and maintain a toll-free telephone number available 24
hours per day, 7 days per week to assist Enrollees with NEMT requests, including



but not limited to coordinating transportation and assisting with reimbursement of
travel expenses, as needed.

The telephone number may be the same as the telephone number described in
Section 10.2 Enrollee Service Telephone Responsiveness but must have a
dedicated line for NEMT requests.

The telephone number must be included on the Enrollee HIDE SNP ID card.

. Contractor must submit to MDHHS at least annually its policies and procedures for
the coverage of NEMT, including reimbursement of Enrollee travel expenses.
Contractor must submit equivalent policies and procedures for transportation
Subcontractors. Contractor must provide its policies and procedures and related
documentation for monitoring Subcontractors to ensure compliance with all
provisions of this Contract, including but not limited to passenger safety, timely
access to services, Enrollee Complaint resolution, mileage reimbursement, and
vehicle inspections.

Contractor/subcontractor policies must include but not be limited to provisions for
the following:

Notifying Enrollees of NEMT benefit, including reimbursement of travel expenses to
individuals when it is appropriate for the Enrollee to drive themselves or be driven
by a family member, caretaker, friend, neighbor or other individual with a vested
interest.

Receiving Enrollee NEMT requests, approving NEMT services, and scheduling,
assigning, and dispatching NEMT providers, in accordance with the requirements of
this Contract.

Determining the most appropriate mode of transportation to meet the Enrollee’s
medical needs and based on the Enrollee’s circumstance.

This should include but not be limited to special transport requirements for
Enrollees who are medically fragile, Enrollees with physical or behavioral health
needs, Enrollees with an Intellectual and /or Developmental Disability (I/DD),
pregnant Enrollees, infants, Enrollees with children, and additional riders needed to
accompany Enrollees. It should also consider the need for car seats, whether
housing status may affect pick-up and drop-off location(s), and any circumstance
where the appointment(s) need to be kept confidential (such as when it is not
appropriate for the Enrollee to ask neighbors or family members for transportation)
Special transport includes but is not limited to medically necessary wheelchair Lift-
equipped vehicles, Medi-Van vehicles, medically necessary attendants, and other
transportation-related needs supported by medical documentation and/or safety
protocols.

Contractor/subcontractor must ensure the Enrollee or the Enrollee’s representative
is asked whether there are any special transport needs at the time of scheduling.
Notifying Enrollees of transportation arrangements, including notifying Enrollees of
the applicable arrangements as soon as the arrangements are made prior to the
date of the NEMT service and making a good faith effort to remind Enrollees of the
arrangements by telephone 24-hours before the scheduled NEMT service, if
applicable.



v. Preventing excessive multi-loading of vehicles such that Enrollees are not unduly
burdened or forced to travel for significantly longer periods of time than is
necessary or delay the arrival time beyond what is scheduled.
Contractor/Subcontractor and the NEMT providers must ensure Enrollees do not
remain in the vehicle for more than 30 minutes longer than the average direct travel
time or delay the arrival time beyond what is scheduled.

w. Pick-up and drop-off policies and procedures that ensure:

Vi.

Vii.

viii.

Xi.

Xii.

Pick-up and drop-off times must be based on pre-arranged times as
determined by the NEMT provider and the Enrollee or, as applicable, the
Enrollee’s representative.

Enrollees’ must not be kept waiting more than 15 minutes past the
scheduled pick-up time.

Drivers must make their arrival for pick-up known to the Enrollee and wait
for the Enrollee for at least 15 minutes after the scheduled pick-up time. If
the Enrollee is not present fifteen 15 minutes after the scheduled pick-up
time, the driver must notify the dispatcher before departing from the pick-up
location.

Enrollees must not be required to arrive at their scheduled appointment
more than 1 hour before their appointment time.

Enrollees must not be dropped off for their appointment before the facility
has opened for business, unless requested by the Enrollee or, as
applicable, the Enrollee’s representative.

Enrollees must be picked up within one (1) hour after notification if there is
no prearranged time.

Enrollees must not be picked up from an appointment more than fifteen (15)
minutes after the facility closes for business unless requested by the
Enrollee or, as applicable, the Enrollee’s representative.

Contingency plans for unexpected circumstances.
Contractor/subcontractor or NEMT providers must:

Immediately notify the Enrollee or, as applicable, the Enrollee’s
representative, of any potential delays to the scheduled time for pick-up
and/or arrival. The notification must be documented with an indication of
whether the Enrollee or their representative was reached or a message was
left.

Immediately notify the facility, destination location, and/or the Enrollee’s
representative at the destination of any delay. The notification must be
documented with an indication of whether contact was made or a message
was left.

Arrange alternative transportation as needed to ensure the Enrollee receives
NEMT services, and notify the Enrollee, the Enrollee’s representative(s), as
applicable, and the destination location or facility of any changes.

When alternative transportation cannot be immediately arranged, follow up
with the Enrollee, the Enrollee’s representative as applicable and the
facilities to reschedule the services. The follow-up must be documented.



xiii. Method for reimbursing mileage and other covered NEMT services.
xiv. Policies related to when an Enrollee must be allowed to have an escort or
attendant during NEMT that align with the Medicaid Provider Manual.

B. NEMT complaint resolution and escalation processes.

a.

Contractor may require prior authorization for overnight travel expenses (including
meals and lodging) if the travel distance is less than 50 miles; prior authorization
may not be denied based on distance alone. Contractor must make appropriate
accommodations for Enrollees with special transportation needs, including but not
limited to Enrollees in CSHCS. MDHHS will monitor transportation services
provided by Contractor. To facilitate oversight, Contractor must collect and
maintain documentation of all NEMT services provided, which includes but it not
limited to the following information for each trip:
i. EnrolleeID

ii. Servicereason (i.e., reason the NEMT service was requested)

iii. Destination

iv. Scheduled pick-up and drop-off times

v. Actual pick-up and drop-off times
Any incidents of delay beyond the times specified in this Contract or missed trip on
the part of Contractor, NEMT provider, or the Enrollee
Any complaints, including the complaint, complainant name, NEMT service date,
complaint reason, complaint resolution, and resolution date.
Contractor must submit an annual NEMT evaluation report. The report must include
any findings of NEMT Subcontractor non-compliance and any corrective action plan
and/or measures taken by Contractor to bring the Subcontractor into compliance.
The report must also include:
The total number of delayed trips, defined as delayed beyond the times specified in
this Contract, and the percent of all trips scheduled that were delayed.
The total number of missed trips, the percent of all trips scheduled that were
missed, and resolution for missed trips.
Categorized documentation of NEMT-related grievances and appeals. Contractor
must monitor and document complaints about NEMT services, including but not
limited to those relating to drivers failing to arrive on time or at all for a requested
trip and failure to provide transportation that accommodates Enrollee’s needs.
Contractor must document follow-up, including but not limited to whether
rescheduling was necessary and any corrective action with the driver or
Subcontractor was appropriate.
Documentation log of NEMT-related grievances and appeals must include:
complaint reason, complainant name, NEMT service date, transportation provider
name, driver name and driver’s license number, complaint resolution, and
resolution date.
Contractor must comply with requirements in the Consolidated Appropriations Act,
2021, Division CC, Title Il, Section 209, concerning Medicaid coverage of non-
emergency medical transportation verification of provider and driving requirements.



Contractor must have a mechanism, which may include attestation, that ensures
any agency- based transportation provider or individual driver that furnishes
Medicaid-reimbursed non- emergency medical transportation must meet the
following minimum requirements:

i. Each provider or individual driver is not excluded from participation in any
federal health care program, is not listed on the MDHHS sanctioned
provider list, and is not listed on the exclusion list of the Inspector General
of the Department of U.S. Health and Human Services; and

ii. Each individual driver has a valid driver's license; and

iii. Each provider and individual driver must not have been convicted under a
federal or state law after August 21, 1996, for a felony criminal offense
relating to the unlawful manufacture, distribution, prescription, or
dispensing of a controlled substance; and

iv. Each provider and individual driver must disclose and report any felony
conviction related to a controlled substance to Contractor; and

v. Each provider and individual driver must disclose to Contractor the driving
history, including any traffic violations, of each individual driver employed by
a provider.

vi. Individual drivers who have any of the following convictions in the past two
years will be excluded as an NEMT provider: more than two moving
violations, Operating While Intoxicated (OWI), or Driving Under the Influence
(DUI)

vii. Exceptions to the traffic violation exclusion:

1. Afamily member or foster parent with any of the traffic convictions
listed may receive reimbursement for NEMT provided to a member
who is unable to consent because of an intellectual or
developmental disability or a legal guardianship, with the written
consent of their legally responsible party.

2. Afamily member or foster parent with any of the traffic convictions
listed may receive reimbursement for NEMT provided to a member
who is able to consent to the family member or foster parent
providing NEMT after the convictions are disclosed to the participant
and the participant signs an acknowledgement form.

C. NEMT Provision Applicability:

a.

These requirements are not applicable to a public transit authority.

These requirements are not applicable to the Enrollee.

These requirements are applicable to drivers with a vested interest, including an
Enrollee’s family member, caretaker, friend, neighbor or other individual who has a
personal stake or interest in the livelihood of the Enrollee, when they are providing
NEMT services to the Enrollee.

These requirements are applicable to taxicab drivers.

These requirements are applicable to transportation network companies, including
but not limited to Uber, Lyft and other rideshare companies.
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