




































































































































































































































































































































































































APPENDIX A 
 

BENEFITS/SERVICES 
EXCLUDED BENEFITS 

AND 
VALUE ADDED BENEFITS/SERVICES 

 
BENEFITS/SERVICES 
 
The CONTRACTOR shall be required to provide a comprehensive coordinated and fully 
integrated system of health care, long-term and social and community services to 
Members.  The CONTRACTOR does not have the option of deleting benefits from the 
defined CLTS benefit package. 
 
Behavioral health services provided by the CONTRACTOR’s Network Providers will be 
covered by the CONTRACTOR even when the primary diagnosis is a behavioral health 
diagnosis.  All prescriptions for drugs written by the CONTRACTOR’s providers shall 
be paid for by the CONTRACTOR including drugs used to treat behavioral health 
conditions.  Facility costs, including emergency room costs, will be covered by the 
CONTRACTOR when billed on an acute care/general hospital facility claim form, 
including behavioral health services provided by hospital staff. 
 
Laboratory and Radiology Service costs shall be the responsibility of the 
CONTRACTOR when a Behavioral Health provider orders lab or radiology work that is 
performed by an outside, independent laboratory or radiology facility, including those lab 
and radiology services provided for persons within a psychiatric unit, a freestanding 
psychiatric hospital or the UNM Psychiatric emergency room. 
 
Lab and radiology services shall be the responsibility of the SE when they are provided 
within and billed by a free standing psychiatric hospital, a PPS exempt unit of a general 
acute care hospital or UNM Psychiatric Emergency Room.  In the event that a 
psychiatrist orders lab work but completes that lab work in their office/facility and bills 
for it, the SE is responsible for payment. 
           
To facilitate proper adjudication of these claims, HSD/MAD will provide, or will require 
the SE to provide, an SE provider file to the CONTRACTOR to identify SE providers.     
 
The following services are included in the covered benefit package of the Agreement, as 
currently defined and referenced herein, with reference made to those services provided 
for in the State’s 1915(c) waiver: 
 
“Adult Day Health Services” are generally provided for two or more hours per day on a 
regularly scheduled basis, for one or more days per week, by a licensed adult day-care, 
community-based facility that offers health and social services to assist Members to 
achieve optimal functioning.  Private Duty Nursing Services and Skilled Maintenance 
Therapies (physical, occupational and speech) may be provided in conjunction with Adult 
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Day Health Services, by the Adult Day Health provider or by another provider.  The 
Private Duty Nursing and Skilled Maintenance Therapies must be provided in a private 
setting at the facility.  This is a 1915(c) waiver service. 
 
“Ambulatory Surgical Services” includes surgical services rendered in an ambulatory 
surgical center setting as set forth in HSD/MAD regulations, 8.324.10 NMAC, 
AMBULATORY SURGICAL CENTER SERVICES. 
 
“Anesthesia Services” includes anesthesia and monitoring services necessary for the 
performance of surgical or diagnostic procedures set forth in HSD/MAD regulations, 
8.310.5, NMAC, ANESTHESIA SERVICES. 
 
“Assisted Living Services” are residential services that include personal support 
services, companion services, assistance with medication administration as set forth in 
Department of Health regulations, 7.8.2 RESIDENTIAL HEALTH FACILITIES.  This is 
a 1915(c) waiver service. 
 
“Audiology Services” includes audiology services as set forth in HSD/MAD regulations, 
8.324.6 NMAC, HEARING AIDS AND RELATED EVALUATION. 
 
“Case Management Services” includes the following: 
 

(1) Case Management Services for Pregnant Women and their Infants, as set 
forth in HSD/MAD regulations, 8.326.3; 

 
(2) Case Management Services for Traumatically Brain Injured Adults, as set 

forth in HSD/MAD regulations, 8.326.5; 
 

(3) Case Management Services for Children up to age (3) years, as set forth in 
HSD/MAD regulations, 8.326.6; 

 
(4) Case Management Services for Medically at Risk, as set forth in 

HSD/MAD regulations, 8.320.5; 
 
Case Management Services does not include the Case Management Services provided to 
Developmentally Disabled Children age zero to three years of age who are receiving 
early intervention services, or Case Management provided by CYFD, defined as Child 
Protective Services Management. 
 
“Community Transition Goods and Services” and “Community Relocation Specialist 
Services” are set forth in detail in Appendix C.  This is a 1915(c) waiver service. 
  
“Dental Services” includes dental services as set forth in HSD/MAD regulations, 8.310.7 
NMAC, DENTAL SERVICES. 
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“Diagnostic Imaging and Therapeutic Radiology Services” includes medically 
necessary diagnostic imaging and radiology services set forth in HSD/MAD regulations, 
8.324.3 NMAC, DIAGNOSTIC IMAGING AND THERAPEUTIC RADIOLOGY 
SERVICES. 
 
“Dialysis Services” includes medically necessary dialysis services as set forth in 
HSD/MAD regulations, 8.325.2 NMAC, DIAYLSIS SERVICES.  Dialysis providers 
shall assist Members in applying for and pursuing final Medicare eligibility 
determination. 
 
“Durable Medical Equipment and Medical Supplies” includes the purchase, delivery, 
maintenance and repair of equipment, oxygen and oxygen administration equipment, 
nutritional products, disposable diapers, and disposable supplies essential for the use of 
the equipment as set forth in HSD/MAD regulations, 8.324.5 NMAC, DURABLE 
MEDICAL EQUIPMENT AND MEDICAL SUPPLIES. 
 
“Emergency Response Services” provide an electronic device that enables Members to 
secure help in an emergency.  The Member may also wear a portable “help” button to 
allow for mobility.  The system is connected to the Member’s phone and programmed to 
signal a response center when the “help” button is activated.  The response center is 
staffed by trained professionals.  Emergency Response Services include installing, testing 
and maintaining equipment; training Members, caregivers, and first responders on the use 
of the equipment; twenty-four (24) hour monitoring for alarms; checking systems 
monthly or more frequently, if warranted by electrical outages, severe weather, etc.; and 
reporting Member emergencies and changes in the Member’s condition that may affect 
service delivery.  Emergency categories consist of emergency response, emergency 
response high need, and emergency response installation/disconnect.  This is a 1915(c) 
waiver service. 
 
“Emergency Services” includes emergency and post-stabilization care services.  
Emergency Services are inpatient and outpatient services that are furnished by a provider 
that is qualified to furnish these services and which are needed to evaluate or stabilize an 
emergency condition.  An emergency condition shall meet the definition of emergency as 
set forth in HSD/MAD regulations, 8.305.1.7 NMAC.  The CONTRACTOR shall not 
limit what constitutes an emergency medical condition on the basis of lists of diagnosis or 
symptoms.  Emergency Services shall be provided in accordance with HSD/MAD 
regulations, 8.305.7.11(F) NMAC.  Post-stabilization care services are Covered Services 
related to an emergency condition that are provided after a Member is stabilized in order 
to maintain the stabilized condition or to improve or resolve the Member’s condition, 
such that within reasonable medical probability, no material deterioration of the 
Member’s condition is likely to result from or occur during discharge of the Member or 
transfer of the Member to another facility. 
 
“Environmental Modifications” include the purchase and/or installation of equipment 
and/or making physical adaptations to an Member’s residence that are necessary to 
ensure the health, welfare, and safety of the Member or enhance the level of the 
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Member’s independence.  Adaptations include the installation of ramps and grab-bars; 
widening of doorways/hallways; installation of specialized electric and plumbing systems 
to accommodate medical equipment and supplies; lifts/elevators; modification of 
bathroom facilities (roll-in showers, sink, bathtub, and toilet modifications, water faucet 
controls, floor urinals and bidet adaptations and plumbing); turnaround space adaptations; 
specialized accessibility/safety adaptations; additions; trapeze and mobility tracks for 
home ceilings; automatic door openers/doorbells; voice-activated, light-activated, 
motion-activated, and electronic devices; fire safety adaptations; air-filtering devices; 
heating/cooling adaptations; glass substitute for windows and doors; modified switches, 
outlets, or environmental controls for home devices; and alarm and alert systems and/or 
signaling devices.  All Environmental Modifications shall be provided in accordance with 
applicable federal, state laws and regulations, and local building codes. 
 
The CONTRACTOR must ensure proper design criteria is addressed in planning and 
design of the adaptation, provide or secure licensed contractor(s) or approved vendor(s) 
to provide construction/remodeling services, provide administrative and technical 
oversight of construction projects, provide consultants to family members, waiver 
providers, and contractors concerning environmental modification projects to the 
Member’s residence, and inspect the final environmental modification project to ensure 
that the adaptations meet the approved plan submitted for environmental adaptation.  This 
is a 1915(c) waiver service. 
 
“EPSDT Services” includes the delivery of the Federally mandated EPSDT services as 
set forth in HSD/MAD regulations, 8.320.2 NMAC, EPSDT Services, and the following: 
 

(1) “EPSDT Private Duty Nursing” includes private duty nursing for the 
EPSDT population as set forth in HSD/MAD regulations, 8.323.4 NMAC, 
EPSDT PRIVATE DUTY NURSING SERVICE.  The services shall 
either be delivered in the Member’s home or the school setting. 

 
(2) “EPSDT Personal Care” includes medically necessary personal care 

services furnished to Members under twenty-one (21) years of age as part 
of EPSDT as set forth in HSD/MAD regulations, 8.323.2 NMAC. 

 
(3) “Tot-to-Teen Health Checks” requires the CONTRACTOR to adhere to 

the periodicity schedule to ensure that eligible Members receive EPSDT 
screens (Tot-to-Teen Health Checks), including: 

 
(A) education of and outreach to Members regarding the importance of 

health checks; 
 

(B) development of a proactive approach to ensure that the services are 
received by Members; 

 
(C) facilitation of appropriate coordination with school-based 

providers; 
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(D) development of a systematic communication process with 

CONTRACTOR’s Network Providers regarding screens and 
treatment coordination for Members; 

 
(E) process to document, measure, and ensure compliance with the 

periodicity schedule; and 
 

(F) development of a proactive process to ensure the appropriate 
follow-up evaluation, referral, and/or treatment, especially early 
intervention for mental health conditions, vision and hearing 
screening and current immunizations. 

 
“Experimental Technology”  The CONTRACTOR shall not deem a technology or its 
application experimental, investigational, or unproven and deny coverage unless that 
technology or its application is within the definition of “experimental, investigational, or 
unproven” as set forth in HSD/MAD regulations, 8.325.6 NMAC, EXPERIMENTAL OR 
INVESTIGATIONAL PROCEDURES TECHNOLOGIES OR NON-DRUG 
THERAPIES. 
 
“Health Education and Preventive Care”  The CONTRACTOR shall: 
 

(1) provide a continuous program of health education without cost to 
Member.  Such a program includes publications (e.g., brochures, 
newsletters, email updates), media (e.g., films, videotapes, DVDs), 
presentations (e.g., seminars, lunch-and-learn sessions), and class room 
instruction; 

 
(2) provide programs of wellness education.  Additional programs may be 

provided which address the social and physical consequences of high-risk 
behaviors; 

 
(3) make preventive services available to Members.  The CONTRACTOR 

shall periodically remind and encourage Members to use benefits, 
including physical examinations, which are available and designed to 
prevent illness (e.g., HIV counseling and testing for pregnant women); 

 
(4) initiate targeted prevention initiatives for Members with acute and chronic 

disease, such as influenza and pneumococcal vaccinations, fecal occult 
blood testing, and eye and hearing examinations; and 

 
(5) develop policies and procedures which encourage Home Safety 

Evaluations be performed proactively on all at-risk Members transitioning 
from institutions to community settings. 
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“Home Health Services” includes home health services set forth in HSD/MAD 
regulations, 8.325.9 NMAC, HOME HEALTH SERVICES. 
 
“Hospice Services” includes hospice services set forth in HSD/MAD regulations, 
8.325.4 NMAC, HOME HEALTH SERVICES. 
 
“Hospital Outpatient Services” includes hospital outpatient services for preventive, 
diagnostic, therapeutic, rehabilitative, or palliative medical services as set forth in 
HSD/MAD regulations, 8.311.2, NMAC, OUTPATIENT COVERED SERVICES. 
 
“Inpatient Hospital Services” includes hospital inpatient acute care, procedures, and 
services as set forth in HSD/MAD regulations, 8.311.2 NMAC, HOSPITAL SERVICES.  
The CONTRACTOR shall comply with the maternity length of stay defined in HIPAA.  
Coverage for a hospital stay following a normal vaginal delivery may generally not be 
limited to less than forty-eight (48) hours for both the mother and newborn child.  Health 
coverage for a hospital stay in connection with childbirth following a cesarean  section 
may generally not be limited to less than ninety-six (96) hours for both the mother and 
newborn child. 
 
“Laboratory Services” includes all laboratory services provided according to the 
applicable provisions of CLIA as set forth in HSD/MAD regulations, 8.324.2 NMAC, 
LABORATORY SERVICES. 
 
“Nursing Facilities” includes services provided in nursing facilities or hospital swing 
beds to Members expected to reside in those facilities as set forth in HSD/MAD Program 
Manual MAD-731, NURSING FACILITIES and MAD-723, SWING BED 
HOSPITALS. 
 
“Nutritional Services” includes nutritional services furnished to pregnant women and 
children set forth in HSD/MAD regulations, 8.324.9 NMAC, NUTRITIONAL 
SERVICES. 
 
“Occupational Therapy Services” promote fine motor skills, coordination, sensory 
integration, and/or facilitate the use of adaptive equipment or other assistive technology.  
Specific services include: teaching of daily living skills; development of perceptual motor 
skills and sensory integrative functioning; design, fabrication, or modification of assistive 
technology or adaptive devices; provision of assistive technology services; design, 
fabrication, or applying selective orthotic or prosthetic devices or selecting adaptive 
equipment; use of specifically designed crafts and exercise to enhance function; training 
regarding OT activities; and consulting or collaborating with other service providers or 
family members, as direct by the Member. 
 
“Personal Care Option Services” including the Personal Care Option Services as 
defined in HSD/MAD regulations, 8.315.4 NMAC, PERSONAL CARE OPTION 
SERVICES. 
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“Pharmacy Services” includes all pharmacy and related services as set forth in 8.324.4 
NMAC, PHARMACY SERVICIES.  The CONTRACTOR’s Preferred Drug List (PDL) 
shall use the following guidelines: 
 

(1) there is at least one (1) representing drug for each of the categories in the 
First Data Bank Blue Book; 

 
 (2) generic substitution shall be based on AB Rating and/or clinical need; 
 

(3) for a multiple source, brand name product within a therapeutic class, the 
CONTRACTOR may select a representative drug; 

 
(4) the PDL shall follow the CMS special guidelines relating to drugs used to 

treat HIV infection; 
 

(5) the PDL shall include coverage of certain over the counter (OTC) drugs by 
a licensed practitioner; and 

 
(6) the CONTRACTOR shall implement an appeals process for practitioners 

who think that an exception to the PDL shall be made for an individual 
Member. 

 
In addition: 
 

(1) the CONTRACTOR shall use a PDL developed with consideration of the 
clinical efficiency, safety and cost effectiveness of drug items and shall 
provide medically appropriate drug therapies for Members.  Drug items 
not on the PDL must be considered for coverage on a prior authorization 
basis.  Atypical antipsychotic medications must be available in the same 
manner as conventional antipsychotic medications for the treatment of 
severe mental illness, including schizophrenia, clinical depression, bipolar 
disorder, anxiety-panic disorder and obsessive-compulsive disorder.  In 
compliance with State law, HSD/MAD will be creating a single Medicaid 
PDL to be used by all HSD/MAD Medicaid contractors for all Medicaid 
programs.  HSD/MAD will require the CONTRACTOR to deliver a 
pharmacy benefit package using a single Medicaid PDL; 

 
(2) the CONTRACTOR shall coordinate as necessary with the SE when 

administering the pharmacy services, to ensure that Member and provider 
questions are appropriated directed.  The CONTRACTOR shall edit 
pharmacy claims to ensure that any authorizations given and claims paid 
are within the scope of the responsibility of the CONTRACTOR or the 
CONTRACTOR’s pharmacy subcontractor, and appropriately inform 
Members or providers when the claims within the scope of the 
responsibility of the SE for behavioral health services.  Such 
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determinations will be primarily based on the prescriber and other criteria 
as may be provided by the State; 

 
(3) the CONTRACTOR shall maintain written policies and procedures 

governing its drug utilization review (DUR) program, in compliance with 
Federal and State law and regulations; 

 
(4) the CONTRACTOR shall coordinate the delivery of the pharmacy benefit 

when Medicare Part D is the primary coverage; and 
 

(5) the CONTACTOR shall ensure that any Member who takes nine (9) or 
more different prescription medications has their medications reviewed by 
a medical clinician for appropriateness and the identification and 
correction of potentially harmful practices and shall document this review 
in the Member’s chart at least every six (6) months. 

  
“Physical Health Services” includes primary (including those provided in school-based 
settings) and specialty physical health services provided by a licensed practitioner 
performed within the scope of practice as defined by State law and as set forth in 
HSD/MAD regulations, 8.310.2.9, NMAC, MEDICAL SERVICES PROVIDERS; 
8.310.9, NMAC, MIDWIFE SERVICES, including attending out of hospital births and 
other related birthing services performed by certified nurse midwives or direct-entry 
midwives licensed by the State of New Mexico which are either: (1) validly contracted 
with, and fully credentialed by, CONTRACTOR; or (2) are validly contracted with 
HSD/MAD.  A licensed midwife shall only be considered validly contracted with 
HSD/MAD if all agreements and documents required by HSD/MAD, or the 
CONTRACTOR have been executed and approved.  See also, HSD/MAD regulations, 
8.310.11, NMAC, PODIATRY SERVICES; 8.310.3 NMAC, RURAL HEALTH 
CLINIC SERVICES; AND 8.310.4 NMAC, FEDERALLY QUALIFIED HEALTH 
CENTER SERVICES. 
 
“Physical Therapy Services” promote gross/fine motor skills, facilitate independent 
functioning and/or prevent progressive disabilities.  Specific services include: 
professional assessment(s), evaluation(s), and monitoring for therapeutic purposes; 
physical therapy treatments and interventions; training regarding PT activities, use of 
equipment and technologies or any other aspect of the Member’s physical therapy 
services; designing, modifying, or monitoring use of related environmental 
modifications; designing, modifying, and monitoring use of related activities supportive 
to the ISP goals and objectives; and consulting and collaborating with other service 
providers of family members, as directed by the Member. 
 
“Pregnancy Termination Services” includes coverage of pregnancy terminations for 
rape, incest and endangerment to the life of the mother as allowed per 42 C.F.R. 
§441.202.  A certification from the Network Provider must be provided prior to payment. 
 

 8



“Preventive Health Services”  Unless a Member refuses offered services, and such 
refusal is documented, the CONTRACTOR shall provide, to the extent necessary, the 
services described herein.  Member refusal is defined to include both failure to consent 
and refusal to access care.  Preventive Health Services include: 
 

(1) Immunizations.  The CONTRACTOR shall ensure that, within six (6) 
months of enrollment, Members are immunized and current according to 
the type and schedule provided by the most current version of the 
Recommendations of the Advisory Committee on Immunization Practices, 
Centers for Disease Control and Prevention, Public Health Service, United 
States Department of Health and Human Services.  This may be done by 
providing the necessary immunizations or by verifying the immunization 
history by a method deemed acceptable by the ACIP.  “Current” is defined 
as no more than four (4) months overdue. 

 
(2) Screens.  The CONTRACTOR shall ensure that, to the extent possible, 

within six (6) months of enrollment or within six (6) months of a change 
in the standard, asymptomatic Members receive and are current for at least 
the following Screening Services.  The CONTRACTOR shall require its 
Network Providers to perform the appropriate interventions based on the 
results of the screens.  “Current” is defined as no more than four (4) 
months overdue. 

 
(A) Screening for Breast Cancer.  Female Members age forty (40) 

through sixty-nine (69) years of age who are not at high risk for 
breast cancer shall be screened every one to two years by 
mammography alone or by mammography and annual clinical 
breast examination.  Female Members at high risk for developing 
breast cancer shall be screened as often as clinically indicated. 

 
(B) Screening for Cervical Cancer.  Female Members with a cervix 

shall receive cytopathology testing starting at the onset of sexual 
activity, but at least by twenty-one (21) years of age, and every 
three (3) years thereafter until reaching sixty-five (65) years of age, 
if prior testing has been consistently normal and the Member has 
been confirmed to be not at high risk.  If the Member is at high 
risk, the testing frequency shall be at least annual. 

 
(C) Screening for Colorectal Cancer.  Members aged fifty (50) years 

and older at normal risk for colorectal cancer shall be screened 
with annual fecal occult blood testing or sigmoidoscopy 
colonoscopy or double contrast barium at a periodicity determined 
by the CONTRACTOR. 

 
(D) Blood Pressure Measurement.  Members of all ages shall receive 

a blood pressure measurement as medically indicated. 
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(E) Serum Cholesterol Measurement.  Male Members aged thirty-

five (35) and older and Female Members aged forty-five (45) and 
older who are at normal risk for coronary heart disease shall 
receive serum cholesterol and HDL cholesterol measurement every 
five (5) years.  Adults aged twenty (20) and older with risk factors 
for coronary artery disease shall have serum cholesterol and HDL 
cholesterol measurements as clinically indicated. 

 
(F) Screening for Obesity.  All Members shall receive annual body 

weight and height measurements to be used in conjunction with a 
calculation of the Body Mass Index or referenced to a table of 
recommended weights. 

 
(G) Screening for Elevated Lead Levels.  Members aged nine (9) to 

fifteen (15) months old (ideally twelve (12) months old) shall 
receive a blood lead measurement at least once. 

 
(H) Screening for Type 2 Diabetes.  Members with one or more of 

the following risk factors shall be screened.  Risk factors include a 
family history of diabetes (parent or sibling with diabetes); obesity 
(more than 20% over desired weight or BMI greater than 27 
kg/m2); race/ethnicity (e.g., Hispanic, Native American, African 
American, Asian-Pacific Islander); previously identified impaired 
fasting glucose or impaired glucose tolerance; hypertension 
(greater than 140/90 mmHg); HDL cholesterol level lower than 35 
mg/dl and triglyceride level greater than 250 mg/dl; history of 
gestational diabetes mellitus (GDM) or delivery of babies over 
nine pounds. 

 
(I) Screening for Tuberculosis.   Routine tuberculin skin testing shall 

not be required for all Members.  The following high risk persons 
shall be screened or previous screening noted: persons who 
immigrated from countries in Asia, Africa, Latin America or the 
Middle East in the preceding five (5) years; persons who have 
substantial contact with immigrants from those areas; migrant farm 
workers; and person who are alcoholic, homeless or injecting drug 
users; HIV-infected persons shall be screened annually.  Members 
whose screening tuberculin test is positive (greater than 10 mm. of 
induration) must be referred to the local public health office in 
their community of residence for contact investigation. 

 
(J) Screening for Rubella.  Female Members of childbearing ages 

shall be screened for rubella susceptibility by history of 
vaccination or by serology at their first clinical encounter in an 
office setting. 
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(K) Screening for Visual Impairment.  Members three (3) to four (4) 

years of age shall be screened at least once for amblyopia and 
strabismus by physical examination and a stereo acuity test. 

 
(L) Screening for Hearing Impairment.  Members fifty (50) years 

and older shall be routinely screened for hearing impairment by 
questioning them about their hearing. 

 
(M) Screening for Problem Drinking and Substance Abuse.  

Adolescent and adult Members shall be screened at least once by a 
careful history of alcohol use and/or the use of a standardized 
screening questionnaire such as the Alcohol Use Disorders 
Identification Test (AUDIT) or the four-question CAGE 
Instrument and the Substance Abuse Screening and Severity 
Inventory (SASSI).  The frequency of screening shall be 
determined by the results of the first screen and other clinical 
indications.  Members shall be referred to the SE as warranted. 

 
(N) Prenatal Screening.  Pregnant Members shall be screened for 

preeclampsia, D (Rh) Incompatibility Down syndrome, neural tube 
defects, and hemogloginopathies, vaginal and rectal Group B 
Streptococcal infection, and counseled and offered testing for HIV. 

 
(O) Screening for Chlamydia.  All sexually active female Members 

age twenty-five (25) or younger shall be screened for Chlamydia.  
All female Members over age twenty-five (25) shall be screened 
for Chlamydia if they inconsistently use carrier contraception have 
more than one sexual partner or have had a sexually transmitted 
disease in the past. 

   
(P) Behavioral Health Screening.  During an encounter with a PCP, a 

behavioral health screen shall occur. 
 
 The CONTRACTOR shall ensure that clinically appropriate follow-up and/or 

intervention is performed when indicated by the screening results and that this is 
done using the guidance provided in the Guide Preventive Services, Report of the 
U.S. Preventive Services Task Force, Second Edition, Shalliams and Wilkins, 
1996. 

 
(3) Tot-to-Teen Health Checks.  The CONTRACTOR shall operate a Tot-

to-Teen Health check program for Members up to twenty-one (21) years 
of age to ensure the delivery of the Federally mandated EPSDT services.  
Within six (6) months of enrollment, the CONTRACTOR shall endeavor 
to ensure the eligible Members (up to age twenty-one) are current 
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according to the screening schedule in EPSDT services, set forth in 
HSD/MAD regulations, 8.320.3 NMAC. 

 
(4) Counseling Services.  The CONTRACTOR shall provide to applicable 

asymptomatic Members counseling on the following unless Member 
refusal is documented: to prevent tobacco use, to promote physical 
activity, to promote a health diet, to prevent osteoporosis and heart disease 
in menopausal female Members, citing the advantages and disadvantages 
of calcium and hormonal supplementation, to prevent motor vehicle 
injuries, to prevent household and recreational injuries, to prevent dental 
and periodontal disease, to prevent HIV infection and other sexually 
transmitted diseases, and to prevent unintended pregnancies. 

 
(5) Health Advisor Telephone Hotline.  The CONTRACTOR shall provide 

a toll-free health advisor hotline, which shall provide at least the 
following: 

 
(A) general health information on topics appropriate to the various 

Medicaid populations, including those with severe and chronic 
conditions; 

 
(B) clinical assessment and triage to evaluate the acuity and severity of 

the Member’s symptoms and make the clinically appropriate 
referral; and 

 
(C) pre-diagnostic and post-treatment care decision assistance based on 

symptoms. 
 
 The CONTRACTOR must participate in and provide appropriate 

financing for the statewide twenty-four (24) hour nurse hotline, unless 
significantly less costly options exist and are approved by the State. 

 
(6) Family Planning Policy.  The CONTRACTOR shall have a written 

family planning policy.  This policy shall ensure that Members of the 
appropriate age of both sexes who seek family planning services shall be 
provided with counseling pertaining to the following: methods of 
contraception; evaluation and treatment of infertility; HIV and other 
sexually transmitted diseases and risk reduction practices; options for 
pregnant Members who do not wish to keep a child; and options for 
pregnant Members who may wish to terminate the pregnancy. 

 
(7) Prenatal Care Program.  The CONTRACTOR shall operate a proactive 

prenatal care program to promote early initiation and appropriate 
frequency of prenatal care consistent with the standards of the American 
College of Obstetrics and Gynecology.  The program shall include at least 
the following: 
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  (A) educational outreach to all Members of child-bearing ages; 
 

(B) prompt and easy access to obstetrical care, including providing an 
office visit with a practitioner within three (3) weeks of having a 
positive pregnancy test (laboratory or home) unless earlier care is 
clinically indicated; 

 
(C) risk assessment of all pregnant Members to identify high risk cases 

for special management; 
 
  (D) counseling which strongly advises voluntary testing for HIV; 
 

(E) case management services to address the special needs of Members 
who have a high risk pregnancy, especially if risk is due to 
psychosocial factors such as substance abuse or teen pregnancy; 

 
(F) screening for determination of need of a post-partum home visit; 

and 
 

(G) coordination with other services in support of good prenatal care, 
including transportation and other community services and referral 
to an agency that dispenses free or reduced price baby car seats. 

 
“Private Duty Nursing Services” include activities, procedures, and treatment for a 
physical condition, physical illness, or chronic disability.  Services include medication 
management, administration and teaching; aspiration precautions; feeding tube 
management; gastrostomy and jejunostomy; skin care; weight management; urinary 
catheter management; bowel and bladder care; wound care; health education; health 
screening; infection control; environment management for safety; nutrition management; 
oxygen management; seizure management and precautions; anxiety reduction; staff 
supervision; and behavior and self-care assistance.  This is a 1915(c) waiver service. 
 
“Prosthetics and Orthotics” includes prosthetic and orthotic services as set forth in 
HSD/MAD regulations, 8.324.8 NMAC, PROSTHETICS AND ORTHOTICS. 
 
“Rehabilitation Services” includes inpatient and outpatient hospital and outpatient 
physical, occupational, and speech therapy services as set forth in HSD/MAD 
regulations, 8.325.8 NMAC, REHABILITATION SERVICES and licensed speech and 
language pathology services furnished under EPSDT program as set forth in HSD/MAD 
regulations, 8.323.5 NMAC, LICENSED SPEECH AND LANGUAGE 
PATHOLOGISTS. 
 
“Reproductive Health Services” includes reproductive health services as set forth in 
HSD/MAD regulations, 8.325.3 NMAC, REPRODUCTIVE HEALTH SERVICES.  The 
CONTRACTOR shall provide Members with sufficient information to allow them to 
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make informed choices including the types of family planning services available; the 
Member’s right to access these services in a timely and confidential manner; and the 
freedom to choose a qualified family planning.  A female Member shall have the right to 
self-refer to a women’s health specialist within the Network Providers for covered care 
necessary to provide women’s routine and preventive health care services.  This right to 
self-refer is in addition to the Member’s designated source of primary care if that source 
is not a women’s health specialist. 
 
“Respite Services” is provided to Members unable to care for themselves and are 
furnished on a short-term basis because of the absence or need for relief of those persons 
normally providing the care.  Respite Services may be provided in a Member’s home or 
in the community.  Services include assistance with routine activities of daily living (e.g., 
bathing, toileting, preparing or assisting with meal preparation and eating), enhancing 
self-help skills, and providing opportunities for leisure, play, and other recreational 
activities and to allow community integration.  This is a 1915(c) waiver service. 
 
“School-Based Services” includes evaluation and physical, speech and occupational 
therapy furnished in a school-based setting, but not when specified in the Individualized 
Education Plan (IEP) or the Individualized Family Service Plan (IFSP), as set forth in 
HSD/MAD regulations, 8.320.6 NMAC, SCHOOL-BASED SERVICES FOR 
RECIPIENTS UNDER 21 YEARS OF AGE. 
 
“Service Coordination” is person-centered and intended to support Members in pursing 
their desired life outcomes by assisting them in accessing support and services necessary 
to achieve the quality of life that they desire, in a safe and healthy environment.  Service 
Coordination assists Members in gaining access to needed CLTS waiver services, 
Medicaid State Plan services, and medical, social, educational, and other services, 
regardless of the funding source for the services to which access is needed.  This is both a 
1915(b) and 1915(c) waiver service. 
 
“Skilled Maintenance Therapy Services” include occupational services, physical 
therapy services and speech language therapy services.  This is a 1915(c) waiver service. 
 
“Special Rehabilitation Services” as set forth in HSD/MAD regulations 8.320.4 
NMAC, SPECIAL REHABILITATION SERVICES. 
  
“Speech Language Therapy Services” preserve abilities for independent function in 
communication; facilitate oral motor and swallowing function; facilitate use of assistive 
technology, and/or prevent progressive disabilities.  Specific services include: 
identification of communicative or oropharyngeal disorders and delays in the 
development of communication skills; prevention of communicative or oropharyngeal 
disorders and delays in the development of communication skills; development of eating 
of swallowing plans and monitoring their effectiveness; use of specifically designed 
equipment, tools, and exercises to enhance function; design, fabrication, or modification 
of assistive technology or adaptive devices; provision of assistive technology services; 
adaptation of the Member’s environment to meet his/her needs; training regarding SLT 
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activities; and consulting or collaborating with other service providers or family 
members, as directed by the Member. 
 
“Transplant Services” include the following: heart transplants, lung transplants, heart-
lung transplants, liver transplants, kidney transplants, autologous bone marrow 
transplants, allegoric bone marrow transplants and corneal transplants as set forth in 
HSD/MAD regulations, 8.325.5 NMAC, TRANSPLANT SERVICES, and 8.325.6 
NMAC, EXPERIMENTAL OR INVESTIGATIONAL PROCEDURES, 
TECHNOLOGIES, OR NON-DRUG THERAPIES. 
 
“Transportation Services” includes transportation services such as ground ambulance, 
air ambulance, taxicab and/or handivan, commercial bus, commercial air, meal, and 
lodging services, as indicated for medically necessary physical and behavioral health 
services as set forth in HSD/MAD regulations, 8.324.7 NMAC, TRANSPORTATION 
SERVICES.  In addition, CONTRACTOR must abide by New Mexico law and 
regulations, specifically NMSA 1978, §65-2-97(F), stating that rates paid by the 
CONTRACTOR to transportation providers are not subject to and are exempt from New 
Mexico Public Regulation Commission approved tariffs.  The CONTRACTOR is also 
required to coordinate, manage and be financially responsible for the delivery of the 
transportation benefit to Members receiving physical health services and/or behavioral 
health services.  The CONTRACTOR shall coordinate with the SE as necessary to 
perform this function.  Such coordination shall include: 
 

(1) receiving information from and providing information to the SE regarding 
Members and providers; 

 
(2) meeting with the SE to resolve provider and Member issues to improve 

services, communication and coordination; 
 

(3) contacting the SE, as necessary, to provide quality transportation services; 
and 

 
(4) maintaining and distributing statistical information and data as may be 

required. 
 
“Vision Services” includes vision services as set forth in HSD/MAD regulations, 
8.310.6, NMAC, VISION CARE SERVICES. 
 
SERVICES EXCLUDED FROM THE BENEFIT PACKAGE 
 
The following Services are not included in the benefit package.  Reimbursement for these 
services shall be made by the State on a fee-for-service basis: 
 
(1) Services provided to intermediate care facilities for the mentally retarded as set 

forth in HSD/MAD regulations, 8.313.2 NMAC, INTERMEDIATE CARE 
FACILITY FOR THE MENTALLY RETARDED. 
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(2) Emergency services to undocumented aliens as set forth in HSD/MAD 

regulations, 8.325.10 NMAC, EMERGENCY SERVICES FOR 
UNDOCUMENTED ALIENS. 

 
(3) Experimental and investigational procedures, technologies or non-drug therapies, 

as set forth in HSD/MAD regulations, 8.325.6 NMAC, EXPERIMENTAL OR 
INVESTIGATIONAL PROCEDURES, TECHNOLOGIES OR NON-DRUG 
THERAPIES. 

 
(4) Case management provided by CYFD, defined as Child Protective Services Case 

Management, as set forth in HSD/MAD regulations, 8.320.5, NMAC, EPSDT 
CASE MANAGEMENT. 

 
(5) Case management provided by ALTSD, as set forth in HSD/MAD regulations, 

8.326.7 NMAC, ADULT PROTECTIVE SERVICES CASE MANAGEMENT. 
 
(6) Case management provided by CYFD, as set forth in HSD/MAD regulations, 

8.326.8, CASE MANAGEMENT SERVICES FOR CHILDREN PROVIDED BY 
JUVENILE PROBATION AND PAROLE OFFICERS.  

 
(7) Services provided in the schools and specified in the Individualized Education 

Program (IEP) or Individualized Family Service Plan (IFSP), as set forth in 
HSD/MAD regulations, 8.320.6 NMAC, SCHOOL-BASED SERVICES FOR 
RECIPIENTS UNDER TWENTY-ONE YEARS OF AGE; and 

 
(8) Services provided to the Home and Community Based Waiver Services programs 

as set forth in HSD/MAD Program Manual, MAD 733 NMAC, HOME AND 
COMMUNITY BASED SERVICES WAIVERS for the Mentally Fragile waiver, 
the HIV/AIDS waiver, and the Developmentally Disabled waiver. 

 
VALUE ADDED BENEFITS/SERVICES 
 
The CONTRACTOR shall provide a schedule for implementing value added 
benefits/services pursuant to the CONTRACTOR’s proposal, such as a transitional 
benefit, and approved by the State.  All enhancements shall be identifiable and 
measurable through the use of unique payment and/or processing codes, approved by the 
State.  All enhanced benefits/services shall be: 
 
(1) three or more direct services and not be administrative in nature; 
 
(2) reasonably expected to be provided to three percent (3%) of the CLTS’ population 

in the aggregate; and 
 
(3) reported to the State in a format and frequency determined by the State. 
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APPENDIX B 
 

REPORTING REQUIREMENTS 
 

The CONTRACTOR shall provide to the State managerial, financial, utilization and 
quality reports.  The content, format, and schedule for submission shall be determined by 
the State in advance for the financial reporting period and shall conform to reasonable 
industry and/or to CMS standards.  The State may also require the CONTRACTOR to 
submit non-routine ad hoc reports, provided that the State shall pay the CONTRACTOR 
to produce any non-routine ad hoc reports that require a significant amount of time, 
resources or effort on the part of the CONTRACTOR.  The State shall notify 
CONTRACTOR, in writing, of changes to required reports at least thirty (30) business 
days prior to implementing and reporting changes.  The CONTRACTOR shall be held 
harmless if the State fails to meet this requirement. 
 
Reporting Standards 
 
Reports submitted by the CONTRACTOR to the State shall meet the following 
standards: 
 
(1) reports or other required data shall be received on or before the scheduled due 

dates; 
 
(2) reports or other required data shall be prepared in strict conformity with 

appropriate authoritative sources and/or State defined standards; 
 
(3) all required information shall be fully disclosed in a manner that is both 

responsive and pertinent to report intent with no material omission; 
 
(4) the submission of late, inaccurate, or otherwise incomplete reports constitutes 

failure to report.  In such cases, a penalty may be assessed by the State; and 
 
(5) the State requirements regarding reports, report content, and frequency of 

submission are subject to change at any time during the term of the Agreement.  
The CONTRACTOR shall comply with all changes specified in writing by the 
State, after the State has discussed such changes with the CONTRACTOR. 

 
Automated Reporting Standards 
 
(1) The CONTRACTOR is required to submit data to the State.  The State shall 

define the format and data elements after having consulted with the 
CONTRACTOR on the definition of these elements. 

 
(2) The CONTRACTOR is responsible for identifying and reporting to the State 

immediately upon discovery of any inconsistencies in its automated reporting.  
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The CONTRACTOR shall make necessary adjustments to its reports at its own 
expense. 

 
(3) The State, in conjunction with its fiscal agent(s), intends to implement electronic 

data interchange standards for transactions related to health care.  The 
CONTRACTOR shall work with the State to develop the technical components of 
such an interface. 

 
Disease Reports 
 
The CONTRACTOR shall ensure that its Network Providers comply with the disease 
reporting required by a New Mexico Regulation Governing the Control of Disease and 
Conditions of Public Health Significance, 1980. 
 
Disease Management Reports 
 
The CONTRACTOR shall effectively improve outcomes of Members with chronic 
diseases through Disease Management Programs and Performance Measures.  The 
CONTRACTOR shall provide ongoing Disease Management (DM) for a minimum of 
two (2) chronic diseases.  The CONTRACTOR shall select the chronic diseases based on 
the analysis of their Member enrollment demographics and cost-benefit.  The 
CONTRACTOR must submit a comprehensive DM Plan description for each DM 
program for review and approval by the State.  The CONTRACTOR shall develop 
methodology to track interventions and outcomes for the selected managed disease 
protocols.  A report based on the periodic and/or quarterly review of the internal tracking 
for program efficacy shall be submitted to the State thirty (30) days after the quarter end.  
In addition, an annual qualitative and quantitative evaluation should be focused on 
program successes and areas of improvement. 
          
Encounters 
 
CMS requires that encounter data be used for rate-setting purposes.  Encounter data will 
also be used to determine compliance with performance measures, cost neutrality 
calculations for waiver services and other contractual requirements as appropriate.  
Therefore, submission of accurate and complete encounter data is a mandatory 
requirement. 
 
The State maintains oversight responsibility for evaluating and monitoring the volume, 
timeliness, and quality of encounter data submitted by the CONTRACTOR.  If the 
CONTRACTOR elects to contract with a third party to process and submit encounter 
data, the CONTRACTOR remains responsible for the quality, accuracy, and timeliness of 
the encounter data submitted to the State.  The State shall communicate directly with the 
CONTRACTOR any requirements and/or deficiencies regarding quality, accuracy and 
timeliness of encounter data, and not with the third party contractor.  The 
CONTRACTOR shall submit encounter data to the State in accordance with the 
following: 
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(1) Encounter Submission Media 
 
 The CONTRACTOR shall provider encounter data to the State by electronic 

media, such as magnetic tape or direct file transmission.  Paper transmission is not 
permitted. 

 
(2) Encounter Submission Timeframes 
 
 The CONTRACTOR shall submit encounters to the State within one hundred 

twenty (120) calendar days of the date of service or discharge, regardless of 
whether the encounter is from a subcontractor or subcapitated arrangement.  
Exceptions may be allowed for encounters from out-of-state, non-contracted 
providers.  Encounters for claims involving other insurance or third parties must 
be submitted within three hundred sixty five (365) calendar days from date of 
service.  Encounters that do not clear edit checks shall be returned to the 
CONTRACTOR for correction and re-submission.  The CONTRACTOR shall 
correct and resubmit the encounter data to the State. 

 
(3) Encounter Data Elements 
 
 Encounter data elements are a combination of those elements required by HIPAA-

compliant transaction formats, which comprise a minimum core data set for states 
and managed care organizations, and those required by CMS or the State for use 
in managed care.  The State may increase or reduce or make mandatory or 
optional, data elements, as it deems necessary.  The CONTRACTOR will be held 
harmless in conversion to HIPAA coded encounter data when delays are the result 
of HIPAA implementation issues.  The transition to HIPAA codes and 
requirements does not relieve the CONTRACTOR of timely submission of 
encounter data.  The State will approve necessary default values for paper claim 
encounters that must pass the State’s required HIPAA format edits. 

 
 The CONTRACTOR shall submit encounter data to the State using the 837 and 

NCPDP formats.  The State will work with the CONTRACTOR and HSD/MAD’s 
claims processing contractor to provide the CONTRACTOR with an electronic 
disposition of each submitted encounter. 

 
Financial Reporting 
 
(1) The CONTRACTOR shall submit annual audited financial statements including, 

but not limited to, its Income Statement; Statement of Changes in Financial 
Condition or cash flow; and Balance Sheet.  The CONTRACTOR shall include an 
audited scheduled of CLTS revenues and expenses according to generally 
accepted accounting principles.  The result of the CONTRACTOR’s annual audit 
and related management letters shall be submitted no later than one hundred fifty 
(150) calendar days following the close of the CONTRACTOR’s fiscal year.  The 
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audit shall be performed by an independent Certified Public Accountant.  The 
CONTRACTOR shall submit for examination any other financial reports 
requested by the State and related to the CONTRACTOR’s solvency or 
performance of this Agreement. 

 
(2) The CONTRACTOR and its subcontractors shall maintain their accounting 

systems in accordance with statutory accounting principles, generally accepted 
accounting principles, or other generally accepted systems of accounting.  The 
accounting system shall clearly document all financial transactions between the 
CONTRACTOR and its subcontractors, and the CONTRACTOR and the State.  
These transactions shall include, but are not limited to, claim payments, refunds, 
and adjustments of payments. 

 
(3) The CONTRACTOR and its subcontractors shall make available to the State and  

any other authorized State or Federal agency, any and all financial records 
required to examine the compliance by the CONTRACTOR insofar as those 
records are related to the CONTRACTOR‘s performance under this Agreement.  
For the purpose of examination, review, and inspection of its records, the 
CONTRACTOR and its subcontractors shall provide the State access to its 
facilities. 

 
(4) The CONTRACTOR and its subcontractors shall retain all records and reports 

relating to agreements with the State for a minimum of ten (10) years from the 
date of final payment.  In cases involving incomplete audits and/or unresolved 
audit findings, administrative sanctions, or litigation, the minimum ten (10) year 
retention period shall begin when such actions are resolved. 

 
(5) The CONTRACTOR is mandated to notify the State immediately when any 

change in ownership can legally be disclosed.  The CONTRACTOR shall submit 
a detailed work plan during the transaction period or no later than the date of the 
approval of sale by the DOI that identifies areas of the Agreement that will be 
impacted by the change in ownership, including management and staff. 

 
(6) The CONTRACTOR shall submit records involving any business restructuring 

when changes in ownership interest of five percent (5%) or more have occurred.  
These records shall include, but are not limited to, an updated list of names and 
addresses of all person or entities having ownership interest of five percent (5%) 
or more.  These records shall be provided no later than the date that they are 
required to report the information to the Securities and Exchange Commission or 
other regulatory authority. 

 
(7) Reports post-marked with the due date will be considered as a timely submission.  

If report due date falls on a weekend or recognized State holiday, receipt of the 
report the next business day is acceptable. 
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(8) Table No. 1, gives an overview of the reporting requirements the State has 
established to monitor and examine the CONTRACTOR for solvency and 
compliance with Federal requirements for financial stability.  These requirements 
shall enable the State, or its designee, to determine if changes have occurred 
which affect a CONTRACTOR and/or its subcontractors’ financial condition.  
The CONTRACTOR’s required level of reinsurance, fidelity bond, or insurance 
and solvency cash reserves may change with changes to the CONTRACTOR’s 
net worth or other financial condition. 

 
Grievance, Appeals and Hearings Reporting  
 
The CONTRACTOR shall submit a Monthly Report to the State using a description, 
methodology, and report template developed and mutually agreed upon by all parties.  
The Grievance, Appeals, and Hearings Report is due no later than thirty (30) days after 
the month end.   
 
HEDIS 
 
The CONTRACTOR shall utilize the most current HEDIS data submission and reporting 
tool, submit a copy of the HEDIS data in accordance with the State requirement, and 
submit a final audited report to the State.  The HEDIS compliance audit will be at the 
CONTRACTOR’s expense.  HEDIS measures required by Medicare Managed Care shall 
be included in the State’s defined HEDIS measures. 
 
TABLE NO. 1 
 
Performance Measures 
 

DOMAIN MEASURE DUE 
Prevention • Flu Shots for Older Adults 

• Pneumonia Vaccination for 
Older Adults 

• Fecal Occult Blood Testing(*) 

 

Utilization • Inpatient Hospital Care – General 
Hospital 

• Inpatient Hospital Care – Non-
acute Care 

• Nursing Home Admissions & 
Length of Stays 

• Emergent Care visits 

 

Effectiveness of Care • Comprehensive Diabetes Care 
• Cholesterol Management for 

Cardiovascular Conditions 
• Medication Management 

 

Patient Satisfaction • CAHPS  
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Access to Care • Access to health care 
providers/services and MCO 
services 

• Call answer timeliness 
• Call abandonment 

 

Safety • Number of home safety 
evaluations conducted 

• Falls and mobility 

 

Self Direction • Signed Care Plans (Consumer) 
• Number of consumers who 

transition from NF placement 
that are served & maintained 
w/community based services for 
six months 

 

Other • Claims timeliness  
 
 
 
Provider Network Reports 
 
The CONTRACTOR shall notify the State within five (5) business days of any 
unexpected changes to the composition of its provider network that negatively affect 
Member access or the CONTRACTOR’s ability to deliver all Covered Services included 
in the benefit package in a timely manner.  Any anticipated material changes in the 
CONTRACTOR’s provider network shall be reported to the State when the 
CONTRACTOR knows of the anticipated change or within thirty (30) calendar days, 
whichever comes first.  The notice submitted to the State shall include the following 
information:  nature of the change; information about how the change affects the delivery 
of Covered Services or access to the services; and the CONTRACTOR’s plan for 
maintaining the access and quality of Member care. 
 
TABLE NO. 2 
 

Definition Frequency Objective Due Date 

Analysis of Stop-loss 
protection with Detail of 
Panel Composition 

Quarterly  Examine to determine 
Solvency, Rate 
Payment. 

30 days from 
end of Qtr 

CAHPS (Member 
Satisfaction Survey) 

Annual Determine member 
satisfaction with 
access/outcomes/quali
ty 

August 30 
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Definition Frequency Objective Due Date 

Calendar-Year 
Independently Audited 
Financial Statements 

Annual Examine for Solvency 
and CMS Compliance 

June 1 

Calendar-Year Medicaid- 
Specific Audited Schedule 
of Revenue and Expenses  

Annual Examine and 
determine for Solvency 
and CMS Compliance 

June 1 
 

Cash Reserve Statement Quarterly Examine and confirm 
Solvency and CMS 
Compliance 

30 days from 
end of Qtr 

Claims Payment 
Timeliness 

Monthly Compliance with the 
BBA payment 
timeliness 
requirements for 30-
days and 90-days. 

15 days from 
end of the 
month 

Critical Incident Report Monthly  30 days from 
end of month 

Cultural Competency Plan Annual  August 1 

Delegation Report Upon 
Change 

 30 Days from 
Revision, 
addition or 
deletion 

Department of Insurance 
Reports 

Quarterly 
Quarters 1,2 
& 3 (45 days 
from end of 
quarter) 
annually on 
3/1 

Examine and confirm 
Solvency and CMS 
Compliance 

45 days from 
the end of 
quarter or the 
15th of the 
month, March 1 
for Annual 
Statement 

Detailed Denial Report Quarterly  30 Days from 
end of Quarter 

Disease Management 
Comprehensive Plan 

Annual  September 1 

Disease Management 
Program Performance 
Review 

Quarterly  30 Days from 
end of Quarter 
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Definition Frequency Objective Due Date 

Disease Management 
Program Evaluation 

Annual  September 1 

Expenditures by Category 
of Services for hospital, 
pharmacy, physician, 
dental, transportation and 
other 

Quarterly Determine Cost 
Efficiency 

45 days from 
end of Qtr or 
the 15th day of 
the second 
month following 
the end of the 
quarter 

Expenditures of services 
to FQHCs and RHCs 

Quarterly Enable HSD/MAD to 
make wraparound 
payments to FQHCs 
and RHCs 

30 days from 
end of Qtr 

Geo-Access Quarterly Maintain current 
provider availability 
and access 

30 Days from 
end of Quarter 

Grievance, Appeals & 
Hearings 

Monthly  30 Days from 
end of Month 

HEDIS Data Submission 
(With Analysis) 

Annual  August 15 or 
as Designated 
by NCQA 

Identify the Fidelity Bond 
or Insurance Protection by 
Amount of Coverage in 
relation to Annual 
Payments. Identify MCO 
Directors, Officers 
Employees or Partners. 

Annual Examine and confirm 
Solvency and CMS 
Compliance 

Initially and 
upon renewal 

Member Satisfaction 
Survey & Dissemination 
(CAHPS) 

Annual  August 30 

Prior Authorization Listing Quarterly  30 Days from 
end of Quarter 

Prior Authorization Report Monthly  30 Days from 
end of Month 
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Definition Frequency Objective Due Date 

Program 
Integrity/Suspicious 
Activity/Fraud 

Quarterly  30 Days from 
end of Quarter 

Provider Satisfaction 
Survey 

Annual  August 30 

Provider Training Plan Annual  July 1 

Quality 
Management/Quality 
Improvement 
Comprehensive Plan 

Annual  September 1 

Quality 
Management/Quality 
Improvement Program 
Evaluation 

Annual  September 1 

Quarterly Medicaid 
specific unaudited 
Schedule of Revenue and 
Expenses 

Quarterly Examine and compare 
Administrative 
Expenditures by Line 
of Business 

45 days from 
the end of 
quarter or the 
15th day of the 
second month 
following the 
end of a 
quarter 

Reinsurance Policy Annual Assess Solvency and 
CMS Compliance 

Initially and 
upon renewal 

Utilization Management 
Program 

Annual  September 1 
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APPENDIX C 
 

C.1 MONEY FOLLOWS THE PERSON (MFP) INITIATIVES 
 
The State, pursuant to State law, is mandated to move individuals, where appropriate, 
from an institutional setting to home and community based programs.  The 
CONTRACTOR shall: 
 
1. identify eligible Medicaid-funded nursing facility and, as requested by HSD or 

ALTSD, residents that wish to move from the institutional setting to home and 
community based programs and may be eligible for participation in the Money 
Follows the Person Project initiatives; 

 
2. screen all individuals identified in paragraph 1 to determine if the individual is a 

probable MFP consumer/participant; and, if so, complete a comprehensive 
assessment utilizing the State’s assessment tool or another appropriate 
assessment/screening tool chosen by the CONTRACTOR and approved by 
HSD/MAD and ALTSD; 

 
3. identify any and all appropriate home and community based programs for each 

identified eligible institutional recipient; 
 
4. if, and when an eligible institutional resident is discharged from the institution 

(and before such date, if appropriate), assist the individual with the following: 
 

(A) relocation specialist services, which are specialized services provided 
while the individual is a resident in an institutional setting and during the 
individual’s transition to and residence in the community.  These services 
may include but are not limited to: 

 
(1) assessing the  individual’s needs and assisting the individual to 

arrange for and procure needed resources for the move from the 
institution to the community, such as establishing Medicaid 
medical and financial eligibility for home and community-based 
services and eligibility for other HSD programs; identifying 
needed State plan or other services; coordinating the array of 
services and providers needed on or after the move, and arranging 
the time-sensitive transition services;  
 

(2) developing a comprehensive person-centered, community-based 
services and transition plan; 
 

(3) carefully monitoring the first sixty (60) days the individual resides 
in the community to make certain that services are delivered 
according to the plan and are sufficient to meet the individual’s 
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needs, and that the individual is comfortable and safe in their 
environment; 
 

(4) ensuring that individuals have an opportunity to educate/train their 
respective caregivers; and 
 

(5) ensuring that the individual’s service plan is implemented as 
written; and   
 

(6) linking the individual to appropriate home and community-based 
services.  

 
(B) transitional services incurred by individuals who are transitioning from an 

institutional setting to the community to establish a basic household.  
These services may include such things as security deposits, essential 
household furnishings and moving expenses required to occupy a 
community domicile, set-up fees or deposits for utility or service access, 
and services necessary for the individual’s health and safety; 

 
(C) non-medical transportation services which would enable the individual to 

gain access to community services, events, activities and resources, or 
other activities or events that support independence and cannot be 
obtained from other sources; 

 
(D) assistive technology which includes devices and services, which may 

include training or technical assistance for the individual or, where 
appropriate, family members or others; 

 
(E) specialized medical equipment and supplies, including devices, controls or 

appliances which enable an individual to increase his/her ability to 
perform activities of daily living and perceive, control or communicate 
with his/her living environment; 

 
(F) nutrition services including an assessment of the individual’s nutritional 

needs, development and/or revision of the individual’s nutritional plan, 
counseling and nutritional intervention, and observation and technical 
assistance related to implementation of the nutritional plan; 

 
(G) substance abuse services which may include short-term education and 

counseling, and linkage to education and support groups for prevention or 
treatment of potential or acute substance abuse; 

 
(H) family support services which may include education on the crucial 

informal support network in areas such as service availability, 
expectations, and health and safety issues; and   
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(I) purchase of service animals. 
 
5. developing a brochure, under the direction of HSD/MAD or ALTSD, to provide 

information to institutional recipients, their families, advocates, State employees 
and other interested parties regarding the Money Follows the Person program; 

 
6. provide HSD/MAD and ALTSD with a list of individuals that have been 

identified as eligible for the Money Follows the Person program on a monthly 
basis; 
 

7. provide HSD/MAD and ALTSD with a list of individuals that have transitioned 
back to home and community based programs on a monthly basis; 
 

8. provide HSD and ALTSD with a report detailing the pre-transition and post-
transition services rendered for each eligible individual on a monthly basis, to 
include all fields and format agreed to by the parties; 
   

9. collect data, implement strategies and provide reports regarding quality 
management initiatives, as identified by ALTSD and HSD/MAD; and 
 

10. provide ad-hoc reports relating to the Money Follows the Person initiative as 
requested by HSD or ALTSD. 

 
C.2 IDENTICATION OF BARRIERS FOR HOME AND COMMUNITY 

BASED PROGRAM SUPPORTS 
 

The CONTRACTOR shall identify any current and potential barriers to providing 
home and community based programs throughout the State.  This identification 
may include workforce shortages in current and future programs; facility 
shortages for current and future programs; statutory and regulatory barriers to 
address future long-term care service needs; and other information that the 
CONTRACTOR deems appropriate.  The CONTRACTOR shall collaborate with 
MFP stakeholder groups, or other groups identified by ALTSD or HSD/MAD in 
the identification of these issues and potential resolutions.  The CONTRACTOR 
shall provide HSD/MAD and ALTSD with a report identifying these barriers and 
potential solutions every six (6) months or more often as needed. 

 
C.3 IDENTIFICATION OF COMPLEX CASES 
 
 The CONTRACTOR shall receive uniform person-level individual data, based 

upon the initial assessment and the ongoing assessment process.  Based on this 
data, the CONTRACTOR shall identify complex cases, such complex cases being 
identified on criteria developed by the CONTRACTOR and approved by 
HSD/MAD and ALTSD.  The CONTRACTOR shall monitor the health and 
safety of the identified person, coordinate his/her care and take steps to ensure 
his/her health and safety is maintained in a reasonable manner.  The 
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CONTRACTOR shall report identified complex cases on a quarterly basis or 
more often as needed, including all information set forth in a Letter of Direction 
(LOD) to be completed by ALTSD and HSD/MAD, in consultation with the 
CONTRACTOR. 

 
C.4 PERFORMANCE MEASURE, DEFAULT BY CONTRACTOR 
 

The CONTRACTOR shall substantially perform all Performance Measures as 
agreed to by the Parties. 
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CLTS Financial Provisions, draft 

APPENDIX SECTION D 
 

(THESE ARE THE CURRENT MEGS) 
(COHORTS WILL BE SUBSETS OF THESE MEGS) 

 
 

The State will pay a 
monthly PMPM 

Capitation Rate to the 
Contractor for 

Members by Cohort: Name of Cohort Description of Cohort 

Cohort 1 Dual NF LOC 

Enrollee is dually eligible for Medicaid and Medicare 
and meets NF LOC.  NF LOC is required for NF 
Resident, PCO, and D & E Waiver. 

Cohort 2 Dual Mi Via 

Enrollee is dually eligible for Medicaid and Medicare 
and has been approved for Mi Via Waiver services.  
The Mi Via Waiver services will be delivered outside 
of the CLTS Waiver. 

Cohort 3 Non Dual NF LOC 

Enrollee is Medicaid only and meets NF LOC. NF 
LOC is required for NF Resident, PCO, and D & E 
Waiver. 

Cohort 4 Non Dual  Mi Via 

Enrollee is Medicaid only and has been approved for 
Mi Via Waiver services.  The Mi Via Waiver services 
will be delivered outside of CLTS Waiver. 

Cohort 5 Healthy Duals 
Enrollee is dually eligible for Medicaid and Medicare 
and does not receive any long-term care services.             

 

February 27, 2008 draft 


