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STATE OF NEW MEXICO
HUMAN SERVICES DEPARTMENT

MEDICAID MANAGED CARE SERVICES AGREEMENT

PROFESSIONAL SERVICES CONTRACT
Amended and Restated

This amended and restated Agreement (the “Agreement” or the “Contract”) is made and entered
into by and between the New Mexico Human Services Department (“HSD”); the New Mexico
Behavioral Health Purchasing Collaborative (the “Collaborative); and HSCS Insurance Services
Company, A/K/A Blue Cross and Blue Shield of New Mexico, including any successors and/or
assignees (“CONTRACTOR?”); and is to be effective January 1, 2016.

RECITALS

WHEREAS, HSD’s General Counsel and Chief Financial Officer have made a
determination that this Agreement is exempt from the provisions of the New Mexico
Procurement Code (NMSA 1978, 13-1-28 et seq.) pursuant to NMSA 1978, § 13-1-98.1, because
it is for the purpose of creating a network of health care providers to provide services to
Medicaid-eligible Recipients that will or are likely to reduce health care costs, improve quality of
care or improve access to care;

WHEREAS, this Agreement is subject to NMSA 1978, § 9-7-6.4; and

WHEREAS, the Special Terms and Conditions for New Mexico’s Section 1115 wavier
between the Centers for Medicare & Medicaid Services and HSD necessitate certain revisions to
the Contract;

NOW, THEREFORE, FOR AND IN CONSIDERATION of the mutual promises,
covenants and agreements contained herein, and other good and valuable consideration, the
receipt and sufficiency of which are hereby acknowledged, HSD, the Collaborative and the
CONTRACTOR (each individually a “Party” and collectively the “Parties”) hereby agree as
follows:



1

1.1

1.2

13
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Introduction

References to the “State” shall mean the State of New Mexico including, but not limited
to, any entity or agency of the State of New Mexico.

All of the CONTRACTOR’s responsibilities pursuant to this Agreement must be
performed in the continental United States of America and, where specified, in the State
of New Mexico.

All services purchased under this Agreement shall be subject to the following provisions,
which are incorporated herein by reference and shall include, but are not limited to:

1.3.1 The Request for Proposal (RFP), all RFP amendments, HSD’s answers to offerors’

questions, and HSD’s written clarifications;

1.3.2 The CONTRACTOR’s proposal (including any and all written materials presented in the

oral presentation during the procurement process, if any) where not consistent with this
Agreement and subsequent amendments to this Agreement; and

1.3.3  All applicable instruments HSD may use from time to time to communicate, update and

14

1.5

1.6

1.7

1.8

clarify information including but not limited to: letters of direction, policy manuals,
guidance memoranda, correspondence, and other communication including all updates
and revisions thereto, or substitutions and replacements thereof. These instruments are
governed by the provisions of this Agreement in the event of conflict.

The Parties understand and agree that references to specific statutes, regulations, dates and
other matters of a similar nature refer to currently existing and known statutes, regulations,
and dates. The Parties understand and agree that such existing statutes, rules, regulations and
dates may change after execution of this Agreement, and that new enactments, adoptions,
amendments, substitutions, replacements, successors, or the like shall be given full force and
effect and shall govern this Agreement in the spirit in which this Agreement is made.

The CONTRACTOR shall have the regulatory authority, prior to Go-Live, to enter into
capitated agreements, assume risk and meets applicable requirements and/or standards
delineated under State and federal statutes and regulations.

The CONTRACTOR possesses the required authorization and expertise to meet the terms of
this Agreement.

The Parties to this Agreement acknowledge the need to work cooperatively to address and
resolve problems that may arise in the administration and performance of this Agreement.
The Parties agree to document agreements in writing prior to implementation of any new
Contract requirements.

The Parties to this Agreement acknowledge that the Collaborative and HSD will enter into a
memorandum of understanding such that references to HSD in sections of this Agreement
related to Behavioral Health will also include the Collaborative, whether or not such
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sections explicitly include the Collaborative.

1.9 HSD and/or the Collaborative may, in the administration of this Agreement, seek input on
health care related issues from any advisory group or steering committee. HSD and/or the
Collaborative may seek the input of the CONTRACTOR on issues raised by advisory
groups or steering committees that may affect the CONTRACTOR. The CONTRACTOR
shall make reasonable efforts to notify HSD of the CONTRACTOR’s or its
subcontractors’ potential public relations issues that could affect HSD, the Collaborative,
the State or the Agreement.

1.10 The CONTRACTOR shall provide the alternative benefit plan (the “ABP”) in accordance
with the State’s Medicaid State Plan and this Agreement. Unless explicitly stated otherwise,
all provisions of this Agreement shall apply to the ABP and the Other Adult Group.

1.11 The CONTRACTOR shall, by Go-Live, become a SNP or offer Medicare products in all
counties agreed to by the Parties.

1.12 The CONTRACTOR’s cost proposals have been generally accepted by the HSD and in
accordance with Section 7.4 of the RFP, and Sections 1.6, 2.3, 2.4 of the Cost Scoring and
Cost Proposal Instructions adjustments to these accepted rates will be implemented and
communicated to the CONTRACTOR subsequent to the effective date of this Agreement
before Go-Live. The adjustments will reflect known changes to the population and services
to be covered under this Agreement effective January 1, 2014, including but not limited to,
changes attributed to CMS approval of the State’s 1115(a) Waiver, Medicaid expansion
under the Patient Protection and Affordable Care Act, establishment of an alternative benefit
plan or other material items that may impact the rate ranges such as programmatic changes.
In addition, final capitation rates may be adjusted utilizing a budget neutral methodology so
that all individual capitation rates are within the actuarially sound rate ranges to be
developed and submitted to CMS at a later date.

2 Definitions, Acronyms and Abbreviations

1115(a) Waiver refers to the State of New Mexico’s Medicaid demonstration project, authorized
by CMS pursuant to section 1115(a) of the Social Security Act to implement Centennial Care.

Abuse means: (i) any intentional, knowing or reckless act or failure to act that produces or is
likely to produce physical or great mental or emotional harm, unreasonable confinement, sexual
abuse or sexual assault consistent with the Resident Abuse and Neglect Act, NMSA 1978, 30-47-
1, et seq.; or (ii) provider practices that are inconsistent with sound fiscal, business, medical or
service-related practices and result in an unnecessary cost to the Medicaid program, or in
reimbursement for services that are not Medically Necessary Services or that fail to meet
professionally recognized standards for health care. Abuse also includes Member practices that
result in unnecessary cost to the Medicaid program pursuant to 42 C.F.R. § 455.2.

Action means, for purposes of an Appeal: (i) the denial or limited authorization of a requested
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service, including the type or level of service; (ii) the reduction, suspension or termination of a
previously authorized service; (iii) the denial, in whole or in part, of payment for a service; (iv)
the failure of the CONTRACTOR to provide services in a timely manner, as defined by HSD or
its designee; or (v) the failure of the CONTRACTOR to complete the authorization request
within specific timeframes set forth in 42 C.F.R. § 438.408.Activities of Daily Living (ADL)
means eating, dressing, maintaining oral hygiene, bathing, ensuring mobility, toileting,
grooming, taking medications, transferring from a bed to a chair and walking, consistent with
HSD regulations.

Ad Hoc Reports or Requests are deliverables. Deliverables are scheduled and unscheduled
reports or requests for information by HSD. The CONTRACTOR will receive, in writing,
direction related to the required content and format. HSD will also provide a due date and will
indicate if a deliverable is subject to monetary penalties in accordance with 7.3 of this
Agreement.

Adult means an individual age nineteen (19) or older unless otherwise specified.

Advance Directive means written instructions (such as an advance health directive, a mental
health advance directive, a psychiatric advance directive, a living will, a durable health care
power of attorney or a durable mental health care power of attorney) recognized under State law
(whether statutory or as recognized by the courts of the State) relating to the provision of health
care when an individual is incapacitated. Such written instructions must comply with NMSA
1978, §§ 24-7A-1 through 24-7A-18, and 24-7B-1 through 24-7B-16.

Adverse Determination means a determination consistent with 42 C.F.R. § 438.408 by the
CONTRACTOR or the CONTRACTOR’s utilization review agent that the health care services
furnished, or proposed to be furnished, to a Member are not medically necessary or not
appropriate.

Agency-Based Community Benefit means the consolidated benefit of HCBS and personal care
services that are available to Members meeting the nursing facility level of care. A list of the
services available in the Agency-Based Community Benefit is included in Attachment 2.

Agreement Termination Date means the effective date of termination of this Agreement.

Alternative Benefit Plan (ABP) means the services outlined in Attachment 6. The ABP lists the
Covered Services available to Members in the Other Adult Group, unless the Member is ABP
Exempt.

Alternative Benefit Plan Exempt (ABP Exempt) means an Other Adult Group Member who
has been determined as meeting the definition and criteria of Medically Frail or otherwise
exempt from mandatory enrollment in the ABP as further explained in Section 4.5.1.5 of this
Agreement. An ABP Exempt Member is eligible to select between the ABP services outlined
in Attachment 6 and the Covered Services listed in Attachment 2.

Appeal means a request by a Member for review by the CONTRACTOR of a CONTRACTOR
Action.
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Authorized Agent is a person designated by the Member to have access to medical and
financial information for the purposes of offering support and assisting the eligible Member in
understanding waiver services.

Authorized Certifier means one of the following, the CONTRACTOR’s CEO, CFO, or an
individual with delegated authority to sign for and who reports directly to the CEO and/or CFO.

Behavioral Health is the umbrella term for mental health (including psychiatric illnesses and
emotional disorders) and substance abuse (involving addictive and chemical dependency
disorders). The term also refers to preventing and treating co-occurring mental health and
substance abuse disorders.

Behavioral Health Planning Council (BHPC) means the body created to meet federal and
State advisory council requirements and to provide consistent, coordinated input to the
Behavioral Health service delivery system in New Mexico.

Birthing Options Program means the State of New Mexico operated program that provides
birthing options to pregnant women.

Business Days means Monday through Friday, except for State of New Mexico holidays.
CAHPS means the Consumer Assessment of Healthcare Providers and Systems.

Calendar Days means all seven days of the week, including State of New Mexico holidays.
CAP means corrective action plan developed by the MCO.

Centennial Care means the State of New Mexico’s Medicaid program operated under section
1115(a) of the Social Security Act waiver authority.

Centers for Independent Living are typically non-residential, private, non-profit, consumer-
controlled, community-based organizations providing services and advocacy by and for persons
with all types of disabilities. Their goal is to assist individuals with disabilities to achieve their
maximum potential within their families and communities.

C.F.R. means the Code of Federal Regulations.

Claim means a bill for services submitted to the CONTRACTOR manually or electronically, a
line item of service on a bill, or all services for one Member within a bill.

Clean Claim means a Claim that can be processed without obtaining additional information
from the provider of the service or from a third party. It includes a claim with errors originating
in HSD’s system. It does not include a Claim from a provider who is under investigation for
Fraud or Abuse, or a Claim under review for medical necessity.

CMS means the Centers for Medicare & Medicaid Services.

Cold Call Marketing means any unsolicited personal contact by the CONTRACTOR with a
potential Member for the purpose of Marketing.

10
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Collaborative means the interagency Behavioral Health purchasing collaborative, established
under NMSA 1978, § 9-7-6.4, responsible for planning, designing and directing a statewide
Behavioral Health system.

Community Benefit means both the Agency-Based Community Benefit and the Self-Directed
Community Benefit subject to the annual allotment as determined by HSD on an annual basis.

Community Health Workers means lay members of communities who work either for pay or
as volunteers in association with the local health care system in Tribal, Urban, Frontier and Rural
areas and usually share ethnicity, language, socioeconomic status and life experiences with the
Members they serve. Community Health Workers include, among others, community health
advisors, lay health advocates, promotoras, Outreach educators, community health
representatives, peer health promoters, and peer health educators.

Comprehensive Care Plan (CCP) means a comprehensive plan of services that meets the
Member’s physical, behavioral and long-term care needs.

Confidential Information means any communication or record — whether oral, written,
electronically stored or transmitted, or in any other form — consisting of: (i) confidential Member
information, including protected health information as defined by the Health Insurance
Portability and Accountability Act (HIPAA) and 42 CFR Part 2; (ii) all non-public budget,
expense, payment and other financial information; (iii) all privileged work product; (iv) all
information designated by HSD or any other State agency as confidential, and all information
designated as confidential under the laws of the State of New Mexico; and (v) information
utilized, developed, received, or maintained by HSD, the Collaborative, the CONTRACTOR, or
participating State agencies for the purpose of fulfilling a duty or obligation under this
Agreement and that has not been disclosed publicly.

Contract Administrator shall have the meaning ascribed to such term in Section 7.41 of this
Agreement.

Contract Manager shall have the meaning ascribed to such term in Section 3.3.4 of this
Agreement.

Contract Provider means an individual provider, clinic, group, association, vendor or facility
employed by or contracted with the CONTRACTOR to furnish medical, Behavioral Health or
Long-Term Care services to the CONTRACTOR’s Members under the provisions of this
Agreement.

CONTRACTOR Proprietary Software means software: (i) developed by the CONTRACTOR
before the effective date of this Agreement; or (ii) software developed by the CONTRACTOR
after the effective date of this Agreement that is not developed for HSD, in connection with this
Agreement or with funds received by HSD.

Core Service Agencies (CSA) means multi-service agencies that help to bridge treatment gaps
in the child and Adult treatment systems, promote the appropriate level of service intensity for
Members with complex Behavioral Health service needs, ensure that community support

11
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services are integrated into treatment, and develop the capacity for Members to have a single

point of accountability for identifying and coordinating their Behavioral Health, health and other
social services.

Covered Services means those physical, Behavioral Health and Long-Term Care services listed
in Attachment 2 or the ABP services listed in Attachment 6 of this Agreement that are to be
delivered in accordance with this Agreement.

Criminal Justice-Involved Recipient is a person who has a formal relationship with the criminal
justice system, including but not limited to incarcerated individuals, incarcerated individuals who
are about to be released, individuals in the community who are on probation or have some
ongoing relationship with the criminal justice system and individuals serving a jail sentence in the
community.

Critical Incident means a reportable incident that may include, but is not limited to: Abuse;
neglect; exploitation; death; environmental hazard; law enforcement intervention; and
Emergency Services.

Cultural Competence means a set of congruent behaviors, attitudes and policies that come
together in a system or agency or among professionals that enables them to work effectively in
cross-cultural situations. Cultural competency involves integrating and transforming knowledge,
information and data about individuals and groups of people into specific clinical standards,
service approaches, techniques and Marketing programs that match an individual’s culture to
increase the quality and appropriateness of health care and outcomes.

Custom Software means any software developed by the CONTRACTOR or HSD in
conjunction with this Agreement, and with funds received from HSD. The term does not include
the CONTRACTOR’s Proprietary Software or Third Party Software.

CYFD means the New Mexico Children, Youth, and Families Department.
DCAP means a directed corrective action plan developed for the CONTRACTOR by HSD.

Developmental Disability 1915(c) Waiver means the State of New Mexico’s Medicaid home
and community-based waiver program for individuals with developmental disabilities authorized
by CMS pursuant to section 1915(c) of the Social Security Act.

Dual Eligible(s) means individuals who — by reason of age, income and/or disability — qualify
for Medicare and full Medicaid benefits under section 1902(a)(10)(A) or 1902(a)(10)(C) of the
Social Security Act, under section 1902(f) of the Social Security Act, or under any other
category of eligibility for medical assistance for full benefits.

Durable Medical Equipment (DME) means equipment that can withstand repeated use, is
primarily and customarily used to serve a medical purpose, is not generally useful to individuals
in the absence of an illness or injury or physical disability and is appropriate for use at home.

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) means the federally

12
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required Early and Periodic Screening, Diagnosis and Treatment program. as defined in section
1902(r) of the Social Security Act and 42 C.F.R. Part 441, Subpart B for Members under the age
of twenty-one (21). It includes periodic comprehensive screening and diagnostic services to
determine physical and Behavioral Health needs as well as the provision of all Medically
Necessary Services listed in section 1905(a) of the Social Security Act even if the service is not
available under the State’s Medicaid plan.

Electronic Health Record (EHR) means a record in digital format that is a systematic
collection of electronic health information. Electronic health records may contain a range of
data, including demographics, medical history, medication and allergies, immunization status,
laboratory test results, radiology images, vital signs, personal statistics such as age and weight,
and billing information.

Emergency Medical Condition means a medical or Behavioral Health condition manifesting
itself through acute symptoms of sufficient severity (including severe pain) such that a prudent
layperson with average knowledge of health and medicine could reasonably expect the absence
of immediate medical attention to result in: (i) placing the Members’ health (or, with respect to a
pregnant woman, the health of the woman or her unborm child) in serious jeopardy; (ii) serious
impairment to bodily functions; (iii) serious dysfunction of any bodily organ or part; or (iv)
serious disfigurement to the Member.

Emergency Services means Covered Services that are inpatient or outpatient and are (i)
furnished by a provider that is qualified to furnish these services and (ii) needed to evaluate or
stabilize an Emergency Medical Condition.

Encounter means a record of any claim adjudicated by the CONTRACTOR or any of its
subcontractors for a Member, including Medicare claims for which there is no Medicaid
reimbursement amount and/or a record of any service or administrative activity provided by the
CONTRACTOR or any of its subcontractors for a Member that represents a Member-specific
service or administrative activity, regardless of whether that service was adjudicated as a claim
or whether payment for the service was made.

Encounter Data is information about Claims adjudicated by the CONTRACTOR for services
rendered to its Members. Such information includes whether Claims were paid or denied and
any capitated and subcapitated arrangements.

External Quality Review Organization (EQRO) means an organization contracting with the
State to serve as an external quality review entity, quality improvement organization or
independent review entity in accordance with section 1902(a)(30)(C) of the Social Security Act.

Failure to Report means failure to submit a complete, timely and accurate report, in the
specified format in accordance with Section 4.21 of this Agreement.

Fair Hearing means the administrative decision-making process that requires aggrieved
individuals be given the opportunity to confront the evidence against them and have their
evidence considered by an impartial finder of fact in a meaningful time and manner.

13
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FAQs means frequently asked questions.

Federally Qualified Health Center (FQHC) means an entity that meets the requirements of,
and receives a grant and funding pursuant to, the Public Health Service Act. An FQHC also
includes an outpatient health program, a facility operated by a tribe or tribal organization under
the Indian Self-Determination Act (PL 93-638), and an Urban Indian organization receiving
funds under Title V of the Indian Health Care Improvement Act, codified at 25 U.S.C. 1601 et

seq.

Fiscal Management Agency (FMA) means an entity contracting with the State that provides the
fiscal administration functions for Members receiving the Self-Directed Community Benefit.
The FMA must be an entity operating under Section 3504 of the IRS code, Revenue Procedure
70-6 and Notice 2003-70, as the agent to Members for the purpose of filing certain federal tax
forms and paying federal income tax withholding, FICA and FUTA taxes. The FMA also files
State income tax withholding and unemployment insurance tax forms, pays the associated taxes,
and processes payroll based on the eligible Self-Directed Community Benefit services authorized
and provided.

Force Majeure means any event or occurrence that is outside of the reasonable control of the
Party concerned and that is not attributable to any act or failure to take preventive action by the
Party concerned.

Fraud means an intentional deception or misrepresentation by a person or an entity, with the
knowledge that the deception could result in some unauthorized benefit to himself or some other
person. It includes any act that constitutes Fraud under applicable federal or State law.

Frontier means the following counties in New Mexico: Catron, Harding, DeBaca, Union,
Guadalupe, Hidalgo, Socorro, Mora, Sierra, Lincoln, Torrance, Colfax, Quay, San Miguel and
Cibola.

FTE means full-time equivalent.
FTP means file transfer protocol.

Go-Live means the date on which the CONTRACTOR assumes responsibility for the provision
of Covered Services to Members. As of the date of this Agreement, the Go-Live date is
anticipated to be January 1, 2014.

Grievance means an expression of dissatisfaction about any matter or aspect of the
CONTRACTOR or its operation, other than a CONTRACTOR Action.

HCBS means home and community-based services.

Health Care Acquired Condition (HCAC) means a medical condition with which an
individual was diagnosed that could be identified by a secondary diagnostic code described in
section 1886(d)(4)(D)(iv) of the Social Security Act (other than deep vein thrombosis or
pulmonary embolism following total knee replacement or hip replacement surgery in pediatric
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and obstetric patients).

Health Education means programs, services or promotions that are designed or intended to
inform the CONTRACTOR’s actual or potential Members about issues related to healthy
lifestyles, situations that affect or influence health status, or methods or modes of medical
treatment.

Health Home means, as defined in section 2703 of PPACA, an individual provider, team of
health care professionals, or health team that meets all federal requirements and provides the
following six services to persons with one or more specified chronic conditions: (i)
comprehensive care management; (ii) care coordination and health promotion; (iii)
comprehensive transitional care/follow-up; (iv) patient and family support; (v) referral to
community and social support services; and (vi) use of Health Information Technology (HIT) to
link services, if applicable.

Health Information Exchange (HIE) means the transmission of health-care-related data among
facilities, health information organizations and government agencies according to national
standards. HIE is also an entity that provides services to enable the electronic sharing of health
information.

Health Information Technology (HIT) means the area of information technology involving the
design, development, creation, use and maintenance of information systems for the health care
industry.

Health Literacy means the degree to which Members are able to obtain, process and understand
basic health information and services needed to make appropriate health decisions.

Healthcare Effectiveness Data and Information Set (HEDIS) means the tool used by health
plans to measure performance of certain health care criteria developed by the National
Committee for Quality Assurance.

HIPAA means the Health Insurance Portability and Accountability Act of 1996, 42 U.S.C. 160,
et seq.

HITECH Act means the Health Information Technology for Economic and Clinical Health Act
0f 2009; 42 U.S.C. 17931, et seq.

HRA means health risk assessment, as further explained in Section 4.4.2 of this Agreement.
HSD means the New Mexico Human Service Department or its designee.
IADL means instrumental activities of daily living.

ICF/MR/DD means an individual with mental retardation or developmental disabilities with an
intermediate care facilities level of care.

Independent Consumer Supports System (ICSS) means a system that operates independently
from the Centennial Care MCOs established by HSD that assists Members in understanding and
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navigating the managed care environment and in the resolution of problems regarding services,
coverage, access and rights.

Indian Health Service (IHS) means the division of the United States Department of Health and
Human Services responsible for providing health services to Native Americans.

I/T/U means the Indian Health Service, Tribal health providers, and Urban Indian providers,
including facilities that are operated by a Native American/Alaskan Indian tribe, authorized to
provide services as defined in the Indian Health Care Improvement Act, 25 U.S.C. 1601 et seq.

Key Personnel refers to those positions listed in Section 3.3.3 of this Agreement.

Limited English Proficiency (LEP) means the restricted ability to read, speak, write or
understand English by individuals who do not speak English as their primary language.

Long-Term Care is the overarching term that refers to the Community Benefit, the services of a
Nursing Facility, and the services of an institutional facility.

Major Subcontractor means an entity with which the CONTRACTOR has, or intends to have,
an executed agreement to deliver or arrange for the delivery of any of the Covered Services;
provided that a Major Subcontractor does not include a provider or a Contract Provider.

Managed Care Organization (MCO) means an entity that participates in Centennial Care
under contract with HSD to assist the State in meeting the requirements established under NMSA
1978, § 27-2-12.

Marketing means any communication from a CONTRACTOR to individuals who are not
enrolled with the CONTRACTOR that can reasonably be interpreted as intended to influence a
Recipient or potential Member to enroll in that particular CONTRACTOR’s MCO and not to
enroll in (or to disenroll from) another MCO.

Marketing Materials means materials that are produced in any medium, by or on behalf of the
CONTRACTOR that can reasonably be interpreted as intended to market to a Recipient or
potential Member.

Medically Fragile 1915(c) Waiver means the State of New Mexico’s Medicaid home and
community-based waiver program for the medically fragile, authorized by CMS pursuant to
section 1915(c) of the Social Security Act and/or classified by category of eligibility code “095”.

Medically Frail means an Other Adult Group Member who has been determined as meeting
HSD’s definitions and criteria for the following conditions: (i) disabling mental disorder,
including individuals up to age 21 with serious emotional disturbances and Adults with serious
mental illness; (ii) a chronic substance use disorder; (iii) a serious and complex medical
condition as defined by HSD; (iv) a physical, intellectual or developmental disability that
significantly impairs the Member’s ability to perform one or more activities of daily living; or
(v) a disability determination based on Social Security criteria.

Medically Necessary Services means clinical and rehabilitative physical, mental or Behavioral
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Health services that: (i) are essential to prevent, diagnose or treat medical conditions or are
essential to enable the Member to attain, maintain or regain the Member's optimal functional
capacity; (ii) are delivered in the amount, duration, scope and setting that are both sufficient and
effective to reasonably achieve their purposes and clinically appropriate to the specific physical,
and Behavioral Health care needs of the Member; (iii) are provided within professionally accepted
standards of practice and national guidelines; (iv) are required to meet the physical, and
Behavioral Health needs of the Member and are not primarily for the convenience of the Member,
the provider or the CONTRACTOR; and (v) are reasonably expected to achieve appropriate
growth and development as directed by HSD.

Member means a person who has been determined eligible for Centennial Care and who has
enrolled in the CONTRACTOR’s MCO.

Member Advisory Board shall have the meaning ascribed to such term in Section 4.12.2 of this
Agreement.

Member Materials shall have the meaning ascribed to such term in Section 4.14 of this
Agreement.

Member Rewards — The Member rewards program provides incentives to Centennial Care
Members for participating in State-defined activities that promote healthy behaviors. A Member
who participates in a State-defined activity that promotes healthy behaviors earns credits that are
applied to a Member’s account, which will be managed by the MCO. Earned credits may be used
for health related expenditures as approved under the Member Rewards program as further
explained in section 4.22.

Member Satisfaction Survey shall have the meaning ascribed to such term in Section 4.12.5 of
this Agreement.

MFEAD means the Medicaid Fraud & Elder Abuse Division of the New Mexico Attomney
General’s Office.

MHSIP means the mental health statistics improvement project.

Mi Via 1915(c) Waiver means the State of New Mexico’s Medicaid home and community-
based waiver program for individuals with developmental disabilities to self-direct certain HCBS
authorized by CMS pursuant to section 1915(c) of the Social Security Act.

Minimum Data Set (MDS) means the standardized uniform comprehensive needs assessment of
all residents in Medicare- or Medicaid-certified facilities, mandated by federal law (P.L.100-203)
to be completed and electronically transmitted to the State. The MDS identifies potential
resident problems, strengths and preferences.

Native American Advisory Board means the board with membership appointed by the New
Mexico Tribes that meets quarterly and provides feedback to all Centennial Care MCOs on
issues related to program service delivery and operations.
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NCPDP means the National Council of Prescription Drug Programs.

New Mexico Medical Insurance Pool means the medical insurance pool created pursuant to
NMSA 1978, 59A-54-1 et seq.

NMSA means New Mexico Statutes Annotated.

Non-Contract Provider means an individual provider, clinic, group, association or facility that
provides Covered Services and that does not have a contract with the CONTRACTOR.

Non-Medicaid Contractor means the entity contracting with the Collaborative to provide
Behavioral Health services with the use of non-Medicaid funds.

Not Otherwise Medicaid Eligible refers to individuals not eligible for Medicaid services under
New Mexico’s Medicaid State Plan.

Nursing Facility means a licensed Medicare/Medicaid facility certified in accordance with
42C.FR. § 483 to provide inpatient room, board and nursing services to Members who
require these services on a continuous basis but who do not require hospital care or direct
daily care from a physician.

Other Adult Group means the new category of Medicaid eligibility authorized in the Patient
Protection and Affordable Care Act and effective on January 1, 2014, that covers low-income
parents and childless Adults between 19-64 years of age with income up to 133 percent of the
federal poverty level as determined through the Modified Adjusted Gross Income test.

Other Provider Preventable Conditions (OPPCs) means other provider preventable conditions
that include the following three Medicare national coverage determinations: (i) wrong surgical
or other invasive procedure performed on a patient; (ii) surgical or other invasive procedure
performed on the wrong body part; and (iii) surgical or other invasive procedure performed on
the wrong patient.

Otherwise Medicaid Eligible refers to individuals who are eligible for Medicaid services under
New Mexico’s Medicaid State Plan.

Overpayment means any funds that a person or entity receives in excess of the Medicaid
allowable amount of the CONTRACTOR's allowed amount as negotiated with the provider.
Overpayments shall not include funds that have been (i) subject to a payment suspension; (ii)
identified as a third-party liability as set forth in Section 4.18.13; (iii) subject to the
CONTRACTOR's system-directed mass adjustments, such as due to fee schedule changes; or (iv)
for purposes of filing an "Overpayment Report" as required in Section 4.17.4.2.1, less than fifty
dollars ($50.00) or those funds recoverable through existing routine and customary adjustments
using HIP AA complaint formats.

Outreach means, among other things, educating or informing the CONTRACTOR’s Members
about Centennial Care, managed care and health issues.

Patient-Centered Medical Home (PCMH) means a team-based model of care led by a personal

18



PSC 13-630-8000-0021 A5

physician who provides continuous and coordinated care throughout a patient's lifetime to
maximize health outcomes.

Patient Protection and Affordable Care Act (PPACA) means Public Law 111-148 (2010) and
the Health Care and Education Reconciliation Act of 2010 (Public Law 111-152 (2010).

PIPs means performance improvement projects consistent with 42 C.F.R. § 438.240.
PM means a performance measure, as further explained in Section 4.12.8 of this Agreement.

Post-Stabilization Services means Covered Services relating to an Emergency Medical
Condition that are provided after a Member is stabilized in order to maintain the stabilized
condition or, under the circumstances described in 42 C.F.R. § 438.114(e), to improve or resolve
the Member’s condition.

Pre-Admission Screening and Resident Review (PASRR) is governed by 42 C.F.R. §§ 438.100
through 438.138 for all individuals with mental illness or intellectual disability who apply to,
or reside in, Medicaid certified Nursing Facilities. PASRR aims to determine if a resident is
appropriately placed in the least restrictive environment and whether the individual can be
appropriately served in the Nursing Facility, including provision of required mental
illness/intellectual disability services.

Primary Care Physician or Primary Care Provider (PCP) means, for purposes of this
Agreement, an individual who is a Contract Provider and has the responsibility for supervising,
coordinating and providing primary health care to Members, initiating referrals for specialist care
and maintaining the continuity of the Member’s care, as further described in Section 4.8.4 of this
Agreement.

Project ECHO means the Extension for Community Healthcare Outcomes, conducted by the
University of New Mexico School of Medicine. The program works to develop the capacity to
safely and effectively treat chronic, common, and complex diseases in Rural and underserved
areas and to monitor the outcomes of this treatment.

Prospective Payment System (PPS) means a method of reimbursement in which payment is
made based on a predetermined, fixed amount. The payment amount for a particular service is
derived based on the classification system of that service— for example, diagnosis-related groups
for inpatient hospital services.

Provider means an institution, facility, agency, physician, health care practitioner, or other entity
that is licensed or otherwise authorized to provide any of the Covered Services in the state in
which they are furnished. Providers include individuals and vendors providing services to
Members through the Self-Directed Community Benefit.

Provider Preventable Conditions (PPC) means a condition that meets the definition of Health
Care Acquired Conditions or Other Provider Preventable Conditions.

Provider Satisfaction Survey shall have the meaning ascribed to such term in Section 4.12.6 of
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this Agreement.

Provider Workgroup means the workgroup consisting of representatives from all of the
Centennial Care MCOs, HSD, the Collaborative and providers to work collaboratively to reduce
administrative burdens on providers by, among other things, standardizing forms and processes.

Psychotropic Drug means the therapeutic classes of drugs and the medications listed in
Attachment 10 of this document, or the equivalent classes of drugs in other therapeutic
classification systems.

Psychotropic Medication means the therapeutic classes of drugs and the medications listed in
Attachment 10 of this document, or the equivalent classes of drugs in other therapeutic
classification systems.

QM/QI means quality management and quality improvement.
RAC means the Medicaid Recovery Audit Contractor.

Recipient means an individual who is eligible for Centennial Care but has not yet enrolled in a
Centennial Care MCO.

Representative means a person who has the legal right to make decisions regarding a Member’s
protected health information, and includes surrogate decision makers, parents of un-emancipated
minors, guardians and treatment guardians, and agents designated pursuant to a power of
attorney for health care.

Request for Proposals (RFP) means the request for proposals issued by the State on August 31,
2012 RFP No. 13-630-8000-0001.

Retroactive Period means the time between the notification date by HSD to the CONTRACTOR
of a Member’s enrollment and the Member’s Medicaid eligibility effective date. The Retroactive
Period addresses those instances when the Member is enrolled with the CONTRACTOR but the
eligibility date is effective before the CONTRACTOR is notified of enrollment. The retroactive
period includes instances where the CONTRACTOR is notified by HSD that the member is
enrolled after the first day of the month for the current or prior months. The retroactive period
does not include newborns as described in the enrollment section of this AGREEMENT. The
Retroactive Period includes the full month in which enrollment notification is received by the
CONTRACTOR. The retroactive period does not include (1) newborn, as described in the
enrollment section of this AGREEMENT, and does not include (2) Members who are established
with CONTRACTOR and whose subsequent disenrollment and retroactive re-enrollment result in
no gap in coverage by CONTRACTOR.

RTC means residential treatment center.
Rural refers to the counties in the State of New Mexico that are not Frontier or Urban.

Rural Health Clinic (RHC) means a public or private hospital, clinic or physician practice
designated by the federal government as complying with the Rural Health Clinics Act, Public
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Law 95-210.
SAMHSA means the Substance Abuse and Mental Health Services Administration.

School-Based Health Centers (SBHCs) means outpatient clinics on school campuses that
provide on-site primary, preventive and Behavioral Health services to students while reducing
lost school time, removing barriers to care, promoting family involvement and advancing the
health and educational success of school-age children and adolescents.

Self-Directed Community Benefit means certain Home and Community-Based Services that
are available to Members meeting nursing facility level of care. A list of the services available in
the Self-Directed Community Benefit is included in Attachment 2.

SED means serious emotional disturbance.
SMI means serious mental illness.
Steady State means the remainder of the Agreement term after the Transition Period.

TDD/TTY (telecommunications device for the deaf)/telephone typewriter, or teletypewriter)
are electronic devices for text communication via a telephone line, used when one or more parties
have hearing or speech difficulties. The CONTRACTOR provides a separate phone number for
receiving TDD/TTY messages or uses the State/711 Relay Services.

Telemedicine means the use of electronic information, imaging and communication
technologies (including interactive audio, video and data communications as well as store-and-
forward technologies) to provide and support health care delivery, diagnosis, consultation,
treatment, transfer of medical data and education.

TFC means treatment foster care.

Third-Party Software means software that is developed for general commercial use, available
to the public or not developed for HSD. Third-Party Software includes, without limitation:
commercial off-the-shelf software; operating system software; and application software, tools
and utilities.

Transition Period means the period from Go-Live to Steady State. As of the date of this
Agreement, the Transition Period is anticipated to be one (1) year.

Tribal means of or denoting an Indian or Alaska Native tribe, band, nation, pueblo, village, or
community that the Secretary of the Interior acknowledges to exist as an Indian tribe pursuant to
the Federally Recognized Indian Tribe List Act of 1994, 25 U.S.C. § 479a located wholly or
partially in the State of New Mexico.
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Tribal 638 Facility means a facility operated by a Native American/Indian Tribe authorized to
provide services pursuant to the Indian Self-Determination and Education Assistance Act, 25
U.S.C. 450 et seq.

Urban means the following counties in New Mexico: Bernalillo, Los Alamos, Santa Fe and
Doiia Ana.

Urban Indian shall have the meaning ascribed to such term in 25 U.S.C. § 1603.

Utilization Management (UM) means a system for reviewing the appropriate and efficient
allocation of health care services that are provided, or proposed to be provided, to a Member.

Value Added Service means any service or benefit offered by the CONTRACTOR that is not a
Covered Service.

Warm Transfer means a telecommunications mechanism in which the person answering the
call facilitates the transfer to a third party, announces the caller and issue, and remains engaged
as necessary to provide assistance.

Waste means the overutilization of services or other practices that result in unnecessary costs.

YTD means year to date.

3 CONTRACTOR'’s Administrative Requirements

3.1 Requirements Prior to Operation

3.1.1 Licensure and Accreditation

The CONTRACTOR must have the appropriate licenses in the State to do risk- based
contracting through a managed care network of providers as provided for in the New
Mexico Insurance Code, NMSA 1978, Chapter 59A et seq., valid at least six (6) months
prior to the expected Centennial Care program Go-Live date.

3.1.1.1 The CONTRACTOR shall be either (i) National Committee for Quality
Assurance (NCQA) accredited in the State of New Mexico or (ii) accredited in
another state where the CONTRACTOR currently provides Medicaid services
and achieve New Mexico NCQA accreditation within two (2) years from Go-
Live.

3.1.1.2  To the extent the CONTRACTOR is in active pursuit of NCQA accreditation in
the State of New Mexico, HSD reserves the right to request additional
information regarding the CONTRACTOR’s progress in achieving NCQA
accreditation in New Mexico.

3.1.1.3 Failure to meet the accreditation requirements in this Section and/or failure to
maintain accreditation throughout the term of this Agreement shall be
considered a breach of this Agreement and may be subject to remedies for
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violation, breach, or noncompliance of Contract requirements as described in
Section 7.6 of this Agreement.

3.1.2 Readiness

3.2

33
3.3.1

23

3.1.2.1

3.1.2.2

3.1.23

3.1.24

The CONTRACTOR shall cooperate in “readiness reviews” conducted by HSD
at dates and times to be determined by HSD to review the CONTRACTOR’s
readiness to begin operations. These reviews may include, but are not limited
to, desk and on-site reviews of documents provided by the CONTRACTOR,
walk-through(s) of the CONTRACTOR’s operations, system demonstrations,
and interviews with the CONTRACTOR’s staff.

The CONTRACTOR shall submit policies and procedures and other deliverables
specified by HSD in accordance with Attachment 1. The CONTRACTOR shall
make any changes requested by HSD to policies and procedures or other
deliverables in the timeframes specified by HSD.

Based on the results of the review activities, HSD will issue a letter of findings
and, if needed, will request a CAP or DCAP. Members may not be enrolled with
the CONTRACTOR until HSD has determined that the CONTRACTOR is able
to meet the requirements of this Agreement.

If the CONTRACTOR is unable to demonstrate its ability to meet the
requirements of this Agreement, as determined by HSD, within the timeframes
specified by HSD, HSD may terminate this Agreement in accordance with
Section 7.6 of this Agreement. If the Agreement is terminated in accordance with
this Section 3.1.2.4, HSD shall not make any payments to the CONTRACTOR
and shall have no liability for any costs incurred by the CONTRACTOR.

General Requirements — Reserved

Personnel Requirements

Staffing Generally

33.1.1

33.1.2

The CONTRACTOR must notify HSD within fifteen (15) Business Days of any
change in Key Personnel. Hiring or replacement of Key Personnel must
conform to all requirements of this Agreement. If HSD determines that a
satisfactory working relationship cannot be established between certain Key
Personnel and HSD, it will notify the CONTRACTOR in writing. Upon receipt
of HSD’s notice, HSD and the CONTRACTOR will attempt to resolve HSD’s
concerns on a mutually agreeable basis.

The CONTRACTOR may not have an employment, consulting or other
agreement with a person who has been convicted of a crime specified in
sections 1128 or 1128A of the Social Security Act for the provisions of items
and services that are significant and material to the CONTRACTOR’s
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obligations under this Agreement.

Minimum Key Staff Positions

The CONTRACTOR must designate key management and technical personnel who
will be assigned to this Agreement. For the purposes of this requirement, Key
Personnel are those with management responsibility or principal technical
responsibility for the following functional areas (as opposed to multiple persons
equaling a full-time equivalent). All Key Personnel shall reside in the State of New
Mexico.

The CONTRACTOR'’s Key Personnel

The CONTRACTOR shall, at a minimum, employ the following K ey Personnel:

3.3.3.1 A qualified individual to serve as the Chief Executive Officer (CEO). Such
CEO must be employed full-time by the CONTRACTOR, must be primarily
dedicated, and must hold a senior executive or management position in the
CONTRACTOR’s organization, except that the CONTRACTOR may propose
an alternative structure for the CEO position, subject to HSD’s prior written
approval. The CEO must be authorized and empowered to represent the
CONTRACTOR regarding all matters pertaining to this Agreement.

3.3.3.2 A Chief Medical Officer/Medical Director (CMO) dedicated to this Agreement
who is licensed to practice medicine in the State of New Mexico. The CMO, or
his or her designee, must be available by telephone twenty-four (24) hours a
day, seven (7) days a week, for UM decisions.

3.3.3.3 A full-time senior executive dedicated to this Agreement who is a board-
certified psychiatrist in the State of New Mexico and has at least five (5) years
of combined experience in mental health and substance abuse services. This
person shall oversee and be responsible for all Behavioral Health activities and
take an active role in the CONTRACTOR’s medical management team and in
clinical and policy decisions.

3.3.3.4 A full-time senior executive dedicated to this Agreement who has at least five
(5) years of experience administering managed long-term care programs. On a
case-by-case basis, equivalent experience in administering long-term care
programs and services, including HCBS, or in managed care may be substituted,
subject to HSD’s prior approval. This person shall oversee and be responsible
for all long-term care activities.

3.33.5 A full-time Chief Financial Officer (CFO) dedicated to this Agreement. The
CFO is responsible for accounting and finance operations, including all audit
activities.

3.3.3.6 A full-time Contract Manager dedicated to this Agreement; see Section 3.3.4 of
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this Agreement.

A full-time Compliance Officer, who shall lead a compliance committee that is
accountable to senior management in accordance with Section 4.17 of this
Agreement.

A full-time implementation manager dedicated to this Agreement, who shall
assist the CONTRACTOR in implementing Centennial Care as well as the
transition from the CONTRACTOR’s implementation team to regular ongoing
operations. This person shall be on site in New Mexico from the start date of
this Agreement through at least six (6) months after Go-Live.

A full-time Chief Information Officer (CIO), who shall oversee and be
responsible for all of the CONTRACTOR’s information systems functions
supporting this Agreement.

A full-time staff person dedicated to this Agreement who shall oversee and be
responsible for provider services and provider relations, including all network
management issues, provider payment issues, and provider education. This staff
person shall, among other things, (i) educate providers regarding appropriate
Claims submission requirements, coding updates, and electronic Claims
transactions, (ii) interface with the CONTRACTOR’s call center to compile,
analyze, and disseminate information from provider calls, (iii) identify trends
and guiding the development and implementation of strategies to improve
provider satisfaction, and (iv) communicate with providers to ensure effective
exchange of information and gain feedback regarding the extent to which
providers are informed about appropriate Claims submission practices.

A full-time staff person dedicated to this Agreement who shall oversee and be
responsible for all Utilization Management activities, QM/QI activities, and

program integrity.

A full-time staff person dedicated to this Agreement with the education and
experience such that the staff person has the skills and/or knowledge necessary
to work on Native American health disparity issues and Cultural Competence
concerns related to care coordination, services and care delivery.

Four (4) full-time staff persons to work directly with I/T/Us, including billing
and provider issues. These staff persons must be proficient in at least one (1)
New Mexican Native American/pueblo language.

A full-time staff person dedicated to this Agreement who shall oversee Member
services including, among others, (i) the Member services call center, and (ii)
the CONTRACTOR’s Health Literacy and Health Education efforts.

A full-time staff person dedicated to this Agreement who shall act as Claims
administrator to, among other things, (i) develop and implement a Claims
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processing system capable of paying Claims in accordance with State and
federal requirements, (ii) develop processes for cost avoidance, (iii) ensure
minimization of Claim recoupments, and (iv) meet Encounter reporting
requirements.

A full-time staff person dedicated to this Agreement who shall act as the
Grievances and Appeals manager to manage Member and provider disputes
arising under the CONTRACTOR’s Grievances and Appeals systems including
Member and provider Grievances, Appeals, requests for Fair Hearings and
provider Claim disputes.

A full-time staff person dedicated to this Agreement who shall, with a
significant degree of independence from the CONTRACTOR's management,
act as an Ombudsman whose duties include but are not limited to impartially
investigating and addressing Member issues and attempting to resolve them
within the CONTRACTOR's organization; and identifying systemic issues
including, but not limited to, the Members' ability to access services, to receive
prompt attention from care coordinators and other personnel, and to understand
their rights and responsibilities under Centennial Care. The Ombudsman shall
represent the Member on internal Centennial Care issues and is separate and
distinct from the CONTRACTOR's Grievance system and Appeals process, as
prescribed in Section 4.16 of this Agreement. Upon hiring the Ombudsman, the
CONTRACTOR shall include in its notification to HSD where in the
CONTRACTOR's organizational structure the Ombudsman is located in order
to assure significant independence from plan management. The
CONTRACTOR shall establish and fill this position no later than April 1, 2015.

3.3.4 Contract Management

26

3.3.4.1

The CONTRACTOR shall employ a qualified individual to serve as the
Contract Manager for this Agreement. The Contract Manager shall be
dedicated to this Agreement, hold a senior management position in the
CONTRACTOR’s organization, and be authorized and empowered to represent
the CONTRACTOR on all matters pertaining to the CONTRACTOR’s
program, and, specifically this Agreement. The Contract Manager shall act as a
liaison between the CONTRACTOR, HSD, the Collaborative, and other State or
federal agencies, as necessary, and shall have responsibilities that include but
are not limited to the following:

3.3.4.1.1 Ensuring the CONTRACTOR’s compliance with the terms of this

Agreement, including securing and coordinating resources necessary for
such compliance;

3.34.1.2 Overseeing all activities by the CONTRACTOR and its subcontractors;

3.3.4.1.3 Receiving and responding to all inquiries and requests by HSD, or any
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State or federal agency, in timeframes and formats reasonably acceptable
to the Parties;

Meeting with representatives of HSD and other State agencies on a
periodic or as-needed basis and resolving issues that arise;

Attending and participating in regular meetings with HSD and other State
agencies, and attending and participating in stakeholder meetings;

Making best efforts to promptly resolve any issues related to this
Agreement identified by HSD, other State or federal agencies, or the
CONTRACTOR;

Working cooperatively with other State of New Mexico contracting
partners;

Working with, at the Collaborative’s direction, the BHPC and local
Behavioral Health collaboratives.

Working with the Non-Medicaid Contractor or the Collaborative in
identifying the overall Behavioral Health needs of Medicaid Members to
coordinate and obtain non-Medicaid services for Medicaid Members, as
appropriate. The CONTRACTOR shall develop and mutually agree upon
policies and procedures with the Non-Medicaid Contractor addressing
areas such as information sharing, billing procedures and the
CONTRACTORs participation in non-Medicaid initiatives.

Staff Training

3.3.5.1 The CONTRACTOR shall provide regular and ongoing comprehensive training
for CONTRACTOR staff to ensure that they understand the goals of Centennial
Care, including the integration of physical, Long-Term Care, and Behavioral
Health, the provisions and limitations of the ABP, and the requirements of this
Agreement. As issues are identified by the CONTRACTOR and/or HSD, the
CONTRACTOR shall provide timely and targeted training to staff.

3.3.5.2 The CONTRACTOR shall provide an initial orientation and training as well as
ongoing training, including training targeted to different types of staff, to ensure
compliance with this Agreement.

3.3.5.3 The CONTRACTOR shall develop and implement a process to evaluate the
effectiveness and outcomes of the training provided.

Marketing Requirements

The CONTRACTOR shall maintain written policies and procedures governing the
development and distribution of Marketing Materials that, among other things, include
methods for quality control to ensure that Marketing Materials are accurate and do not
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mislead, confuse or defraud Recipients, Members or the State.

HSD shall review and approve the content, comprehension level and language(s) of all
Marketing Materials directed at Recipients Members before use.

The CONTRACTOR shall distribute its Marketing Materials statewide.

The CONTRACTOR shall not seek to influence enrollment in conjunction with the sale
or offering of any private insurance, except for public/private partnerships.

The CONTRACTOR shall comply with all federal rules regarding Medicare-Advantage
and Medicaid Marketing (42 C.F.R. Parts 422, 438) and the CMS Medicare Marketing
Guidelines found at: https://www.cms.gov/Medicare/Health-
Plans/ManagedCareMarketing/index.html, as applicable.

Marketing Activities Not Permitted Under This Agreement

The following Marketing activities are prohibited, regardless of the method of
communication (oral, written) or whether the activity is performed by the
CONTRACTOR directly, or by its Contract Providers, subcontractors, agents,
consultants, or any other party affiliated with the CONTRACTOR:

3.4.6.1 Asserting or implying that a Recipient shall lose Medicaid benefits if he or she
does not enroll with the CONTRACTOR or inaccurately depicting the
consequences of choosing a different MCO;

3.4.6.2 Designing a Marketing plan that discourages or encourages MCO selection
based on health status or risk;

3.4.6.3 Initiating an enrollment request on behalf of a Recipient;
3.4.6.4 Making inaccurate, false, materially misleading or exaggerated statements;

3.4.6.5 Asserting or implying that the CONTRACTOR offers unique Covered Services
when another MCO provides the same or similar services. Such provision does
not apply to Value Added Services offered in accordance with this Agreement;

3.4.6.6 Using gifts or other incentives to entice people to join a specific MCO;

3.4.6.7 Directly or indirectly conducting door-to-door, telephonic, electronic or other
Cold Call Marketing. The CONTRACTOR may send informational material
regarding its benefit package to Recipients and potential Members;

3.4.6.8 Conducting any other Marketing activity prohibited by HSD during the term of
this Agreement; and

3.4.6.9 Including statements that the CONTRACTOR is endorsed by CMS, the federal
or State government, or a similar entity.
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The CONTRACTOR shall take reasonable steps to prevent Contract Providers,
subcontractors, agents, consultants, or any other party affiliated with the
CONTRACTOR from committing the acts described herein. The CONTRACTOR shall
be held liable only if it knew or should have known that its subcontractors or Contract
Providers were committing the acts described herein and did not take timely corrective
actions.

HSD reserves the right to prohibit additional Marketing activities at its discretion.

Marketing Timeframes

The CONTRACTOR may initiate Marketing activities at any time, subject to the
requirements and limitations in this Agreement.

Cultural and Linguistic Competence

The CONTRACTOR shall develop and implement a Cultural Competence/Sensitivity
Plan, through which the CONTRACTOR shall ensure that it provides culturally
competent services to its Members, both directly and through its Contract Providers and
subcontractors. The CONTRACTOR shall participate in HSD’s efforts to promote the
delivery of Covered Services in a culturally competent manner to all Members,
including Members who have: a hearing impairment, Limited English Proficiency, a
speech or language disorder, physical disabilities, developmental disabilities, differential
abilities, and diverse cultural and ethnic backgrounds. The CONTRACTOR shall:

3.5.1.1 Develop a Cultural Competence/Sensitivity Plan that shall be submitted to HSD
for approval, describing how the CONTRACTOR shall ensure that Covered
Services provided to Members are culturally competent and including
provisions for monitoring and evaluating disparities in membership, especially
as related to Native Americans;

3.5.1.2 Develop written policies and procedures ensuring that Covered Services
provided to Members, both directly and through its Contract Providers and
subcontractors are Culturally Competent;

3.5.1.3 Target Cultural Competence training to Member services staff and Contract
Providers, including PCPs, care coordinators, case managers, home health care
MCO staff, and ensure that staff at all levels receive ongoing education and
training in culturally and linguistically appropriate service delivery;

3.5.14 Develop and implement a plan for interpretive services and written materials,
consistent with Section 4.14 to meet the needs of Members and their decision-
makers whose primary language is not English, using qualified medical
interpreters (both sign and spoken languages), and make available easily
understood Member-oriented materials and post signage in the languages of the
commonly encountered group and/or groups represented in the service area;
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Identify community advocates and agencies that could assist Limited-English
Proficiency and/or that provide other Culturally Competent services, which
include methods of Outreach and referral;

Incorporate Cultural Competence into Utilization Management, quality
improvement and planning for the course of treatment;

Identify and employ resources and interventions for high-risk health conditions
found in certain cultural groups;

Recruit and train a diverse staff and leadership that are representative of the
demographic characteristics of the State; and

Ensure that new Member assessment forms contain questions related to primary
language preference and cultural expectations, and that information received is
maintained in the Member’s file.

3.5.2 The CONTRACTOR shall conduct initial and annual organizational self-assessments of
culturally and linguistically competent-related activities and shall integrate cultural and
linguistic competence-related measures into its internal audits, performance
improvement programs, Member Satisfaction Surveys and outcomes-based evaluations.

3.53

3.6

Reserved.

Independent Consumer Supports System

The CONTRACTOR shall work with the State’s independent consumer supports system as
directed by HSD.

4 CONTRACTOR’s Scope of Work

4.1
4.1.1

30

Eligibility

General

4.1.1.1

4.1.1.2

All individuals determined Medicaid eligible are required to participate in the
Centennial Care program unless specifically excluded by the 1115(a) Waiver.
Recipients in the Developmental Disabilities 1915(c) Waiver and Recipients
with developmental disabilities in the Mi Via 1915(c) Waiver will continue to
receive HCBS through those waivers, but are required to enroll in the
CONTRACTOR’s MCO for all non-HCBS upon Go-Live.

Recipients in the Medically Fragile 1915(c) Waiver will continue to receive
HCBS through that waiver unless and until such services are transitioned into
Centennial Care. Recipients in the Medically Fragile 1915(c) Waiver are
required to enroll in the CONTRACTOR's MCO for all non-HCBS upon Go-
Live. By January 1, 2015, CONTRACTOR shall identify, and submit to HSD, a
dedicated staff person to manage the transition of the Medically Fragile waiver
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population's home and community-based services from fee-for-service to
Centennial Care, including assisting the waiver providers in the credentialing
and provider enrollment processes and conducting training for claims
submission and payment.

4.1.1.2.1 The CONTRACTOR shall use best efforts to contract with the UNM

Health Sciences Center — Center for Development & Disability (CDD) to
coordinate care for medically fragile individuals receiving EPSDT and/or
Community Benefit services, and shall use all best efforts to have this
contract executed prior to the 30th day of September for each year prior to
the forthcoming contract period.

4.1.1.2.2 The CONTRACTOR shall submit a copy of the contract with UNM/CDD

4.1.1.3

to HSD for review prior to implementation and annually for the
forthcoming contract period by the 1st business day in October following
the execution of the contract.

HSD shall send eligibility recertification lists to the CONTRACTOR monthly in
advance of the Members’ Medicaid redetermination deadline. The
CONTRACTOR shall assist the Member and facilitate in gathering the
necessary documentation required for HSD or its designee.

4.1.2 Level of Care Determinations for Not Otherwise Medicaid Eligible Individuals

4.2

31

4.1.2.1

4.1.2.2

4123

4124

4.2.1 General

The CONTRACTOR shall conduct a nursing facility level of care evaluation for
individuals who are Not Otherwise Medicaid Eligible and who, through a
preliminary screening conducted by HSD or its designee, are found to have
indicators that may warrant a nursing facility level of care.

The CONTRACTOR shall use the tools and processes that have been approved
by HSD in conducting the nursing facility level of care evaluation. The
CONTRACTOR shall interface with HSD’s eligibility system for level of care
in a file format prescribed and approved by HSD.

If a Not Otherwise Medicaid Eligible individual has met the nursing facility
level of care determination, either because he or she is in a Nursing Facility or
because HSD has capacity for Community Benefit services, the
CONTRACTOR shall inform HSD of the individual’s level of care
determination.

If the individual is determined to meet a nursing facility level of care, the
CONTRACTOR shall notify HSD to continue the eligibility determination
process.

Enrollment
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HSD shall enroll individuals determined eligible for Centennial Care. Enrollment in an
MCO may be the result of a Recipient’s selection of a particular MCO or assignment
by HSD.

Current Medicaid Recipients.

Recipients who are eligible for Medicaid in the State of New Mexico and receiving
services as of October 1, 2013, must select a Centennial Care MCO by December 1,
2013, unless excluded from mandatory enrollment in Centennial Care. Recipients
required to enroll in Centennial Care who do not select an MCO by December 1, 2013
will be auto assigned to an MCO in accordance with Section 4.2.4 of this Agreement.
Recipients required to enroll in Centennial Care who become eligible after October 1,
2013 but before January 1, 2014 must select an MCO at the time of applying for
Medicaid eligibility.

New Medicaid Recipients.

Individuals determined eligible for Centennial Care on or after January 1, 2014, and
who did not select or were not assigned to an MCO in accordance with Section 4.2.2 of
this Agreement, must select an MCO at the time of applying for Medicaid eligibility.
Recipients who fail to select an MCO at such time will be auto assigned to an MCO in
accordance with Section 4.2.4 of this Agreement.

Auto Assignment

424.1 HSD will auto assign a Recipient to an MCO in specified circumstances,
including but not limited to (i) the Recipient does not select an MCO at the time
of eligibility or (ii) the Recipient cannot be enrolled in the requested MCO
pursuant to the terms of this Agreement (e.g., the CONTRACTOR is subject to
and has reached its enrollment limit).

4.2.4.2 The auto assignment process will consider the following:

4.2.4.2.1 If the Recipient was previously enrolled with an MCO and lost eligibility
for a period of two (2) months or less, the Recipient will be re-enrolled
with that MCO;

4.2.4.2.2 If the Recipient has family members in an MCO, the Recipient will be
enrolled in that MCO;

4.2.4.2.3 If the Recipient is a newborn, the Recipient will be assigned to his or her
mother’s MCO; and

4.2.4.2.4 If none of the above applies, the Recipient will be assigned using default
logic that randomly assigns Recipients to MCOs.

42.43 HSD may modify the auto assignment algorithm to incorporate criteria
including but not limited to quality measures, cost or Utilization Management
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performance.
4.2.5 Newborns

4.2.5.1 When a child is born to a mother enrolled in Centennial Care, the hospital or
other provider shall complete a Notification of Birth, MAD Form 313, or its
successor, prior to or at the time of discharge. HSD shall ensure that upon
receipt of the MAD Form 313 the eligibility process is immediately commenced
and that upon completion of the eligibility process the newbom is enrolled into
his or her mother’s MCO.

4.2.5.2 Medicaid eligible newborns are eligible for a period of twelve (12) months,
starting with the month of birth. The newborn shall be enrolled retroactively to
the month of birth with the mother’s MCO.

4.2.5.3 When a Medicaid-eligible child is born to a mother on the New Mexico Health
Insurance Exchange and the mother’s Qualified Health Plan is also a Centennial

Care MCO, the newborn shall be enrolled retroactively to the month of birth
with that Centennial Care MCO.

4.2.5.4 When a Medicaid-eligible child is born to a mother on the New Mexico Health
Insurance Exchange and the mother’s Qualified Health Plan is not a Centennial
Care MCO, the newborn shall be auto assigned and enrolled in a Centennial
Care MCO (in accordance with Section 4.2.4 of this Agreement) retroactively to
the month of birth. The mother shall have one (1) opportunity anytime during
the ninety (90) Calendar Days from the effective date of enrollment to change
the newborn’s MCO assignment.

4.2.5.5 Newboms are not considered part of the retroactive reconciliation period if the
mother of the newborn is enrolled in Centennial Care and is not considered in
the retroactive period at the time of delivery.

4.2.6 Non-Discrimination

The CONTRACTOR shall accept Recipients in accordance with 42 C.F.R. § 434.25
and will not discriminate against, or use any policy or practice that has the effect of
discriminating against, an individual on the basis of (i) health status or need for
services or (ii) race, color, national origin, ancestry, spousal affiliation, sexual
orientation and/or gender identity.

4.2.7 Enrollment Limits
HSD reserves the right to limit enrollment in the CONTRACTOR’s MCO.
4.2.8 Effective Date of Enrollment

4.2.8.1 Current Medicaid Recipients. The effective date of enrollment for Recipients
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who are enrolled in accordance with Section 4.2.2 of this Agreement shall be
Go-Live.

New Medicaid Recipients. The effective date of enrollment for Recipients who
are enrolled in accordance with Section 4.2.3 of this Agreement is the first day
of the month in which the Recipient’s eligibility becomes effective.

At HSD’s discretion, the effective date of enrollment pursuant to Section

4.2.8.2 of this Agreement may be modified during the term of this Agreement.
HSD will notify the CONTRACTOR of any changes to the effective date of
enrollment and related processes at least ninety (90) Calendar Days prior notice.

4.2.9 Enrollment Period

4.2.9.1

Changing MCOs During the Ninety (90) Calendar Day Change Period. After
enrolling in the CONTRACTOR’s MCO (whether as the result of selection or
auto assignment), Members shall have one (1) opportunity anytime during the
ninety (90) Calendar Day period immediately following the effective date of
enrollment with the CONTRACTOR’s MCO to request to change MCOs. After
exercising this right to change MCOs, a Member shall remain with the MCO
until the annual choice period described in Section 4.2.9.2 of this Agreement,
unless disenrolled in accordance with Section 4.3 of this Agreement.

4.2.9.2 Annual Choice Period. HSD shall provide an opportunity for Members to

change MCOs every twelve (12) months at the time of the Member’s
redetermination. Members who do not select another MCO during their annual
choice period will be deemed to have chosen to remain with their current MCO.
Members who select a new MCO during their annual choice period shall have
one (1) opportunity anytime during the ninety (90) Calendar Day period
immediately following the effective date of enrollment in the newly selected
MCO to request to change MCOs.

4.2.10 Transfers from Other MCOs

4.2.10.1

4.2.10.2

The CONTRACTOR shall accept all Members transferring from any MCO as
authorized by HSD. The transfer of membership may occur at any time during
the year. The CONTRACTOR shall not be responsible for payment of any
Covered Services incurred by Members transferred to the CONTRACTOR prior
to the effective date of transfer to the CONTRACTOR.

The CONTRACTOR shall develop policies and procedures for a mass transfer
of Members either to another MCO or into the CONTRACTOR’s MCO to be
reviewed and approved by HSD. The mass transfer process shall be initiated by
HSD upon sixty (60) Calendar Days written notice by HSD when HSD
determines for reasonable cause that the transfer of the CONTRACTOR’s
Members from the CONTRACTOR to another MCO is required.
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4.2.11 Enrollment Data

4.3
43.1

4.2.11.1 The CONTRACTOR shall receive, process, and update enroliment files from

HSD. Enrollment data shall be updated or uploaded to the CONTRACTOR’s
eligibility/enrollment database(s) within twenty-four (24) hours of receipt from
HSD to ensure that the CONTRACTOR complies with Section 4.20.2.6.1 of
this Agreement.

Disenrollment

The CONTRACTOR shall not, under any circumstances, disenroll a Member. The
CONTRACTOR shall not request disenrollment because of a change in the Member's
health status, or because of the Member's utilization of medical services, diminished
mental capacity, or uncooperative or disruptive behavior resulting from his or her
special needs (except when his or her continued enrollment in the MCO, seriously
impairs the MCO's ability to furnish services to either this particular Member or other
Members).

4.3.2 Member Disenrollment Initiated by Member
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43.2.2
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A Member has the opportunity to change MCOs during the first ninety (90)
Calendar Days of a twelve (12) month period. After exercising change rights,
the Member shall remain with the CONTRACTOR until his or her twelve (12)
month period expires.

A Member may select another MCO during the Member’s annual choice period.

A Member may request to be disenrolled from the CONTRACTOR for cause at
any time, even during a lock-in period (see Section 4.22 of this Agreement).
The Member must submit a written request to HSD for approval. HSD must
respond no later than the first Calendar Day of the second month following the
month in which the Member files the request. If HSD does not respond, the
request will be deemed approved. The Member will have access to HSD’s Fair
Hearing process if he/she is dissatisfied with the determination denying the
request to disenroll. The following are causes for Member initiated
disenrollment:

43.2.3.1 The Member moves out of the State of New Mexico;

4.3.2.3.2 The CONTRACTOR does not, because of moral or religious objections,

cover the service the Member seeks;

43.233 If HSD imposes intermediate sanctions on the CONTRACTOR in

accordance with Section 7.3.3 of this Agreement;

4.3.2.3.4 If the Member is automatically re-enrolled under 42 C.F.R. § 438.56(g) if

temporary loss of Medicaid eligibility caused the Recipient to miss the
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Recipient’s annual disenrollment opportunity during the annual choice
period,;

The Member needs related services (for example a cesarean section and a
tubal ligation) to be performed at the same time, not all related services are
available within the network, and the Member’s PCP or another provider
determines that receiving the services separately would subject the
Member to unnecessary risk;

Where a Member’s residential or employment supports provider is leaving
the Contractor’s MCO, a Member may switch MCOs at any time within
ninety (90) Calendar Days from the date of notice of the provider
departure from the MCO. If a requested transfer cannot be arranged within
ninety (90) Calendar Days, the Member must be permitted to remain in
his/her current residence until an appropriate transfer arrangement can be
made. If the residential or employment supports provider goes out of
business or no longer meets provider requirements, the Contractor must
assist the Member in locating a new provider or the Member may switch
MCOs; or

Other reasons, including but not limited to, poor quality of care, lack of
access to Covered Services, or lack of access to providers experienced in
dealing with the Member's health care needs.

4.3.3 Member Disenrollment Initiated by HSD
4.3.3.1 HSD may disenroll a Member if:

433.1.1
433.1.2

The Members loses Medicaid eligibility; or

At any point in the Fair Hearing process when it is determined that such
removal is in the best interest of the Member and/or HSD.

4.3.4 Effective Date of Disenrollment

All HSD approved disenrollment requests shall be effective on or before the first
Calendar Day of the second month following the month of the request for
disenrollment unless otherwise indicated by HSD. In all instances, the effective date
shall be indicated on the termination record sent by HSD to the CONTRACTOR.

4.3.5 The CONTRACTOR shall immediately update its enrollment roster based on any
changes made in accordance with this Section 4.3 of this Agreement.

4.4 Care Coordination

4.4.1 General

4.4.1.1 The CONTRACTOR shall provide care coordination that complies with 42
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C.F.R. § 438.208 and all requirements of this Agreement.

4.4.12 The CONTRACTOR shall design and implement care coordination that
includes the following steps (each step is further addressed in this Section 4.4 of
this Agreement):

44.1.2.1 Perform Health Risk Assessments and determine initial
placement in care coordination level;

44.1.2.2 Place Members in care coordination levels in accordance with
standards in Section 4.4.3 of this Agreement;

4.4.1.2.3 Perform comprehensive needs assessments (including level of
care) for those Members who meet the conditions in Section
4.4.5 of this Agreement;

44.1.2.4 Determine the Members’ physical, Behavioral Health, Long-
Term Care needs utilizing information from the assessment
process;

44.12.5 Develop and implement a CCP based on the Member’s
individual needs and preferences in accordance with Section 4.4.9
of this Agreement;

4.4.1.2.6 Deliver on-going care coordination services based on the
Member’s assessed need and in accordance with the CCP and
contractual obligations for frequency of contact with the Member
in accordance with Section 4.4.10; and

4.4.1.2.7 Continuously assess and respond to Members’ needs for services
and assistance.

4.4.1.3 The CONTRACTOR shall ensure that the CSA is included in care coordination
processes described in this Section 4.4 including comprehensive needs
assessments and care planning for those Members who utilize CSAs. For
further information on CSAs, please refer to Section 4.8.10 of this Agreement.

4.4.14 In coordinating Members’ care, the CONTRACTOR shall ensure that each
Member’s privacy is protected consistent with the State and federal
confidentiality requirements, including those listed in 45 C.F.R. Parts 160 and
164 and 42 C.F.R. Part 2.

4.4.1.5 Each Member has the right to refuse to participate in care coordination. In the
event a Member refuses, it shall be documented in the Member’s file.

4.4.2 Health Risk Assessment (HRA)
442.1 The CONTRACTOR shall conduct a Health Risk Assessment (HRA), per HSD
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guidelines and processes, for the purpose of (i) introducing the CONTRACTOR
to the Member, (ii) obtaining basic health and demographic information about
the Member, (iii) assisting the CONTRACTOR in determining the level of care
coordination needed by the Member, and (iv) determining the need for a nursing
facility level of care (NF LOC) assessment.

The HRA may be conducted by telephone or in-person.

During Steady State, the HRA shall be completed with each Member within
thirty (30) Calendar Days of the Member’s enrollment in the CONTRACTOR’s
MCO.

During the Transition Period, the HRA shall be completed as follows:

44.2.4.1 For all Members who become eligible for New Mexico Medicaid
on January 1, 2014 or later, the CONTRACTOR shall
conduct the HRA within thirty (30) Calendar Days of the
Member’s enrollment. For all other Members, the
CONTRACTOR shall conduct the HRA and, if required, a
comprehensive needs assessment and a CCP (further described
below) within one-hundred eighty (180) Calendar Days
following the Member’s enrollment.

44242 The CONTRACTOR shall send the Member written
notification within ten (10) Calendar Days of receiving the
Member’s enrollment file that explains how the Member can
reach the care coordination unit for assistance with concerns or
questions pending the HRA and comprehensive needs assessment
process.

The CONTRACTOR shall use an HRA approved by HSD as well as any
available utilization and Claims data to identify a Member’s current and
emergency needs related to care coordination. At a minimum, the following
must be performed as part of the HRA:

4.4.2.5.1 Verify name, address, telephone number and Medicaid number;

4.4.2.5.2 Request current or past physical and Behavioral Health conditions
or diagnoses;

4.4.2.5.3 Identify any pending physical or Behavioral Health procedures;

44254 Obtain date of most recent physical examination, medical
appointment or emergency room visit;

4.42.5.5 Request information about the Member’s interest in receiving care
coordination;









