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THIS CONTRACT FOR FURNISHING HEALTH SERVICES (Contract), made
pursuant to Section 5-11 of the Illinois Public Aid Code (305 ILCS 5/5-11), is by and
between the Illinois Department of Healthcare and Family Services (HFS or
Department) and [MCO] (Contractor), which certifies that it is a Managed Care
Organization (MCO) known as [MCO] and whose principal office is located at [MCO].

RECITALS

WHEREAS, Contractor: 1) is a Health Maintenance Organization (HMO)
operating pursuant to a certificate of authority issued by the Illinois Department of
Financial and Professional Regulation; OR 2) is a Managed Care Community Network
(MCCN) operating pursuant to a certificate of authority issued by the Illinois
Department of Healthcare and Family Services; AND 3) wishes to provide Covered
Services (as defined herein) to Potential Enrollees (as defined herein); and

WHEREAS, the Department, pursuant to the laws of the State of Illinois,
provides for medical assistance under the HFS Medical Program to Participants (as
defined herein) wherein Potential Enrollees may enroll with Contractor to receive
Covered Services; and

WHEREAS, Contractor warrants that it is able to provide or arrange to
provide the Covered Services set forth in this Contract to Enrollees under the terms
and conditions set forth herein;

NOW, THEREFORE, in consideration of the mutual covenants and promises
contained herein, the Parties agree as follows:

INTRODUCTION

The Department and Contractor enter into this Contract in order to deliver
integrated and quality managed care to Enrollees, supporting Seniors, Persons with a
Disability, Families and Children, Special Needs Children, and adults qualifying for
the HFS Medical Program under the Affordable Care Act (ACA Adults).
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ARTICLE I: DEFINITIONS AND ACRONYMS

The following terms and acronyms as used in this Contract and the attachments,
exhibits, addenda, and amendments hereto shall be construed and interpreted as
follows, unless the context otherwise expressly requires a different construction or
interpretation:

1.1 DEFINITIONS

1.1.1

1.1.2

1.1.3

1.1.4

1.1.5

1.1.6

1.1.7

1.1.8

1.1.9

820 Payment File means the electronic HIPAA transaction that Contractor
retrieves from the Department that identifies each Enrollee for whom
payment was made by the Department to Contractor.

834 Audit File means the electronic HIPAA transaction that Contractor
retrieves monthly from the Department that reflects its Enrollees for the
following calendar month.

834 Daily File means the electronic HIPAA transaction that Contractor
retrieves from the Department each day that reflects changes in enrollment
after the previous 834 Audit File.

837D File means the electronic HIPAA transaction that Contractor transfers
to the Department that identifies healthcare claims for dental claims or
Encounters.

8371 File means the electronic HIPAA transaction that Contractor transfers to
the Department that identifies healthcare claims for institutional claims and
Encounters.

837P File means the electronic HIPAA transaction that Contractor transfers
to the Department that identifies healthcare claims for professional claims
and Encounters.

Abuse means:

1.1.7.1 a manner of operation that results in excessive or unreasonable costs
to federal or State healthcare programs, generally used in conjunction
with “Fraud” and “Waste"; or

1.1.7.2 the willful infliction of injury, unreasonable confinement, intimidation,
or punishment with resulting physical harm, pain, or mental anguish
(42 CFR §488.301), generally used in conjunction with “Neglect.”

Activities of Daily Living (ADL) means activities such as eating, bathing,
grooming, dressing, transferring, and continence.

Administrative Allowance means that portion of the Capitation allocated by
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the Department for the administrative cost of the Contract. Both care
management and healthcare quality initiatives shall be considered part of the
Administrative Allowance for rating purposes.

1.1.10 Admission, Discharge, and Transfer (ADT) System means a system that
holds Enrollee information and shares it with healthcare Providers, facilities,
and systems to which it is connected. An ADT system may send ADT messages
to alert of an Enrollee’s admission to a hospital or healthcare facility.

1.1.11 Administrative Rules means the sections of the Illinois administrative code
that govern the HFS Medical Program.

1.1.12 Advance Directives means an individual’s written directives or instructions,
such as a power of attorney for healthcare or a living will, for the provision of
that individual’s healthcare if the individual is unable to make his or her
healthcare wishes known.

1.1.13 Advanced Practice Nurse (APN) means a Provider of medical and
preventive services—including certified nurse midwives, certified family
nurse practitioners, and certified pediatric nurse practitioners—who is
licensed as an APN, holds a valid license in Illinois, is legally authorized under
statute or rule to provide services, and is enrolled with the Department and
employed by or contracted with Contractor.

1.1.14 Adverse Benefit Determination means:
1.1.14.1 the denial or limitation of authorization of a requested service;

1.1.14.2 the reduction, suspension, or termination of a previously authorized
service;

1.1.14.3 the denial of payment for a service, not including a denial solely
because the claim does not meet the definition of a “clean claim” at 42

CFR §447.45(b);

1.1.14.4 the failure to provide services in a timely manner;
1.1.14.5 the failure to respond to an Appeal or Grievance in a timely manner;

1.1.14.6 solely with respect to an MCO that is the only Contractor serving a
Rural Area, the denial of an Enrollee’s request to obtain services
beyond the travel time and distance standards established for an
Enrollee who lives in a Rural Area as set forth in section 5.8.1.1; or,

1.1.14.7 the denial of an Enrollee’s request to dispute a financial liability,
including cost sharing.

1.1.15 Affiliate means any individual, firm, corporation (including service
corporation and professional corporation), partnership (including, without
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limitation, general partnership, limited partnership, and limited liability
partnership), limited liability company, joint venture, business trust,
association, or other Contractor that now or in the future directly or indirectly
controls, is controlled by, or is under common control with Contractor.

1.1.16 Affordable Care Act Adult (ACA Adult) means a Participant eligible for HFS
Medical Programs through the ACA as of January 1, 2014, and pursuant to 305
ILCS 5/5-2(18).

1.1.17 Anniversary Date means the annual date of an Enrollee’s initial enrollment
in Contractor’s Plan. For example, if an Enrollee’s Effective Enrollment Date in
Contractor’s Plan is October 1, 2018, the Anniversary Date with that
Contractor would be each October 1 thereafter.

1.1.18 Appeal means a request for review of a decision made by Contractor with
respect to an Adverse Benefit Determination.

1.1.19 Authorized Person(s) means the Department’s Office of Inspector General,
the Medicaid Fraud Control Unit of the Illinois State Police, DHHS, the Illinois
Auditor General, and other State and federal agencies with monitoring
authority related to Medicaid Program and SCHIP.

1.1.20 Behavioral Health means conditions related to emotional wellness, trauma,
mental disorders and substance use disorders and the services and supports
found within the network of providers, or otherwise developed by the
Contractor, specifically encompassing the prevention, identification,
treatment and provision of recovery support for such conditions for the
expressed purpose of increasing the stability of the Enrollee’s functioning
levels across various life domains.

1.1.21 Behavioral Health Crisis means an individual’s significant mental reaction to
an event which cannot be addressed by customary community and mental
health services. May also be referred to as “Crisis.”

1.1.22 Business Day(s) means Monday through Friday, 8:00 a.m. to 5:00 p.m.
Central Time and including state holidays except for New Year’s Day,
Memorial Day, Independence Day, Labor Day, Thanksgiving Day, and
Christmas Day.

1.1.23 Capitation means the reimbursement arrangement in which a fixed rate of
payment per Enrollee per month is made, regardless of whether the Enrollee
receives Covered Services in that month, to Contractor for the performance of
all of Contractor’s duties and responsibilities pursuant to the Contract.

1.1.24 Care Coordination means the deliberate organization of Enrollee care
activities by an individual or entity formally designated as primarily
responsible for coordinating services furnished by Network Providers,
community-based services providers and other providers involved in an
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Enrollee’s care.

1.1.25 Care Coordination Claims Data (CCCD) means the data set available to

Department care coordination partners for recipients enrolled in their
programs. CCCD contains the most recent two (2) years of Medical Programs
claims data, the most recent seven (7) years of immunization and lead data
and monthly updates of the above once the initial historical data have been
sent.

1.1.26 Care Coordinator means an employee or subcontractor of Contractor who
works with Enrollees and Providers to coordinate care needs for the Enrollee
and ensure the [PoC is carried out and, through interaction with Network
Providers, ensures the Enrollee receives necessary services.

1.1.27 Care Management means services that assist Enrollees in gaining access to
needed services, including physical health, Behavioral Health, LTSS, social,
educational, and other services, regardless of the funding source for the
services.

1.1.28 Case means individuals who have been grouped together and assigned a
common identification number by the Department or DHS, where the
Department has determined at least one individual in that grouping to be a
Potential Enrollee. An individual is added to a Case when the client
information system maintained by DHS reflects that the individual is in the
Case.

1.1.29 Centers for Medicare & Medicaid Services (Federal CMS) means the
agency within DHHS that is responsible for the administration of the Medicare
program and, in partnership with the states, administers Medicaid Program,
the State Children’s Health Insurance Program (SCHIP), and HIPAA.

1.1.30 Certified Local Health Department means an agency of local government
authorized under 77 Ill. Adm. Code Part 600 to develop and administer
programs and services that are aimed at maintaining a healthy community.

1.1.31 Change of Control means any transaction or combination of transactions
resulting in:

1.1.31.1 the change in ownership of Contractor;

1.1.31.2 the sale or transfer of fifty percent (50%) or more of the beneficial
ownership of Contractor; or

1.1.31.3 the divestiture, in whole or in part, of the business unit or division of
a Party that is obligated to provide the products and services set forth
in this Contract.

1.1.32 Child(ren) means any of the following: 1) an individual enrolled in one of the
full-benefit Medical Assistance Programs administered by the Department,
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who is between the age of zero (0) and, up to but not including, the age of
twenty-one (21); or 2) a Medicaid eligible individual that is admitted before
the age of twenty-one (21) to an inpatient psychiatric institution qualifying as
inpatient psychiatric services for individuals under age twenty-one (21)
pursuant to Federal Medicaid regulations codified at 42 CFR 440.160, until the
individual is either discharged from the institution or until the individual’s
twenty-second (221d) birthday, whichever comes first.

1.1.33 Child and Family Team is a group of individuals responsible for the
development, implementation, and monitoring of a unified [PoC that engages
and involves the Child and family. The Child and Family Team is composed of
family members, significant people in the lives of the Child and family, and
representatives of the community’s human services agencies that can provide
needed services.

1.1.34 [This Section Intentionally Left Blank]

1.1.35 Chronic Health Condition means a health condition with an anticipated
duration of at least twelve (12) months.

1.1.36 Cognitive Disabilities means disabilities that affect the mental processes of
knowledge, including awareness, perception, reasoning, and judgment. The
term covers a wide range of conditions, from serious mental impairments
caused by Alzheimer’s disease, bipolar disorder, or medications to nonorganic
disorders such as dyslexia, attention deficit disorder, poor literacy, or
problems understanding information.

1.1.37 Community Mental Health Center means an agency certified by DHS or
DCFS and enrolled with HFS to provide Medicaid community mental health
services.

1.1.38 Complaint means a phone call, letter, or personal contact from a Participant,
Enrollee, family member, Enrollee representative, or any other interested
individual expressing a concern related to the health, safety, or well-being of
an Enrollee.

1.1.39 Computer-Aided, Real-Time Translation (CART) means the instant
translation of spoken word into text performed by a CART reporter using a
stenotype machine, notebook computer, and real-time software.

1.1.40 Confidential Information means any material, data, or information disclosed
by either Party to the other that, pursuant to agreement of the Parties or the
State’s grant of a proper request for confidentiality, are not generally known
by or disclosed to the public or to Third Parties, including, without
limitation:

1.1.40.1 all materials; know-how; processes; trade secrets; manuals;
confidential reports; services rendered by the State; financial, technical,
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and operational information; and other matters relating to the
operation of a Party’s business;

1.1.40.1.1 quarterly business review and ad hoc reports shall be
presumed to be proprietary and confidential;

1.1.40.2 all information and materials relating to Third-Party Contractors of
the State that have provided any part of the State’s information or
communications infrastructure to the State;

1.1.40.3 software; and

1.1.40.4 any other information that the Parties agree shall be kept
confidential.

1.1.41 Consumer Assessment of Healthcare Providers and Systems (CAHPS)
means the survey funded by the United States Agency for Healthcare Research
and Quality, which works closely with a consortium of public and private
organizations. The CAHPS program develops and supports the use of a
comprehensive and evolving family of standardized surveys that ask
consumers and patients to report on and evaluate their experience with
ambulatory and facility-level care.

1.1.42 Continuity of Care means the continued care of an Enrollee as the Enrollee
transitions between different MCOs or between Managed Care and FFS,
whether due to eligibility changes or a change in MCO enrollment.

1.1.43 Contract means this document, inclusive of all attachments, exhibits,
schedules, addenda, and countersigned letters, and any subsequent
amendments hereto.

1.1.44 Contracting Area means those geographic areas as set forth in Attachment II.

1.1.45 Contractor means the MCO identified as Contractor on page 9 of this
Contract.

1.1.46 Contractor’s Plan see “Health Plan.”

1.1.47 Coverage Year means the period described by this term as set forth in
section 7.11.8.

1.1.48 Covered Service(s) means those benefits and services agreed to by the
Parties as described in sections 5.1 and 5.2.

1.1.49 CRAFFT Screening Tool means a BH screening tool recommended by the
American Academy of Pediatrics' Committee on Substance Abuse used with
children under the age of twenty-one (21). The term CRAFFT is an acronym
based upon the key components (Care, Relax, Alone, Forget, Friends, Trouble)
of the six questions that constitute the instrument. Information regarding the
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CRAFFT can be found at http://www.ceasar-boston.org/CRAFFT/.

1.1.50 Crisis see “Behavioral Health Crisis.”

1.1.51 Crisis and Referral Entry Service (CARES) means the single point of entry
to the State’s Mobile Crisis Response system that provides telephone response
and referral services for Enrollees requiring mental health crisis services.

1.1.52 Crisis Intervention means services provided by an emergency mental health
services program to an individual in Crisis or in a situation that is likely to
develop into a Crisis if supports such as assessment and planning, Crisis
linkage and follow-up services, and Crisis stabilization services, are not
provided.

1.1.53 Crisis Safety Plan means an individualized plan prepared for a Enrollees at
high risk of experiencing a Behavioral Health Crisis.

1.1.54 Critical Incident is defined as any event indicated in Attachment XVII.

1.1.55 Cultural Competence means the tailoring of services and supports to the
unique social, cultural, and linguistic needs of the Enrollee.

1.1.56 Determination of Need (DON) means the tool used by the Department or the
Department's authorized representative to determine eligibility (level of care)
for NF services and HCBS Waivers for individuals with disabilities, HIV/AIDS,
brain injury, supportive living, and the elderly. This assessment includes
scoring for a mini-mental state examination, functional impairment levels,
and unmet needs for care in fifteen (15) areas including ADL and [ADL. The
final score is calculated by adding the scores of the mini-mental state
examination, the level of impairment, and the unmet need for care. To be
eligible for NF services or HCBS Waivers, an individual must receive at least
fifteen (15) points on the functional-impairment section and a minimum total
score of twenty-nine (29) points.

1.1.57 Developmental Disability (DD) means a disability that:

1.1.57.1 is attributable to a diagnosis of intellectual disability or related
condition, such as cerebral palsy or epilepsy;

1.1.57.2 manifests before the age of twenty-two (22) and is likely to continue
indefinitely;

1.1.57.3 results in impairment of general intellectual functioning or adaptive
behavior; and

1.1.57.4 results in substantial functional limitations in three (3) or more areas
of major life activities, such as self-care, understanding and use of
language, learning, mobility, self-direction, and capacity for
independent living.
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1.1.58 DHHS means the United States Department of Health and Human Services.

1.1.59 DHS means the Illinois Department of Human Services and any successor
agency.

1.1.60 DHS-DRS means the Division of Rehabilitation Services within DHS that
operates the Home Services Programs for individuals with disabilities
(Persons with Disabilities HCBS Waiver), brain injury (Persons with Brain
Injury HCBS Waiver), and HIV/AIDS (Persons with HIV/AIDS HCBS Waiver).

1.1.61 DHS-OIG means the Department of Human Services Office of Inspector
General, which is the entity responsible for investigating allegations of Abuse
and Neglect of people who receive mental health or Developmental
Disabilities services in Illinois and for seeking ways to prevent such Abuse
and Neglect. Annual reporting is conducted in response to the Department of
Human Services Act (20 ILCS 1305/1-17) and the Adults with Disabilities
Domestic Abuse Intervention Act (20 ILCS 2435). For more information, visit
https://www.oig.dhs.gov/.

1.1.62 Diagnostic-Related Grouping (DRG) means the methodology by which a

hospital is reimbursed based on the diagnoses and procedures performed
during the hospital stay. The diagnoses associated with the hospital stay are
placed into groups requiring a similar intensity of services. The DRG
reimbursement, similar to the system used by the federal Medicare program,
is based on the average cost of providing services for the specific diagnosis
group, regardless of how long a specific Participant may have been in the
hospital.

1.1.63 Disaster means an outage or failure of the Department’s or Contractor’s
data, electrical, telephone, technical support, or back-up system, whether such
outage or failure is caused by an act of nature, equipment malfunction, human
error, or another source.

1.1.64 Disease Management Program means a program that employs a set of
interventions designed to improve the health of individuals, especially those
with Chronic Health Conditions. A Disease Management Program is typically
part of a Care Management program. Disease Management Program services
include:

1.1.64.1 a population identification process;
1.1.64.2 the use and promotion of evidence-based guidelines;

1.1.64.3 the use of collaborative practice models to include Physician and
support service Providers;

1.1.64.4 Enrollee self-management education (including primary prevention,
behavioral modification, and compliance surveillance);
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1.1.64.5 Care Management;

1.1.64.6 process and outcome measurement, evaluation, and management;
and

1.1.64.7 routine reporting/feedback loop (including communication with the
Enrollee, Physician, and ancillary Providers, and practice profiling).

1.1.65 DPH means the Illinois Department of Public Health and any successor agency
that is the State survey agency responsible for promoting the health of the
people of Illinois through the prevention and control of disease and injury,
and for conducting the activities related to licensure and certification of NFs
and ICF/DD facilities.

1.1.66 Dual-Eligible Adult means a Participant who is eligible for Medicare Part A
or enrolled in Medicare Part B.

1.1.67 Early Periodic Screening Diagnosis and Treatment (EPSDT) means a
federally-required benefit for individuals under age twenty-one (21) that
expands coverage for Children beyond adult limits to ensure availability of: (i)
screening and diagnostic services to determine physical or mental defects and
(ii) healthcare, treatment, and other measures to correct or ameliorate any
defects and Chronic Health Conditions discovered (42 CFR 440.40 (b)). EPSDT
requirements help to ensure access by Children to all Medically Necessary
healthcare services within the federal definition of “medical assistance.”

1.1.68 Effective Date means January 1, 2018, or any such later date as announced by
the Department by providing all MCOs written notice no less than thirty (30)
days before such later date. All MCOs shall have the same Effective Date.

1.1.69 Effective Enrollment Date means the date on which a Potential Enrollee
becomes an Enrollee in Contractor’s Plan.

1.1.70 Emergency Medical Condition means a medical condition manifesting itself
in acute symptoms of sufficient severity (including severe pain) such that a
prudent layperson who possesses an average knowledge of health and
medicine could reasonably expect the absence of immediate medical attention
to result in:

1.1.70.1 placing the health of the individual (or, with respect to a pregnant
woman, the health of the woman or her unborn child) in serious
jeopardy;

1.1.70.2 serious impairment to bodily functions; or
1.1.70.3 serious dysfunction of any bodily organ or part.

1.1.71 Emergency Services means inpatient and outpatient healthcare services that
are Covered Services, including transportation, needed to evaluate or stabilize
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an Emergency Medical Condition, and which are furnished by a Provider
qualified to furnish Emergency Services.

1.1.72 Encounter means an individual service or procedure provided to an Enrollee
that would result in a claim if the service or procedure were to be reimbursed as
FFS under the HFS Medical Program.

1.1.73 Encounter Data means the compiled data elements relating to the receipt of
any item(s) or service(s) by an Enrollee under a contract between the
Department and Contractor that is subject to the requirements of 42 CFR
§438.242 and 42 CFR §438.818. Specific requirements for Encounter Data
submissions are defined by the Department and include information similar to
that required in a claim for FFS payment under the HFS Medical Program.

1.1.74 Enrollee means a Participant who is enrolled in a MCO. "Enrollee" shall
include the guardian where the Enrollee is a minor child or an adult for
whom a guardian has been named, provided that Contractor is not obligated
to cover services for any individual who is not enrolled as an Enrollee with
Contractor.

1.1.75 Enrollment Period means the twelve (12)-month period an Enrollee will be
enrolled with Contractor, beginning with the Effective Enrollment Date.

1.1.76 Execution means the point at which all the Parties have signed the Contract
between Contractor and the Department.

1.1.77 External Quality Review Organization (EQRO) means an organization

contracted with the Department that meets the competence and independence
requirements set forth in 42 CFR §438.354, and performs external quality review
(EQR) and EQR-related activities as set forth in 42 CFR §438.358.

1.1.78 Family Driven Care means a service delivery approach driven by the belief
that families should have a primary decision-making role in the care of their
own children as well as in the policies and procedures governing care for all
children in their community, state, tribe, territory, and nation. This delivery
approach includes choosing culturally and linguistically competent supports,
services, and Providers; setting goals; designing, implementing and evaluating
programs; monitoring outcomes; and partnering in funding decisions.

1.1.79 Family Planning means a full spectrum of family-planning options (all FDA-
approved birth control methods) and reproductive-health services appropriately
provided within the Provider’s scope of practice and competence. Family-
Planning and reproductive-health services are defined as those services offered,
arranged, or furnished for the purpose of preventing an unintended pregnancy,
or to improve maternal health and birth outcomes.

1.1.80 Families and Children Population means a Participant whose eligibility has
been determined on the basis of being a Child, a parent, a pregnant woman, or
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other caregiver relative eligible for Covered Services under Title XIX or Title XXI.

1.1.81 Family Training means training for family members, including instruction
about treatment regimens, cardiopulmonary resuscitation (CPR), and use of
equipment or other services identified in the IPoC.

1.1.82 Federally Qualified Health Center (FQHC) means a health center that meets
the requirements of 89 IL Admin Code 140.461(d).

1.1.83 Fee-for-Service (FFS) means the payment model in which Providers charge
separately for each Encounter or service rendered.

1.1.84 Fraud means knowing and willful deception, or a reckless disregard of the
facts, with the intent to receive an unauthorized benefit. “Fraud” is generally
used in conjunction with “Waste” and “Abuse”.

1.1.85 Government-owned organization means, for purposes of this Contract, an
organization that is, or is operated by, a unit of government in the State of
[llinois with a population greater than 3,000,000.

1.1.86 Grievance means an expression of dissatisfaction about any matter other
than an Adverse Benefit Determination. Grievances may include the quality of
care or services provided, and aspects of interpersonal relationships such as
rudeness of a provider or employee, or failure to respect the Enrollee’s rights
regardless of whether remedial action is requested. Grievance includes an
Enrollee’s right to dispute an extension of time proposed by Contractor to
make an authorization decision.

1.1.87 Habilitation means an effort directed toward the alleviation of a disability or
toward increasing an individual’s level of physical, mental, social, or economic
functioning. Habilitation may include diagnosis, evaluation, medical services,
residential care, day care, special living arrangements, training, education,
sheltered employment, protective services, and counseling.

1.1.88 Head of Case means the individual in whose name the Case is registered and
to whom the HFS medical card is mailed.

1.1.89 Health Insurance Portability and Accountability Act (HIPAA) means the
federal law that includes provisions that allow individuals to qualify
immediately for comparable health insurance coverage when they change
their employment relationships, and that authorizes DHHS to:

1.1.89.1 mandate standards for electronic exchange of healthcare data,
including ADT;

1.1.89.2 specify what medical and administrative code sets should be used
within those standards;

1.1.89.3 require the use of national identification systems for healthcare
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patients, Providers, payers (or plans), and employers (or sponsors);
and

1.1.89.4 specify the types of measures required to protect the security and
privacy of Protected Health Information.

1.1.90 Health Maintenance Organization (HMO) means a Health Maintenance

Organization as defined in the Health Maintenance Organization Act (215 ILCS
125/1-1 et seq.).

1.1.91 Health Plan means a delivery system of coordinated services provided by an
MCO, including Contractor.

1.1.92 Healthcare Effectiveness Data and Information Set (HEDIS®) means the
Healthcare Effectiveness Data and Information Set established by the NCQA.

1.1.93 HFS means the Illinois Department of Healthcare and Family Services and any
successor agency. In this Contract, HFS may also be referred to as “the
Department.”

1.1.94 HEFS Medical Program means: (i) the Illinois Medicaid Program; and, the
State Children’s Health Insurance Program, as authorized under the Illinois
Insurance Code (215 ILCS 106/1 et seq.) and Title XXI of the Social Security
Act, the State Children’s Health Insurance Program (SCHIP). For the purposes
of this Contract, HFS Medical Program does not include any program or
population excluded from coverage under this Contract as designated in
Attachment II.

1.1.95 High Fidelity Wraparound means an evidence-based process of
individualized care planning for Children with complex needs and their
families that proceeds through four phases and is guided by the National
Wraparound Initiative.

1.1.96 High-Needs Child means any Child who has been stratified as Level 3 (high-
risk).

1.1.97 Home and Community-Based Services (HCBS) Waivers means waivers

under Section 1915(c) of the Social Security Act that allow Illinois to cover
home and community services and provide programs that are designed to
meet the unique needs of individuals with disabilities and the elderly who
qualify for the level of care provided in an institution but who, with special
services, may remain in their homes and communities. In this Contract,
references to HCBS Waivers relate only to those HCBS Waivers for which a
service package under section 5.2 is then in effect.

1.1.98 Homecare Service means general nonmedical support by supervised and
trained homecare aides to assist Participants with their ADL and IADL.

1.1.99 Hospitalist means a Physician who works with a coordinated group of
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Physicians and whose entire professional focus is the general medical care of
hospitalized Enrollees in an acute-care facility. A Hospitalist’s activities
include Enrollee care; communication with families, significant others, and
PCPs; and hospital leadership related to hospital medicine.

1.1.100 Illinois Compiled Statutes (ILCS) means the State database of laws as
maintained by the Legislative Reference Bureau, an unofficial version of

which can be viewed at http: //www.ilga.gov/legislation/ilcs /ilcs.asp.
1.1.101 Illinois Client Enrollment Services (ICES) means the entity

contracted by the Department to conduct enrollment activities for Potential
Enrollees, including providing impartial education on healthcare delivery
choices, providing enrollment materials, assisting with the selection of an
MCO and PCP, and processing requests to change MCOs.

1.1.102 Illinois Department on Aging (IDoA) means the agency that operates
the HCBS Waiver for the elderly (Persons Who are Elderly HCBS Waiver).

1.1.103 Illinois Healthy Kids means a Department-administered program for
children who need comprehensive, affordable health insurance, regardless of
family income, immigration status or health condition.

1.1.104 Illinois Medicaid Comprehensive Assessment of Needs and
Strengths (IM-CANS) means a comprehensive, multi-purpose tool that

provides a standardized, modular framework for assessing the global needs
and strengths of individuals who require mental health treatment in Illinois.

1.1.104a Illinois Medicaid Crisis Assessment Tool (IM-CAT) means a
screening tool used in the delivery of Mobile Crisis Response services. The
IM-CAT is composed of a subset of items from the IM+CANS and is used as
part of the crisis assessment to recommend whether an individual can be
stabilized in the community or a higher level of care may be needed.

1.1.105 Illinois Medicaid Program means the program under the Illinois
Public Aid Code (305 ILCS 5/5 et seq.) and Title XIX of the Social Security Act,
Medicaid. May also be referred to as “Medicaid Program”.

1.1.106 Individual Plan of Care (IPoC) means a written plan that identifies
services and supports that an Enrollee requires. The IPoC is an enrollee-
centered, goal-oriented, and culturally relevant plan, which reflects the full
range of an Enrollee’s physical and behavioral health service needs and
include both Medicaid and non-Medicaid services, along with the informal
supports necessary to address those needs.

1.1.107 Individual Provider (IP) means an individual co-employed by DHS
and the DHS-DRS Home Services Program Enrollee who provides care to the
Enrollee as provided in the HCBS Waiver service plan. Such individuals
include: Personal Assistants, certified nursing assistants, licensed practical
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nurses, registered nurses, physical therapists, occupational therapists, and
speech therapists.

1.1.108 Institutionalization means residency in a Nursing Facility, an ICF/DD,
or a State-operated facility, but it does not include admission in an acute care
or rehabilitation hospital setting.

1.1.109 Instrumental Activities of Daily Living (IADL) means managing
money, meal preparation, telephoning, laundry, housework, being outside the
home, routine health, special health, and being alone.

1.1.110 [THIS SECTION INTENTIONALLY LEFT BLANK]

1.1.111 Interdisciplinary Care Team (ICT) means a diverse group of medical
professionals (e.g., care coordinator Physicians, social workers, psychologists,

occupational therapists, physical therapists) and nonclinical staff whose skills
and professional experience will complement and support each other in the
oversight of and Enrollees needs.

1.1.112 Intermediate Care Facility (ICF) means a facility that provides basic
nursing care and other restorative services under periodic medical direction,
including services that may require skill in administration, for Residents who
have long-term illnesses or disabilities and who may have reached a relatively
stable plateau.

1.1.113 Intermediate Care Facility for the Developmentally Disabled
(ICF/DD) means a facility for Residents who have physical, intellectual, social,

and emotional needs. An ICF/DD provides services primarily for ambulatory
adults with Developmental Disabilities and focuses on the needs of
individuals with mental disabilities or those with related conditions. Also
known as an Intermediate Care Facility for the Mentally Retarded (ICF/MR).

1.1.114 Key Oral Contact means contact between Contractor and the Enrollee,
Potential Enrollee, or Prospective Enrollee, including, but not limited to:

1.1.114.1 a contact with a Care Coordinator and other Contractor staff
involved with direct Enrollee care;

1.1.114.2 a contact to explain benefits, initial choice or change of PCP and
WHCP;

1.1.114.3 a telephone call to Contractor’s toll-free phone line(s); or

1.1.114.4 an Enrollee’s face-to-face encounter with a Provider who is
rendering care.

1.1.115 Licensed Practitioner of the Healing Arts (LPHA) means an
individual who, within the scope of State law, has the ability and appropriate
state licensure to independently make a clinical assessment, certify a
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diagnosis and recommend treatment for individuals with a mental illness.

1.1.116 Local Area Network (LAN) means identified geographic boundaries
across the State of Illinois. The LAN map can be found on the HFS website.

1.1.117 Locus of Control means the extent to which individuals believe that
they can control events that affect them.

1.1.118 Long-Term Services and Supports (LTSS) means Covered Services,

provided in a Nursing Facility or under an HCBS Waiver, designed to help
meet the daily needs of Enrollees who are elderly or have disabilities and to
improve their quality of life.

1.1.119 Long-Term Care (LTC) Facility or Nursing Facility (NF) means:

1.1.119.1 a facility that provides Skilled Nursing or intermediate LTC services,
whether public or private and whether organized for profit or not for
profit, that is subject to licensure by DPH under the Nursing Home Care
Act (210 ILCS 45/1-101 et seq.), including a county nursing home
directed and maintained under Section i 5-1005 of the Counties Code;
and

1.1.119.2 a part of a hospital in which Skilled Nursing or intermediate LTC
services within the meaning of Title XVIII or XIX of the Social Security
Act are provided.

1.1.120 Managed Care Community Network (MCCN) means an entity other

than an HMO that is owned, operated, or governed by Providers of healthcare
services under contract with the Department exclusively to Persons
participating in programs administered by the Department, as defined by 89
[1l. Admin. Code Part 143.100.

1.1.121 Managed Care Organization (MCO) means, for the purposes of this
Contract, an entity that has, or is seeking to qualify for, a comprehensive risk
contract with the Department to provide Covered Services under the HFS
Medical Program, as provided in 42 CFR §438.2. MCOs include HMOs and
MCCNSs.

1.1.122 Mandated Reporting means the required, immediate reporting of
suspected maltreatment when a mandated reporter has reasonable cause to
believe that an individual known to the mandated reporter in a professional
or official capacity may be subject to Abuse or Neglect.

1.1.123 Marketing means any written or oral communication from Contractor
or its representative that can reasonably be interpreted as intended to
influence a Participant to enroll, not to enroll, or to disenroll from a Health
Plan. Marketing shall also include the meaning ascribed to it by HIPAA as
defined by 45 CFR 164.501.
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1.1.124 Marketing Materials means materials produced in any medium, by or
on behalf of Contractor or its representative, that can reasonably be
interpreted as intended to Market to Potential Enrollees. Marketing Materials
includes written materials and oral presentations.

1.1.125 Marketing Misconduct means any activity by an employee or
representative of Contractor that is in violation of any provisions related to
Marketing.

1.1.126 Medicaid Managed Care Program means the Department’s system of
coordinated care for individuals under HFS Medical Programs.

1.1.127 Medically Necessary means services that, when recommended by a
Provider for an Enrollee, are: for the purpose of preventing, diagnosing, or
treating an illness, injury, disease or its symptoms; to assist in the Enrollee’s
ability to attain, maintain, or regain functional capacity; for the opportunity
for an Enrollee receiving LTSS to have access to the benefits of community
living, to achieve person centered goals, and live and work in the setting of the
Enrollee’s choice; or for an Enrollee to achieve age-appropriate growth and
development. Medically Necessary services are requested in accordance with
applicable policies and procedures, and provided in a manner that is: (1) in
accordance with generally accepted standards of good medical practice in the
medical community; (2) consistent with nationally recognized evidence-based
guidelines; (3) clinically appropriate, in terms of type, frequency, extent, site,
and duration; and (4) not primarily for the economic benefit of the Contractor
or for the convenience of the Enrollee or Provider.

1.1.127.1 In accordance with 215 ILCS 5/370c, Contractor shall make
Medically Necessary determinations for substance use disorders in
accordance with appropriate patient placement criteria established by the
American Society of Addiction Medicine. No additional criteria may be used to
make Medically Necessary determinations for substance use disorders. In
conducting utilization review of Covered Services for the diagnosis,
prevention, and treatment of substance use disorders, Contractor shall use the
most recent edition of the patient placement criteria established by the
American Society of Addiction Medicine, and as directed by the DHS Division
of Substance Use Prevention and Recovery (SUPR).

1.1.128 Mental Illness means a diagnosis of schizophrenia, delusional
disorder, schizoaffective disorder, psychotic disorder not otherwise specified,
bipolar disorder, or recurrent major depression resulting in substantial
functional limitations.

1.1.129 Minority-owned organization means, for purposes of this RFP, a
business that is at least fifty-one percent (51%) owned by one or more
minority persons, or in the case of a corporation, that at least fifty-one percent
(51%) of the stock of which is owned by one or more minority persons; and
the management and daily business operations of which are controlled by one
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or more of the minority individuals who own it.

1.1.130 Mobile Crisis Response means an urgent twenty-four (24) hour
response Crisis intervention and stabilization services for Enrollees and their
families who are experiencing a Crisis related to psychiatric or behavioral
problems.

1.1.131 National Committee for Quality Assurance (NCQA) means a private
501(c)(3) not-for-profit organization that is dedicated to improving

healthcare quality and that has a process for providing accreditation,
certification, and recognition, such as Health Plan accreditation.

1.1.132 National Council for Prescription Drug Program means the not-for-
profit, multi-stakeholder forum for developing and promoting industry
standards and business solutions that improve patient safety and health
outcomes, while also decreasing costs. The work of the organization is
accomplished through its members who bring high-level expertise and
diverse perspectives to the forum. For more information, visit
https://www.ncpdp.org/.

1.1.133 Natural Supports means social services such as respite, mentoring,
and tutoring that may be provided by family members, neighbors, or other
family-approved sources that can assist families in stabilizing potential
adverse events or outcomes and avoid Behavioral Health Crisis.

1.1.134 Neglect may be either passive (nonmalicious) or willful and means a
failure:

1.1.134.1 to notify the appropriate healthcare professional;

1.1.134.2 to provide or arrange necessary services to avoid physical or
psychological harm to an Enrollee; or

1.1.134.3 to terminate the residency of a Participant whose needs can no
longer be met, causing an avoidable decline in function.

1.1.135 Negotiated Risk means the process by which an Enrollee, or the
Enrollee’s representative, may negotiate and document with Providers what
risks each is willing to assume in the provision of Medically Necessary
Covered Services and in the Enrollee’s living environment, and by which the
Enrollee is informed of the risks of these decisions and of the potential
consequences of assuming these risks.

1.1.136 Network Provider means any Provider, group of Providers or entity
that has an agreement with Contractor, or a Subcontractor, who receives HFS
Medical Program funding directly or indirectly to order, refer or render
Covered Services as a result of this Contract. A Network Provider is not a
Subcontractor by virtue of the Network Provider agreement. A group of
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Network Providers for an MCO may be referred to as a “Provider Network.”

1.1.137 Nursing Facility (NF)—See Long-Term Care Facility, section 1.1.119.

1.1.138 Occupational Therapy means a medically-prescribed service
identified in the IPoC that is designed to increase independent functioning
through adaptation of a patient’s tasks and environment, and that is provided
by a licensed occupational therapist who meets Illinois licensure standards.

1.1.139 Office of Inspector General (0OIG) means the Office of Inspector
General for the Department as set forth in 305 ILCS 5/12-13.1. OIG has the

primary responsibility for program integrity over the Illinois Medical
Assistance Program to prevent, detect, and eliminate Fraud, Waste, Abuse,
mismanagement, and misconduct. OIG is the liaison with federal and state
law enforcement, including but not limited to the Illinois State Police
Medicaid Fraud Control Unit (ISP-MFCU).

1.1.140 Open Enrollment Period means the specific period each year in which
an Enrollee shall have the opportunity to change from one MCO to another
MCO.

1.1.141 Out-of-Home Placements means arrangements for Children who

have significant behavioral health challenges or co-occurring disorders, and
who are at risk of becoming homeless or being placed in: (1) detention, (2)
secure care facilities, (3) psychiatric hospitals, (4) residential treatment
facilities, (5) developmental disabilities facilities, (6) addiction facilities, (7)
alternative schools, or (8) foster care.

1.1.142 Participant means any individual determined to be eligible for an
HFS Medical Program.

1.1.143 Party(ies) means the State, through the Department, and Contractor.
1.1.144 Performance Improvement Project (PIP) means an ongoing

program for improvement that focuses on clinical and nonclinical areas, and
that involves:

1.1.144.1 measurement of performance using objective quality indicators;

1.1.144.2 implementation of system interventions to achieve improvement in
quality;

1.1.144.3 evaluation of the effectiveness of the interventions; and

1.1.144.4 planning and initiation of activities for increasing or sustaining
improvement.

1.1.145 Performance Measure(ment) means a quantifiable measure to
assess how well an organization carries out a specific function or process.
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1.1.146 Person means any individual, corporation, proprietorship, firm,
partnership, trust, association, governmental authority, contractor, or other
legal entity whatsoever, whether acting in an individual, fiduciary, or other
capacity.

1.1.147 Person with a Disability means an individual who meets the
definition of blind or disabled under Section 1614(a) of the Social Security Act
(42 USC 1382), and who are eligible for Medicaid.

1.1.148 Person with Ownership or a Controlling Interest means a Person
who:

1.1.148.1 has a direct or indirect, singly or in combination, ownership interest
equal to five percent (5%) or more in Contractor;

1.1.148.2 owns an interest of five percent (5%) or more in any mortgage, deed
of trust, note, or other obligations secured by Contractor if that interest
equals at least five percent (5%) of the value of the property or assets
of Contractor;

1.1.148.3 is an officer or director of Contractor if Contractor is organized as a
corporation;

1.1.148.4 is a member of Contractor if Contractor is organized as a limited
liability company; or

1.1.148.5 is a partner in Contractor if Contractor is organized as a partnership.

1.1.149 Personal Assistant means an individual who provides Personal Care
to an Enrollee when it has been determined by the Care Manager that the
Participant has the ability to supervise the Personal Assistant.

1.1.150 Personal Care means assistance with meals, dressing, movement,
bathing, or other personal needs or maintenance, or general supervision and
oversight of the physical and mental well-being of a Participant.

1.1.151 Personal Emergency Response System (PERS) means an electronic

device that enables a Participant who is at high risk of Institutionalization to
secure help in an emergency.

1.1.151a Pharmacy Benefit Manager (PBM) means a person, business, or

entity, including a wholly or partially owned or controlled subsidiary of a
Pharmacy Benefit Manager, that provides claims processing services or other
prescription drug or device services, or both, for Contractor.

1.1.152 Physical Therapy means a medically prescribed service that is
provided by a licensed physical therapist and identified in the [PoC that
utilizes a variety of methods to enhance an Enrollee’s physical strength,
agility, and physical capacity for ADL.
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1.1.153 Physician means an individual licensed to practice medicine in all its
branches in Illinois under the Medical Practice Act of 1987 (225 ILCS 60/1, et
seq.) or any such similar statute of the state in which the individual practices
medicine.

1.1.154 Post-Stabilization Services means Medically Necessary non-
Emergency Services furnished to an Enrollee after the Enrollee is Stabilized
following an Emergency Medical Condition, in order to improve or resolve the
Enrollee’s condition.

1.1.155 Potential Enrollee means a Participant who is subject to mandatory
enrollment, or is eligible to voluntarily enroll, but is not yet an Enrollee of a
Health Plan. Participants who are Potential Enrollees covered by this Contract
are set forth in Attachment Il. Potential Enrollee includes Participants within
the Contracting Area who, pursuant to federal law or waiver, have the option
to enroll with an MCO.

1.1.156 Primary Care Provider (PCP) means a Provider, including a WHCP,
who, within the Provider's scope of practice and in accordance with State
certification requirements or State licensure requirements, is responsible for
providing all preventive and primary care services to an Enrollee of the
Contractor.

1.1.157 Prior Approval means review and written approval by the
Department of any Contractor materials or actions, as set forth in the
Contract, including subcontracts, intended courses of conduct, or procedures
or protocols that Contractor must obtain before such materials are used or
such actions are executed, implemented, or followed.

1.1.158 Prospective Enrollee means a Potential Enrollee who has begun the
process of enrollment with Contractor but whose coverage with Contractor has
not yet begun.

1.1.159 Protected Health Information (PHI) shall have the same meaning as
provided in HIPAA, 45 CFR 160.103, and for the purpose of this Contract shall

be limited to the information received from the Department, or created,
maintained, or received by Contractor on behalf of the Department, in
connection with this Contract.

1.1.160 Provider means a Person or organization enrolled with the
Department to provide Covered Services to a Participant.

1.1.161 Provider Network means a network of Providers and agencies that
have entered into a contract or agreement with Contractor to provide
Enrollees with a broad array of community based supports and resources.

1.1.162 uality Assessment and Performance Improvement (QAPI) means
the program required by 42 CFR §438.330, which requires MCOs to have an
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ongoing quality-assessment and performance-improvement program for the
services provided to Enrollees, that includes, at a minimum:

1.1.162.1 Performance Improvement Projects;
1.1.162.2 the collection and submission of Performance Measurement data;

1.1.162.3 mechanisms to detect both underutilization and overutilization of
services;

1.1.162.4 mechanisms to assess the quality and appropriateness of care
furnished to Enrollees who have special healthcare needs;

1.1.162.5 when long-term services and supports are provided, mechanisms to
assess the quality and appropriateness of care, including between care
settings and comparison of authorized to delivered services; and

1.1.162.6 when long-term services and supports are provided, participation in
Department efforts to prevent, detect and remediate Critical Incidents.

1.1.163 Quality Assurance (QA) means a formal set of activities to review,
monitor, and improve the quality of services by a Provider or MCO, including
quality assessment, ongoing quality improvement, and corrective actions to
remedy any deficiencies identified in the quality of services provided directly
to Enrollees as well as administrative and support services.

1.1.164 Quality Assurance Plan (QAP) means a written document developed
by Contractor in consultation with its QAP Committee and medical director
that details annual program goals and measurable objectives, UR activities,
access, and other Performance Measures that are to be monitored with
ongoing Physician profiling and focus on quality improvement.

1.1.165 Quality Assurance Plan (QAP) Committee means a committee

established by Contractor, with the approval of the Department, that consists
of a cross representation of all types of Providers, but shall, at a minimum,
include primary care Providers, specialists, dentists, and LTC representatives
from Contractor’s network and throughout the entire Contracting Area. At the
request of the Department, the QAP Committee shall also include Department
staff in an advisory capacity.

1.1.166 Quality Assurance Program means Contractor’s overarching mission,
vision, and values, which, through its goals, objectives, and processes
committed in writing in the QAP, are demonstrated through continuous
improvement and monitoring of medical care, Enrollee safety, behavioral-
health services, and the delivery of services to Enrollees, including ongoing
assessment of program standards to determine the quality and
appropriateness of care, Care Management, and coordination. It is
implemented through the integration, coordination of services, and resource
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allocation throughout Contractor’s organization, its partners, Providers, other
entities delegated to provide services to Enrollees, and the extended
community involved with Enrollees. The QAP is overseen by the QAP
Committee.

1.1.167 Quality Improvement Organization (QIO) means an organization
designated by Federal CMS, as set forth in Section 1152 of the Social Security
Actand 42 CFR §476, that provides QA, quality studies, and inpatient UR for
the Department in the FFS Medical Program, and QA and quality studies for
the Department in the HCBS setting.

1.1.168 uality Improvement System for Managed Care (QISMC) means a
quality assessment and improvement strategy to strengthen an MCO'’s efforts
to protect and improve the health and satisfaction of Enrollees.

1.1.169 Readiness Review means the process by which the Department or its
designee assesses Contractor’s ability to fulfill Contractor’s duties and
obligations under the Contract, including reviewing Contractor’s model
Provider agreements, Provider Network, QA program, staffing for operations,
and information systems.

1.1.170 Recipient Identification Number (RIN) means a unique nine (9)-
digit number assigned to each individual who receives medical benefits from
the State. The number is utilized by the Department to identify and pay
medical bills to Providers.

1.1.171 Referral means an authorization provided by a primary care Provider
to enable an Enrollee to seek medical care from another Provider.

1.1.172 Rehabilitation means the process of restoration of skills to an
individual who has had an illness or injury to regain maximum self-
sufficiency and function in a normal or near-normal manner in therapeutic,
social, physical, behavioral, and vocational areas.

1.1.173 Resident means an Enrollee who is living in a facility, including NFs
and ICFs, and whose facility services are eligible for Medicaid payment.

1.1.174 Respite means services that provide the needed level of care and
supportive services to enable the Enrollee to remain in the community or in a
home-like environment, while periodically relieving a nonpaid family member
or other caregiver of caregiving responsibilities.

1.1.175 Rule 132 refers to Title 59 of the Illinois Administrative Code, Part
132 - Medicaid Community Mental Health Services or its successor Rules.

1.1.176 Rural Area refers to an Illinois county not part of a metropolitan
statistical area (MSA), as defined by the U.S. Census Bureau; or a county that is
part of an MSA but has a population of fewer than 60,000 residents (see
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details in Attachment II).

1.1.177 Rural Health Clinic (RHC) means a Provider that has been designated
by the Public Health Service, DHHS, or the governor of the State of Illinois, and
approved by the Public Health Service, in accordance with the Rural Health
Clinics Act (Public Law 95-210) as a Rural Health Center.

1.1.178 Screening, Assessment and Support Services (SASS) means the
state’s historical program of intensive mental health services provided by an
agency, including pre-admission inpatient psychiatric screening, Crisis
stabilization, and follow-up services to children with a mental illness or
emotional disorder who are at risk for psychiatric hospitalization.

1.1.179 Senior means an individual who is eligible for services through Title
XIX and is aged 65 or older.

1.1.180 Senior or Person with a Disability (SPD) population means an
individual categorized as a Senior or as a Person with a Disability. SPD
population does not include Dual-Eligible Adults.

1.1.181 Serious Mental Illness refers to emotional or behavioral functioning
so impaired as to interfere with the individual’s capacity to remain in the
community without supportive treatment.

1.1.182 Service Authorization Request means a request by an Enrollee, or
by a Provider on behalf of an Enrollee, for the provision of a Covered Service.

1.1.183 Skilled Nursing means nursing services provided within the scope of
the Illinois Nurse Practice Act (225 ILCS 65/50-1 et seq.) by registered nurses,
licensed practical nurses, or vocational nurses licensed to practice in the State.

1.1.184 Skilled Nursing Facility (SNF) means a group care facility that
provides Skilled Nursing care, continuous Skilled Nursing observations,
restorative nursing, and other services under professional direction with
frequent medical supervision, during the post-acute phase of illness or during
recurrences of symptoms in long-term illness.

1.1.185 Special Needs Children means Children under the age of twenty-one
(21) who are eligible under the Medicaid Program pursuant to Article III of
the Public Aid Code (305 ILCS 5/3-1 et seq.) or Medicaid-eligible and eligible
to receive benefits pursuant to Title XVI of the Social Security Act. Special
Needs Children also includes certain Medicaid-eligible Children under the age
of twenty-one (21) who receive services under the Specialized Care for
Children Act (110 ILCS 345/0.01 et seq.) via the Division of Specialized Care
for Children (DSCC) or such other entity that the Department may designate
for providing such services and Children with special needs as specified in
section 1932 (a)(2)(A) of the Social Security Act. In accordance with Public
Act 100-0990, Special Needs Children does not include Children participating
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in the Medically Fragile and Technology Dependent (MFTD) 1915(c) waiver
program, and Children authorized to receive EPSDT in-home shift nursing
services.

1.1.186 Speech Therapy means a medically prescribed speech or language-
based service that is provided by a licensed speech therapist and identified in
the IPoC, and that is used to evaluate or improve an Enrollee's ability to

communicate.
1.1.187 Spend-Down means the policy that allows an individual to qualify for

the Medicaid Program by incurring medical expenses at least equal to the
amount by which the individual’'s income or assets exceed eligibility limits. It
operates similarly to deductibles in private insurance in that the Spend-Down
amount represents medical expenses the individual is responsible for paying.

1.1.188a Stand-Down Order means a directive from the OIG to Contractor to
temporarily refrain from taking any actions related to an identified Provider,
and to notify the OIG if any actions have been taken, or are proceeding, against
the Provider including, but not limited to, investigations, review, audits,
and/or recoupments.

1.1.188 Stabilization or Stabilized means a determination with respect to
an Emergency Medical Condition made by an attending emergency room
Physician or other treating Provider that, within reasonable medical
probability, no material deterioration of the condition is likely to result upon
discharge or transfer to another facility.

1.1.189 State means the State of lllinois, as represented through any State
agency, department, board, or commission.

1.1.190 State-Operated Hospital (SOH) means a hospital operated, owned,
and managed by the Department of Human Services Division of Mental Health
(DHS-DMH) that serves adults with Serious Mental Illness (SMI) who require
inpatient treatment.

1.1.191 State Fiscal Year means the State’s Fiscal Year, which begins on
the first day of July of each calendar year and ends on the last day of June of
the following calendar year. For example, State Fiscal Year 2015 began on
July 1, 2014, and ended on June 30, 2015.

1.1.192 State Plan means the Illinois State Plan approved by Federal CMS, in
compliance with Title XIX of the Social Security Act.

1.1.193 Subcontractor means an entity, other than a Network Provider, with
which Contractor has entered into a written agreement for the purpose of
delegating responsibilities applicable to Contractor under this Contract, as
provided in 42 CFR §438.2. When not used as a defined term, “subcontractor”
means any subcontractor of Contractor, including Network Providers and
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Subcontractors.

1.1.194 Supportive Living Facility (SLF) means a residential apartment-style
(assisted living) setting in Illinois that:

1.1.194.1 is certified by the Department to provide or coordinate flexible
Personal Care services, twenty-four (24)-hour supervision and
assistance (scheduled and unscheduled), activities, and health-related
services with a service program and physical environment designed to
minimize the need for Residents to move within or from the setting to
accommodate changing needs and preferences;

1.1.194.2 has an organizational mission, service programs, and physical
environment designed to maximize Residents’ dignity, autonomy,
privacy, and independence;

1.1.194.3 encourages family and community involvement; and

1.1.194.4 is subject to the Supportive Living Program HCBS Waiver
administered by the Department (see 305 ILCS 5/5-5.01a).

1.1.195 Systems of Care (SOC) means a comprehensive spectrum of mental
health and other necessary services which are organized into a coordinated
network to meet the multiple and changing needs of Children and their
families, and that are family-driven, youth-guided, individualized, culturally
and linguistically competent, and community-based.

1.1.196 Third Party means any Person other than the Department, Contractor, or
any of Contractor's Affiliates.

1.1.197 Transition of Care means the management and continuation of care
as Enrollees transition between different Providers within the same Health
Plan.

1.1.198 Urban Area refers to an Illinois county that is part of a metropolitan

statistical area (MSA), as defined by the US Census Bureau and has a
population equal to or greater than 60,000 residents (see details in

Attachment II).
1.1.199 Utilization Management Program means a comprehensive approach

and planned activities for evaluating the appropriateness, need, and efficiency
of services, procedures, and facilities according to established criteria or
guidelines. Utilization management typically includes new activities or
decisions based upon the analysis of care, and describes proactive
procedures, including discharge planning, concurrent planning,
precertification, and clinical case Appeals. It also covers proactive processes,
such as concurrent clinical reviews and Peer Reviews, as well as Appeals
introduced by the Provider, payer, or Enrollee.
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1.1.200 Waste means the overutilization or misuse of Covered and non-
Covered services, resources, or materials that results in unnecessary costs to
the healthcare system and, as a result, to the Medicaid program. “Waste” is
often used in conjunction with “Fraud” and “Abuse.”

1.1.201 Wellness Program means comprehensive services designed to
promote and maintain the good health of an Enrollee.

1.1.202 Williams Provider means a mental health Provider contracted with
the Mental Health Division of DHS to implement the consent decree entered in
Williams v. Quinn, No. 05 C 4673 (N.D. Ill.) (Williams consent decree).

1.1.203 Women'’s Healthcare Provider (WHCP) means a Physician or other
healthcare Provider who, within the Provider’s scope of practice and in
accordance with State certification requirements or State licensure
requirements, specializes by certification or training in obstetrics, gynecology,
or family practice.

1.1.204 Wraparound Fidelity Assessment System (WFAS) means a multi-
method approach to assessing fidelity to the wraparound process and the
quality of individualized care planning and management for children and
youth with complex needs and their families, as specified by the National
Wraparound Initiative by the National Wraparound Implementation Center
(NWIC) (http://www.nwic.org/).

1.1.205 Written Materials means materials regarding choice of MCO, selecting
a PCP, Enrollee handbooks, basic information as set forth in section 5.21.1,
and any information or notices distributed by Contractor or required to be
distributed to Potential Enrollees, Prospective Enrollees or Enrollees by the
Department, or regulations promulgated under 42 CFR §438 and in format
specified under 42 CFR §438.10.

1.1.206 Youth At Risk means a Child who is a part of DCFS’s Intact Family
Services, which is a relatively intense short-term, in-home, community based
intervention program (6-9 months) that works with families who have been
identified by DCFS as at risk for foster care placement.
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1.2 ABBREVIATIONS AND ACRONYMS

1.2.1 ADL:
1.2.2 ADT:
1.2.3 AES:
1.2.4 APN:
1.2.5 ASOP:
1.2.6 BEP:

1.2.7 BH:
1.2.8 CAHPS:
1.2.9 CAP:
1.2.10 CARES:
1.2.11 CART:
1.2.12 CCCD:
1.2.13 CFR:

1.2.14 (S)CHIP:

1.2.15 CLIA:
1.2.16 CMHC:
1.2.17 CSPI:
1.2.18 DARTS:
1.2.19 DCFS:
1.2.20 DCMS:
1.2.21 DD:
1.2.22 DHHS:
1.2.23 DHS:

1.2.24 DHS-DMH:

1.2.25 DHS-DRS:

Activities of Daily Living
Admission, Discharge, and Transfer
Advanced Encryption Standard
Advanced Practice Nurse

Actuarial Standards of Practice

Business Enterprise Program Act for Minorities, Females, and
Persons with Disabilities

Behavioral Health

Consumer Assessment of Healthcare Providers and Systems
Corrective Action Plan

Crisis and Referral Entry Service

Computer-Aided, Real-Time Translation

Care Coordination Claims Data (CCCD)

Code of Federal Regulations

(State) Children’s Health Insurance Program
Clinical Laboratory Improvement Amendments
Community Mental Health Center

Childhood Severity of Psychiatric Illness

DHS'’s Automated Reporting and Tracking System
[llinois Department of Children and Family Services
[llinois Department of Central Management Services
Developmental Disability

US Department of Health and Human Services
[llinois Department of Human Services

Division of Mental Health with the Department of Human
Services

Division of Rehabilitation Services within DHS
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1.2.26 DHS-OIG: Department of Human Services Office of Inspector General

1.2.27 DON: Determination of Need

1.2.28 DPH: Illinois Department of Public Health

1.2.29 DRG: Diagnostic-Related Grouping

1.2.30 DSCC: Division of Specialized Care for Children

1.2.31 EPDST: Early and Periodic Screening, Diagnosis and Treatment
1.2.32 EQRO: External Quality Review Organization

1.2.33 EUM: Encounter Utilization Monitoring

1.2.34 Federal CMS: Centers for Medicare & Medicaid Services

1.2.35 FFP: Federal Financial Participation

1.2.36 FFS: Fee-for-Service

1.2.37 FQHC: Federally Qualified Health Center

1.2.38 HCBS Waivers: Home and Community-Based Services Waivers
1.2.39 HEDIS®: Healthcare Effectiveness Data and Information Set
1.2.40 HFS: [llinois Department of Healthcare and Family Services
1.2.41 HIPAA: Health Insurance Portability and Accountability Act
1.2.42 HMO: Health Maintenance Organization

1.2.43 HSP: Home Services Program

1.2.44 TADL: Instrumental Activities of Daily Living

1.2.45 IBNP: Incurred but Not Paid

1.2.46 ICD-9-CM Codes: International Classification of Diseases, 9th Revision,
Clinical Modification

1.2.47 ICES: [llinois Client Enrollment Services

1.2.48 ICF: Intermediate Care Facility

1.2.49 ICF/DD: Intermediate Care Facility for the Developmentally Disabled
1.2.50 ICF/MR: Intermediate Care Facility for the Mentally Retarded

1.2.51 ICT: Interdisciplinary Care Team
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1.2.52 IDoA:
1.2.53 THCP
1.2.54

1.2.55 ILCS:

1.2.56 IM-CANS:
Strengths

1.2.57 IP:
1.2.58 IPoC:
1.2.59 IPSEC:
1.2.60 LAN:
1.2.61 LTSS:
1.2.62 LTC:
1.2.63 MCO:
1.2.64 MCCN:
1.2.65 MFTD:
1.2.66 MFP:
1.2.67 MIS:
1.2.68 NCQA:
1.2.69 NF:
1.2.70 OIG:
1.2.71 PCP:
1.2.72 PERS:
1.2.73 PHIL:
1.2.74 PIP:
1.2.75 PFRT:
1.2.76 QA:
1.2.77 QAP:

[llinois Department on Aging

Indian Health Care Provider

[THIS SECTION INTENTIONALLY LEFT BLANK]

[llinois Compiled Statutes

Illinois Medicaid Comprehensive Assessment of Needs and

Individual Provider

Individualized Plan of Care

Internet Protocol Security

Local Area Network

Long-Term Supports and Services
Long-Term Care

Managed Care Organization

Managed Care Community Network
Medically Fragile/Technology-Dependent
Money Follows the Person

Management Information System
National Committee for Quality Assurance
Nursing Facility

Office of Inspector General

Primary Care Provider

Personal Emergency Response System
Protected Health Information
Performance Improvement Project
Psychiatric Residential Treatment Facility
Quality Assurance

Quality Assurance Plan
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1.2.78 QAPI:
1.2.79 QIO:

1.2.80 QISMC:

1.2.81 RHC:
1.2.82 SCHIP:
1.2.83 SED:
1.2.84 SLF:
1.2.85 SMI:
1.2.86 SNF:
1.2.87 SOC:
1.2.88 SOH:
1.2.89 SPD:
1.2.90 TDD:
1.2.91 TPL:
1.2.92 TTY:
1.2.93 USC:
1.2.94 USPS:
1.2.95 UR:
1.2.96 VPN:
1.2.97 WFAS:

1.2.98 WHCP:

Quality Assessment and Performance Improvement
Quality Improvement Organization

Quality Improvement System for Managed Care
Rural Health Clinic

State Children’s Health Insurance Program
Serious Emotional Disturbance

Supportive Living Facility

Serious Mental Illness

Skilled Nursing Facility

Systems of Care

State-Operated Hospital

Senior or Person with a Disability
Telecommunications Device for the Deaf

Third Party Liability

Teletypewriter

United States Code

United States Postal Service

Utilization Review

Virtual Private Network

Wraparound Fidelity Assessment Form

Women’s Healthcare Provider
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ARTICLE II: TERMS AND CONDITIONS

2.1 RULES OF CONSTRUCTION

Unless otherwise specified or the context otherwise requires:

2.1.1

2.1.2

2.1.3

2.1.4

2.1.5

2.1.6

2.1.7

2.1.8

2.1.9

Provisions apply to successive events and transactions.

“Or” is not exclusive.

» o«

The phrases “shall include,” “includes,” and “including” mean, respectively,

“shall include, but not be limited to,” “includes, but is not limited to,” and
“including, but not limited to.”

References to statutes, regulations, and rules include subsequent
amendments and successors thereto.

The various headings of this Contract are provided for convenience only and
shall not affect the meaning or interpretation of this Contract or any provision
hereof.

If any payment or delivery hereunder between Contractor and the
Department shall be due on any day that is not a Business Day, such payment
or delivery shall be made on the next succeeding Business Day.

Words in the plural that should be singular by context shall be so read, and
words in the singular shall be read as plural where the context dictates.

“Day” shall mean a calendar day; “Business Day” shall mean a day as defined
in Article 1.

References to masculine or feminine pronouns shall be interchangeable
where the context requires.

2.1.10 Reference in the Contract to the Department may include, as the Department

may so designate, another State agency or another entity with which the State
has an agreement or contract to fulfill certain functions under this Contract.

2.1.11 References in the Contract to Potential Enrollee, Prospective Enrollee, and

Enrollee shall include the parent, caregiver relative, or guardian where such
Potential Enrollee, Prospective Enrollee, or Enrollee is a minor child or an
adult for whom a guardian has been named, provided that this rule of
construction does not require Contractor to provide Covered Services for a
parent, caregiver relative, or guardian who is not separately enrolled as an
Enrollee with Contractor.

2.1.12 Whenever this Contract requires that an Adverse Benefit Determination be

taken within a specified period after receipt of a notice, document, report, or
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other communication, the date that the notice, document, report, or other
communication shall be deemed to have been received shall be in accordance
with the following:

2.1.121 if sent by first class mail, on the date of postmark by the United
States Postal Service (USPS);

2.1.12.2 if sent by registered or certified mail, on the date of signature
on the USPS return receipt;

2.1.12.3 if sent by courier or hand-delivery, on the date of signature on
the courier’s receipt form;

2.1.12.4 if sent by e-mail, fax, or other electronic means, on the date of
transmission.

2.1.13 Whenever this Contract requires that a notice, document, report, or other
communication be sent within a specified period after another Adverse
Benefit Determination, the date the notice, document, report, or other
communication shall be deemed to have been sent shall be in accordance with
the following:

2.1.13.1 if sent by first class, registered, or certified mail, on the date of
postmark by the USPS;

2.1.13.2 if sent by courier, on the date of delivery to the courier;

2.1.13.3 if sent by e-mail, fax, or other electronic means, on the date of
transmission.

2.2 PERFORMANCE OF SERVICES AND DUTIES

Contractor shall perform all services and other duties as set forth in this Contract in
accordance with, and subject to, all applicable federal and State statutes, rules, and
regulations.

2.2.1 Contract Provisions Related to the COVID-19 Public Health Emergency
Effective March 1, 2020 and through the duration of the Novel Coronavirus
Disease (COVID-19) public health emergency as declared by the federal or
State government, and any extensions thereof, Contractor shall perform
services and duties in such a manner that incorporates all applicable
provisions of flexibility provided in the Department's Section 1135 and
Section 1115 Waivers as approved by federal CMS, the CMS-approved HCBS
1915(c) Waivers’ Appendix K, Disaster State Plan Amendments, written
concurrence from federal CMS, and applicable provisions provided by the
“Federal CMS COVID-19 Emergency Declaration Blanket Waivers for Health
Care Providers.” The Department will provide Contractor with written notice
of all applicable provisions. Furthermore, throughout the duration of the
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COVID-19 public health emergency as declared by the federal or State
government, the following revised Contract provisions are effective:

2.2.1.1 Contractor shall implement all changes made by the Department for
the FFS Medicaid Program regarding prior authorization requirements
related to COVID-19 public health emergency flexibilities.

2.2.1.2 Contractor’s Care Management duties that require in-person contact
with an Enrollee may be replaced with HIPAA-compliant audio-only
real-time telephonic interaction, or a virtual real-time visit, either of
which must be sufficient in both substance and duration to meet the
key components of an in-person contact. These visits can be counted
and reported in lieu of in-person contacts on the Department’s
required monthly Care Management reports.

2.2.1.3 An acceptable form of required signature to finalize an Enrollee’s
initial or revised IPoC is a verbal agreement by Enrollee that is
documented in writing by Contractor.

2.2.1.4 Contractor shall cover Medically Necessary Covered Services provided
by a non-Network IMPACT-registered Provider for the diagnosis and
treatment of COVID-19. Contractor may not require prior
authorization as a condition for payment for such services.

2.2.1.5 Effective May 19, 2020, all Potential Enrollees will be directly enrolled
by automatic assignment to an MCO. All such Enrollees will have a
ninety (90)-day change period after the Effective Enrollment Date to
select another MCO as provided in section 4.10.1.

2.3 LIST OF INDIVIDUALS IN AN ADMINISTRATIVE CAPACITY

2.3.1 Key positions. Upon Execution of this Contract, Contractor shall provide to
the Department a list of individuals authorized by Contractor who have
responsibility for monitoring and ensuring the performance of each of the
duties and obligations under this Contract and their résumés. Contractor shall
maintain an administrative and organizational structure that supports a high-
quality, comprehensive managed-care system. Contractor shall fill vacant key
positions in a timely manner. Contractor shall employ or contract for senior-
level managers with sufficient experience and expertise in healthcare
management and employ or contract with skilled clinicians for medical
management activities. Contractor shall ensure all positions are located in
[llinois. This list of individuals in an administrative capacity, and their
résumés, shall be updated by Contractor throughout the term of this Contract
as necessary and as changes occur. Contractor shall provide written notice of
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such changes to the Department no later than two (2) Business Days after
such changes occur. At a minimum, Contractor shall provide the key positions
identified in this section (either through direct employment or contract). The
Department acknowledges that the position titles in this section may not be
the position titles that Contractor currently uses and that position titles may
change from time to time. The Department further acknowledges that
employees who are required to be full time may also have some
responsibilities for Contractor’s other operations. Contractor warrants that
such responsibilities shall never detract from or conflict with the obligation to
provide the equivalent of full-time resources to ensure the Contract
requirements are met. Failure to meet the requirements of this section 2.3
may result in a monetary performance penalty pursuant to section 7.16 and
any other applicable provision of Article VII of this Contract.

2.3.1.1 Chief Executive Officer (CEO). The CEO shall be a full-time position,
with clear authority over general administration and implementation
of requirements set forth in the Contract.

2.3.1.2 Chief Operating Officer (CO0). The COO shall be a full-time position,
with clear authority over operations of Contractor’s business including
overseeing the strategy and implementation of all non-clinical
responsibilities of this Contract. This position shall be responsible for
the daily conduct and operations of Contractor’s Plan.

2.3.1.3 Chief Financial Officer (CFO). The CFO shall be a full-time position,
with oversight of the budget and accounting systems of Contractor.
This position shall, at a minimum, ensure that Contractor meets the
Department’s requirements for financial performance and for
Contractor’s reporting.

2.3.1.4 Chief Medical Officer (CMO). The CMO shall be a full-time position, a
board-certified Illinois-licensed Physician and have a minimum of eight
(8) years of experience practicing medicine. This position will lead and
oversee Contractor’s clinical strategy and clinical programs (both
physical and behavioral health). This position will be responsible for
Contractor’s Utilization Management Program, Care Coordination,
Long-Term Services and Support, quality improvement, accreditation,
credentialing, pharmacy, Appeals and Grievances, health services,
Behavioral Health services, and medical policy. This position shall
manage Contractor’s Quality Assessment and Performance
Improvement Program. This position shall attend all quarterly quality
meetings.

2.3.1.5 Medical Director. The Medical Director shall be an Illinois-licensed
Physician with a minimum of five (5) years of experience practicing in
internal medicine, primary care, or pediatrics. This position shall be
actively involved in all major clinical program components of
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Contractor’s Plan, including review of medical care provided, medical
professional aspects of Provider contracts, and other areas of
responsibility as may be designated by Contractor. This position shall
devote sufficient time to Contractor’s Plan to ensure timely medical
decisions, including after-hours consultation as needed.

2.3.1.6 Chief Psychiatrist. The Chief Psychiatrist shall be a full-time senior
executive who is a board-certified, Illinois-licensed psychiatrist with a
minimum of eight (8) years of experience in mental health, substance
use, or children services. This position shall be responsible for all
Behavioral Health activities.

2.3.1.7 Enrollee Services Director. The Enrollee Services Director shall be a
full-time position that coordinates communications with Enrollees and
other Enrollee services, such as acting as an Enrollee advocate. This
position shall ensure that Contractor maintains sufficient Enrollee
service staff to enable Enrollees to receive prompt resolution of their
problems or inquiries.

2.3.1.8 Provider Service Director. The Provider Service Director shall be a
full-time position that coordinates communications between
Contractor and its Network Providers and other Subcontractors.

2.3.1.9 Management Information System Director (MIS Director). The MIS
Director shall be a full-time position that oversees and maintains
Contractor’s data-management system such that is capable of valid
data collection and processing, timely and accurate reporting, and
correct claims payment. This individual shall be trained and
experienced in information systems, data processing, data reporting
and the Department’s unique claims-processing requirements to the
extent required to oversee all information system aspects identified in
this Contract.

2.3.1.10 Care Management Manager. The Care Management Manager
shall be a full-time position. This position shall be a licensed Physician,
licensed registered nurse, or other professional as approved by the
Department based on Contractor’s ability to demonstrate that the
professional possesses the training and education necessary to meet
the requirements for Case Management and Disease Management
Program activities required in the Contract. This position will direct all
activities pertaining to Case Management and Care Coordination
activities and monitor utilization of Enrollees’ physical health and
behavioral health.

2.3.1.11 [THIS SECTION INTENTIONALLY LEFT BLANK]

2.3.1.12 Long-Term Services and Supports Program Manager. The
LTSS Program Manager shall be a full-time position that administers
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managed Long-Term Care programs and services and oversees and
trains LTSS care coordination staff. This position shall ensure that
LTSS staff are knowledgeable and adhere to the requirements of the
[llinois HCBS Waivers, IPoC and service plans, Contract standards, the
Money Follows the Person Program, Illinois Long-Term Care rules and
regulations, and the Williams and Colbert consent decrees (as per
section 9.1.40). This position shall coordinate all communications
between LTSS State agency liaisons, including HFS, IDoA, DHS-DRS,
DHS-DDD, and UIC-DSCC. This position shall oversee report
submissions specific to the LTSS membership.

2.3.1.13 Community Liaison. The Community Liaison shall be a full-
time position that develops and maintains relationships with
community resources, State agencies, and community entities that
traditionally provide services for Enrollees or Potential Enrollees. This
individual will coordinate the provision of Community-Based Services
to Enrollees, assist in Enrollee outreach, and manage community
engagement activities.

2.3.1.14 Quality-Management Coordinator. The Quality-Management
Coordinator shall be a full-time position. This position shall be an
[llinois-licensed Physician, Illinois-licensed registered nurse, or
another Illinois-licensed clinician, as approved by the Department
based on Contractor’s ability to demonstrate that the clinician
possesses the training and education necessary to meet the
requirements for quality improvement activities required in the
Contract. This position shall, at a minimum, direct the activities of the
quality-improvement staff in monitoring and auditing Contractor’s
healthcare delivery system to meet the Department’s goal of providing
healthcare services that improve the health status and health
outcomes of Contractor’s Enrollees.

2.3.1.15 Utilization Management Coordinator. The Utilization
Management Coordinator shall be a full-time position. This position
shall be an Illinois-licensed Physician, Illinois-licensed registered
nurse, or other professional as approved by the Department based on
Contractor’s ability to demonstrate that the professional possesses the
training and education necessary to meet the requirements for UR
activities required in the Contract. This position will oversee prior
authorizations and manage the inpatient certification review staff for
inpatient initial, concurrent, and retrospective reviews. The review
staff shall consist of RNs, Physicians, Physician assistants, or licensed
practical nurses who are experienced in inpatient reviews and who
operate under the direct supervision of a Registered Nurse, Physician,
or Physician assistant.

2.3.1.16 Compliance Officer. The Compliance Officer shall be a full-time
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position, which shall develop and implement policies, procedures, and
practices designed to ensure compliance with the requirements of the
Contract. This position shall oversee Contractor’s Program Integrity
Program; the Complaint, Grievance, Special Investigations Unit; and
the fair hearing process and ensure that Fraud, Waste, and Abuse is
reported in accordance with the guidelines in 42 CFR §438.608 and the
requirements of this Contract. This position shall report directly to the
CEO and Board of Directors. Effective January 1, 2023, the Compliance
Officer position is not subject to the requirement in Section 2.3.1 that
the position is located in Illinois.

2.3.1.17 Registered Pharmacist. The Registered Pharmacist shall be a
full-time position and shall oversee pharmaceutical prior
authorizations; support Fraud, Waste, and Abuse staff; and participate
in Department-led formulary reviews.

2.3.1.18 Transition Officer. The Transition Officer shall be a full-time
position and shall assist Contractor in the transition from Contractor’s
implementation team to regular ongoing operations. This position shall
be filled no later than the start date of the Contract and shall continue
through one hundred twenty (120) days after the start date of
operations, or until all administrative roles are fully staffed, whichever
is later.

2.3.1.19 Health Equity Director. The Health Equity Director shall be a full-
time position, filled by Contractor no later than the second quarter of
CY2022. The Health Equity Director must: (1) hold atleasta
bachelor’s degree from a recognized college or university and a
minimum of five years professional work experience, preferably in
public health, social/human services, social work, public policy, health
care, education, community development, or justice; (2) have
demonstrated community and stakeholder engagement experience;
and (3) have experience in actively applying or overseeing the
application of science-based quality improvement methods to reduce
health disparities. Primary role and responsibilities include: oversee
Contractor’s strategic design, implementation, and evaluation of health
equity efforts in the context of Contractor’s population health
initiatives; inform decision-making around best payer practices related
to disparity reductions, including the provision of health equity and
social determinant of health resources and research to leadership and
programmatic areas; collaborate with Contractor’s MIS Director to
ensure Contractor collects and meaningfully uses race, ethnicity, and
language data to identify disparities; ensure that efforts addressed at
improving health equity, reducing disparities, and improving cultural
competence are designed collaboratively with other contracted
managed care entities to have a collective impact for the population
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and the lessons learned are incorporated into future decision-making.
This position shall report directly to the CEO.

2.3.1.20 Children’s Behavioral Health (CBH) Program Manager. The
Children’s Behavioral Health Program Manager shall be a full-time
position filled by Contractor, no later than the second quarter of
calendar year 2022, that oversees and ensures alignment of
Contractor’s Behavioral Health service delivery system for Children
with Department requirements, Attachment XXII of this Contract, the
N.B. implementation plan dated December 2, 2019, and any
subsequent revisions. The Children’s Behavioral Health Program
Manager shall: (1) serve as the single point of contact for HFS related
to Children’s Behavioral Health; (2) maintain annual certification in the
IM+CANS; (3) attend training on the Behavioral Health services
available to N.B. class members and achieve certification in the
Wraparound process; (4) ensure that Contractor’s reports and other
information specific to N.B. class members are submitted timely and
accurately to the Department or its designee; and, (5) co-chair
Contractor’s Family Leadership Council and participate in the
Children’s Behavioral Health Family Leadership Workgroup as
required by the N.B. implementation plan.

2.3.1.21 Other key personnel identified by Contractor.

2.3.2 Designated liaisons. Contractor shall designate the following liaisons, who
may also serve in a key position outlined in section 2.3.1. No individual shall
serve in more than two (2) designated liaison roles. Designated liaisons will
include:

2.3.2.1 A liaison who will serve as an account manager to the Department to
facilitate communications between the Department and Contractor’s
executive leadership and staff.

2.3.2.2 A liaison who will serve as an account manager to DCFS to facilitate
communications between DCFS and Contractor’s executive leadership
and staff.

2.3.2.3 A liaison who will be a consumer advocate for High-Needs and Special
Needs Children. This individual shall be responsible for internal
advocacy for these Enrollees’ interests, including ensuring input in
policy development, planning, decision-making, and oversight.

2.3.2.4 A liaison who will be a consumer advocate for Enrollees who need
Behavioral Health services. This position shall be responsible for
internal advocacy for these Enrollees’ interests, including ensuring
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2.3.3

2.3.4

input in policy development, planning, decision-making, and oversight,
as well as coordination of recovery and resilience activities.

2.3.2.5 A liaison who will be a consumer advocate for Dual-Eligible Adults.
This position shall be responsible for internal advocacy for these
Enrollees’ interests, including ensuring input in policy development,
planning, decision-making, and oversight.

2.3.2.6 A liaison who will be responsible for all population health and related
issues, including population health activities and coordination between
Behavioral Health services.

2.3.2.7 A liaison who will ensure timely and accurate submission of Encounter
Data and cooperate on other issues related to Contractor’s information
systems.

2.3.2.8 A liaison who will interact with other relevant policy groups.

2.3.2.9 A liaison who will interact with designated staff at the Department to
ensure adherence to and understanding of the Department’s unique
billing requirements and to cooperate on other applicable billing
issues.

2.3.2.10 Effective no later than January 1, 2025, a liaison who will interact
with designated staff at the Department to ensure timely and accurate
disclosure by Contractor’s PBM of the information described in 305
ILCS 5/5-36(€e) upon request by the Department.

Training. Contractor shall provide timely, relevant training that will help staff
members competently perform their duties and targeted training to
individual staff members as necessary.

Background checks. Contractor must clear each newly hired staff member
through an industry-standard background check before such staff member
assumes duties with Contractor.

2.4 CERTIFICATE OF AUTHORITY

If organized as an HMO, Contractor must obtain and maintain during the term of this
Contract a valid certificate of authority as an HMO under 215 ILCS 125/1-1, et seq.
Contractor shall provide proof of certificate of authority upon the Department’s
request. If organized as an MCCN, for so long as Contractor meets the requirements
of 89 Ill. Admin. Code Part 143, Contractor may be deemed by the Department to be a
certified MCCN.

e
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2.5 OBLIGATION TO COMPLY WITH OTHER LAWS

2.5.1 No obligation imposed herein on Contractor shall relieve Contractor of any
other obligation imposed by court order, law or regulation, including those
imposed by the Managed Care Reform and Patient Rights Act (215 ILCS 134/1
et seq.); the federal Balanced Budget Act of 1997 (Public Law 105-33); Section
1557 of the Patient Protection and Affordable Care Act; and regulations
promulgated by the Illinois Department of Financial and Professional
Regulation, and the Illinois Department of Insurance, the Illinois Department
of Public Health, or Federal CMS. The Department shall report to the
appropriate agency any information it receives that indicates a violation of a
law or regulation. The Department will inform Contractor of any such report
unless the appropriate agency to which the Department has reported requests
that the Department not inform Contractor.

2.5.2 If Contractor believes that it is impossible to comply with a provision of this
Contract because of a contradictory provision of applicable State or federal
law, Contractor shall immediately notify the Department. The Department
then will determine whether a Contract amendment is necessary. The fact
that either the Contract or an applicable law imposes a more stringent
standard than the other does not, in and of itself, render it impossible to
comply with both.

2.6 PROVISION OF COVERED SERVICES THROUGH NETWORK PROVIDERS

Where Contractor does not employ Physicians or other Providers to provide direct
healthcare services, every provision in this Contract by which Contractor is obligated
to provide Covered Services of any type to Enrollees—including provisions stating
that Contractor shall “provide Covered Services,” “provide quality care,” or provide a
specific type of healthcare service, such as the Covered Services in section 5.2—shall
be interpreted to mean that Contractor shall arrange for the provision of those
Covered Services through its Provider Network.

2.7 CULTURAL COMPETENCE

2.7.1 Contractor shall implement a Cultural Competence plan, and Covered Services
shall be provided in a culturally competent manner by ensuring the Cultural
Competence of all Contractor staff, from clerical to executive management,
and Providers. Contractor shall implement the NCQA Standards for Culturally
and Linguistically Appropriate Services in Health Care (CLAS Standards).

2.7.2 Cultural Competence plan. Contractor’s Cultural Competence plan shall
address the challenges of meeting the healthcare needs of Enrollees.
Contractor’s Cultural Competence plan shall, at a minimum, address the
following:
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2.7.2.1 involvement of executive management and Providers in the
development and ongoing operation of the Cultural Competence plan;

2.7.2.2 the individual executive employee responsible for executing and
monitoring the Cultural Competence plan;

2.7.2.3 the creation and ongoing operation of a committee or group within
Contractor to assist Contractor to meet the cultural needs of its
Enrollees. This committee shall:

2.7.2.3.1 be reflective of the geographical and cultural groups
served by Contractor, and

2.7.2.3.2 at minimum have fifty-one percent (51%) of its
committee members be Enrollees or community-based
participants;

2.7.2.4 the assurance of Cultural Competence at each level of care;

2.7.2.5 indicators within the Cultural Competence plan that Contractor will
use as benchmarks toward achieving Cultural Competence;

2.7.2.6 Contractor’s written policies and procedures for Cultural Competence;

2.7.2.7 Contractor’s strategy and method for recruiting staff with backgrounds
representative of Enrollees served;

2.7.2.8 the availability of interpretive services;

2.7.2.9 Contractor’s ongoing strategy and method to ameliorate
transportation barriers and its operation;

2.7.2.10 Contractor’s ongoing strategy and method to meet the unique
needs of Enrollees who have Developmental Disabilities and Cognitive
Disabilities and its operation;

2.7.2.11 Contractor’s ongoing strategy and method to provide services
for home-bound Enrollees and the strategy’s operation;

2.7.2.12 Contractor’s ongoing strategy and method to engage local
organizations to develop or provide cultural-competency training and
collaborate on initiatives to increase and measure the effectiveness of
culturally competent service delivery and its operation; and

2.7.2.13 a description of how Cultural Competence is and will continue
to be linked to health outcomes.

2.7.3 Staff. Contractor shall proactively attempt, within the conditions imposed by
any court order or consent decree, to hire staff who reflect the diversity of
Enrollee demographics. Contractor shall require all staff, including employees
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2.7.4

2.7.5

2.7.6

2.7.7

and contract personnel, to complete linguistic and Cultural Competence
training upon hire and no less frequently than annually thereafter.

Providers. Contractor shall contract with a culturally-diverse network of
Providers of both genders and prioritize recruitment of bilingual or multi-
lingual Providers. Contractor’s contracts with Providers shall require that
Providers comply with Contractor’s Cultural Competence plan. Contractor
shall confirm the languages used by Providers, including American Sign
Language, and ensure physical access to Providers’ office locations.

Subcontractors. Contractor shall require that its Subcontractors comply with
Contractor’s Cultural Competence plan and complete Contractor’s initial and
annual Cultural Competence training. Contractor’s oversight committee,
established pursuant to section 5.40.4, shall ensure compliance by
Subcontractors with contractual and statutory requirements, including the
[llinois Human Rights Act, the US Civil Rights Act, and Section 504 of the
federal Rehabilitation Act.

Provider monitoring. Contractor shall perform QA evaluations of Provider
practices, which shall include monitoring of Enrollee accessibility to ensure
linguistic and physical accessibility. Contractor shall support Providers in
achieving accessibility.

Readiness Review. Contractor shall submit its completed Cultural
Competence plan to the Department at least two (2) weeks prior to the
Department’s Readiness Review.

2.8 PROVIDER SITE ACCESS

All Provider locations where Enrollees receive services shall comply with the
requirements of the Americans with Disabilities Act (ADA). Contractor’s network
shall have Provider locations that are able to accommodate the needs of individual
Enrollees.

2.9 BUSINESS ENTERPRISE PROGRAM GOALS

29.1

On an annual basis, Contractor shall meet the Business Enterprise Program
(BEP) subcontracting goals set by the Department. The goal will be set as
percentages of the Administrative Allowance included in Capitation payments
made to Contractor as set forth in Attachment IV, multiplied by the
anticipated Enrollee months during the State Fiscal Year. The calculation for
State Fiscal Year 2018 is twenty percent (20%). For subsequent State Fiscal
Years, the Department may submit addenda to Attachment VII upon written
notice to Contractor without requiring amendment of this Contract. The
percentages for the sub-goals shall be as follows:

2.9.1.1 eleven percent (11%) for minority-owned businesses;
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2.9.2.2 seven percent (7%) for female-owned businesses; and

2.9.2.3 two percent (2%) for businesses owned by individuals with
disabilities.

2.9.2 Contractor shall report quarterly to DCMS on BEP vendor payments and goal
attainment during each State Fiscal Year, in a format specified by DCMS, with
a copy to the Department’s BEP liaison. Contractor shall maintain a record of
all relevant data with respect to the utilization of BEP certified
subcontractors, including payroll records, invoices, canceled checks, and
books of account, for a period of at least five (5) years after the completion of
the Contract. Upon three (3) Business Days’ written notice, Contractor shall
grant full access to these records to any Authorized Person. The Department
shall have the right to obtain from Contractor any additional data reasonably
related or necessary to verify any representation by Contractor.

2.9.3 Contractor shall submit to the Department’s BEP liaison its initial BEP
utilization plan and related letters of intent no later than sixty (60) days after
the Effective Date. After submission, Contractor shall cooperate with the
Department to achieve a BEP utilization plan that is acceptable to the State.
Any approved BEP utilization plan shall be incorporated as part of this
Contract as Attachment VII.
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ARTICLE III: ELIGIBILITY

3.1 DETERMINATION OF ELIGIBILITY

The Department, consistent with all applicable federal laws and its State Plan, has the
exclusive right to determine an individual’s eligibility. Such determination shall be
final and is not subject to review or appeal by Contractor. Nothing in Article III
prevents Contractor from providing the Department with information Contractor
believes indicates that an Enrollee’s eligibility was incorrectly determined or has
changed so that enrollment with Contractor is no longer appropriate or that the
Capitation rate for that Enrollee should be adjusted. By mutual agreement of the
Parties, enrollment with Contractor may be expanded to other categories of
individuals receiving health coverage from the Department upon the Department
providing Contractor with written notice no fewer than one-hundred eighty (180)
days in advance, unless otherwise agreed to by the Parties, before the first
enrollment under such expansion. Such notice shall include:

3.1.1 the definition of any new category of individuals;
3.1.2 the number of Potential Enrollees within any new category of individuals; and

3.1.3 the Capitation rates applicable to any new category of individuals.

3.2 NONDISCRIMINATION

Contractor shall not discriminate against a Potential Enrollee, Prospective Enrollee,
or Enrollee on any basis prohibited by section 9.1.22.
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ARTICLE IV: ENROLLMENT, COVERAGE, AND
TERMINATION OF COVERAGE

4.1 ENROLLMENT GENERALLY

4.1.1 All Potential Enrollees who live in the Contracting Area shall be required to
become Enrollees in a Health Plan, except those Potential Enrollees who,
pursuant to federal law or a waiver approved by Federal CMS, are subject only
to voluntary enrollment or are part of an excluded population. The ICES shall
be responsible for the enrollment of Potential Enrollees, including the
provision of all education regarding Health Plan choices, enrollment by active
choice, and enrollment by automatic assignment. Contractor shall continue to
accept Potential Enrollees for enrollment until the Department determines
that any further enrollments would exceed Contractor’s capacity based on a
review conducted pursuant to section 4.15. Contractor shall accept each
Potential Enrollee whose name appears on the 834 Audit File and 834 Daily
File. Enrollment shall be without restriction and shall be in the order in which
Potential Enrollees apply or are assigned. Contractor will not discriminate
against Potential Enrollees based on health status or need for healthcare
services. Contractor shall not participate in facilitating enrollment, including
during the Open Enrollment Period. Contractor may educate a Potential
Enrollee regarding the specific elements of Contractor, provided that
Contractor engages in no Marketing activities prohibited under section 4.17.
Contractor shall refer all requests for enrollment to the ICES, which shall not
be considered “facilitating enrollment.” Nothing in this Contract shall be
deemed to be a guarantee of any Potential Enrollee’s enrollment with
Contractor.

4.1.2 For new Enrollees transferring from another MCO, the Department will notify
Contractor of the Enrollee’s previous MCO, and Contractor shall request the
Enrollee’s IPoC from that MCO.

4.1.3 For past Enrollees who have left Contractor’s Health Plan, Contractor shall
provide an Enrollee’s IPoC within ten (10) Business Days after receiving a
request for it from the MCO in which the individual is enrolled.

4.2 ILLINOIS CLIENT ENROLLMENT SERVICES

All enrollments will be processed by the ICES. The Department will provide
Contractor with samples of the enrollment information mailed to Potential Enrollees
by the ICES. Contractor may provide comments, for the Department’s consideration,
relating to the accuracy of that information as it pertains to the Contract. Contractor
may be asked to provide material or other information for the enrollment
information mailed by the ICES.
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4.3

INITIAL PROGRAM IMPLEMENTATION

Beginning on the Effective Date, the initial enrollment of Potential Enrollees in the
Contracting Area will be phased according to a schedule set by the Department in
order to ensure a smooth transition and to minimize disruption of care. The
Department retains the right to begin on a later date and to stagger enrollment in its
sole discretion. An Enrollee with Contractor who does not exercise the right to
actively enroll with another MCO when the Enrollee has the opportunity will
automatically remain an Enrollee with Contractor.

4.4 CHOICE IN ENROLLMENT

44.1

4.4.2

443

4.4.4

Individuals who were enrolled with Contractor on the day before the Effective
Date will be assigned as Enrollees with Contractor on the Effective Date. Such

Enrollees will have a ninety (90) day change period after assignment to select
another MCO as provided in section 4.10.1.

Individuals who were enrolled on the day before the Effective Date with a
MCO that does not have a contract with the Department on the Effective Date
will be assigned as Enrollees to a contracted MCO on the Effective Date using
an algorithm defined by the Department. Such Enrollees will have a ninety
(90)-day change period after assignment to select another MCO as provided
in section 4.10.1.

All Potential Enrollees not explicitly described in section 4.4.1 or section 4.4.2
will have an opportunity to choose a MCO. These Potential Enrollees will have
a thirty (30)-day enrollment period to select a MCO. When a selection is not
made within that period, the Potential Enrollees will be enrolled by automatic
assignment to a MCO. All such Enrollees will have a ninety (90)-day change
period after the Effective Enrollment Date to select another MCO as provided
in section 4.10.1. A Potential Enrollee will have the opportunity to select a PCP
when choosing an MCO. On a daily basis, the ICES will inform Contractor of
the Prospective Enrollees who have chosen Contractor and the PCPs that were
selected.

Enrollees already enrolled with Contractor will be given priority to continue
such enrollment over Potential Enrollees if Contractor does not have capacity
to accept all those seeking enrollment with Contractor.

4.5 ENROLLMENT BY AUTOMATIC ASSIGNMENT

A Potential Enrollee who is subject to mandatory enrollment and who does not select
an MCO will be enrolled by automatic assignment to a qualified MCO by the ICES. To
be a qualified MCO, Contractor cannot be subject to the intermediate sanction
described in 42 CFR 438.702(a)(4), and must have the capacity to enroll Prospective
Enrollees. On a daily basis, the ICES will inform Contractor of Prospective Enrollees

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 55



who have been enrolled with Contractor by automatic assignment and the PCPs to
whom they were assigned. The Department and the ICES will design and implement
an algorithm for enrollment by automatic assignment. The algorithm will consider
existing PCP relationships based on 42 CFR 438.54(d)(7), residence, family member
assignments, geography, and cost. In no event will assignments or enrollments
exceed the capacity of an MCO. The Department shall provide Contractor with a
description of the algorithm for enrollment by automatic assignment of Enrollees.

4.5.1

45.2

The Department reserves the right to reevaluate and modify the algorithm for
enrollment by automatic assignment at any time for any reason during the
term of this Contract, and may provide that the algorithm considerations
include Contractor’s performance on quality measures, operational
performance, and other measures relevant to program effectiveness. The
Department shall provide written notice to Contractor at least sixty (60) days
before implementation of any significant modification, as determined by the
Department, of the algorithm for enrollment by automatic assignment.

The Department reserves the right to develop an algorithm for Enrollee PCP
assignment, when no active choice is made by an Enrollee, that may be based
upon PCPs’ performance measures and metrics as determined by the
Department. The Department shall provide written notice to Contractor at
least sixty (60) days before implementation of any significant modification, as
determined by the Department, of the algorithm for Enrollee PCP assignment.

4.6 ENROLLMENT OF NEWBORNS, INFANTS, AND CHILDREN

4.6.1

4.6.2

Enrollment of Newborns, infants, and Children who are added to the case of
the mother whose RIN is on the IES transaction and who is enrolled with the
Contractor, are enrolled automatically as follows: If the newborn is added to
the case before the newborn is forty-six (46) days old, the newborn’s Effective
Enrollment Date with Contractor is retroactive to the newborn’s date of birth.
Contractor shall provide coverage of the newborn Enrollee retroactively to
the date of birth, based on the Enrollment Effective Date determined by the
Department and provided to Contractor on the 834 Audit File. Contractor
shall not require prior authorization for inpatient newborn claims for
newborns retroactively enrolled pursuant to this section.

Enrollment of Newborns, infants, and Children who are added to the case of
the mother whose RIN is on the [ES transaction and who is enrolled with the
Contractor, are enrolled automatically as follows: If an infant is added to the
case after the age of forty-five (45) days and up to, but not including, one (1)
year old, the newborn’s Effective Enrollment Date with Contractor will be
prospective as provided in section 4.7. Contractor shall provide coverage of
the infant Enrollee prospectively as provided in section 4.7, based on the
Effective Enrollment Date determined by the Department and provided to
Contractor on the 834 Audit File.
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4.6.3 Children under the age of nineteen (19), excluding newborns and infants, who
are added to the case of a sibling, mother, or head of household and whose
RIN is on the IES transaction and who is enrolled with the Contractor, are
enrolled automatically. Contractor shall provide coverage of the child Enrollee
prospectively as provided in section 4.7.

4.6.4 For newborn claims where newborn has not yet been determined Medicaid
eligible and assigned a RIN, Contractor shall follow the claims processing
rules for newborns not yet assigned a RIN established by the Department for
fee-for-service claims.

4.7 EFFECTIVE ENROLLMENT DATE

If a request for enrollment is received and entered by the ICES, and it is accepted by
the Department’s database prior to the applicable cut-off date, coverage shall begin
on the first day of the following calendar month. If the ICES receives and enters an
enrollment after the applicable cut-off date, and it is accepted by the Department’s
database after the applicable cut-off-date, coverage shall begin no later than the first
day of the second calendar month following the date the enrollment is accepted by
the Department’s database.

4.8 UPDATE OF ENROLLMENT INFORMATION

Within five (5) Business Days after receipt of the 834 Audit File, Contractor shall
update all electronic systems maintained by Contractor to reflect the information
contained in the 834 Audit File received from the Department. Contractor shall use
the 834 Audit File to verify Contractor’s Enrollees for the subsequent calendar
month. Contractor shall not wait for the 820 Payment File to update eligibility.

4.9 ENROLLEE WELCOME PACKET

Within five (5) Business Days after receipt of the 834 Audit File from the Department
confirming that an enrollment was accepted, or, no later than five (5) Business Days
prior to an Enrollee’s Effective Enrollment Date, Contractor shall send an Enrollee
welcome packet to the Enrollee. The packet shall include all basic information as set
forth in section 5.21.1.

4.10 CHANGE OF MANAGED CARE ORGANIZATION

4.10.1 Initial enrollment and change period. During the initial ninety (90) days
after the Effective Enrollment Date, whether the Enrollee actively selected the
MCO or was enrolled by automatic assignment, the Enrollee shall have the
opportunity to select a different MCO. Except as provided in section 4.10.3,
the Enrollee shall not be allowed to change MCOs again until the Open
Enrollment Period. If the Enrollee contacts Contractor to request a change of
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MCO during this ninety (90)-day period, Contractor shall attempt to identify
and resolve the Enrollee’s concerns and if not resolved to the Enrollee’s
satisfaction, Contractor shall refer the Enrollee to the ICES. The MCO to which
the Enrollee changes to is responsible for Care Coordination and Transition of
Care planning. Unless otherwise specified in section 5.19, the MCO in which
the Enrollee was first enrolled is responsible for payment for Covered
Services through the effective disenrollment date and for cooperating with the
Care Coordination and Transition of Care planning.

4.10.2 Open Enrollment Period. After the initial Enrollment Period as set forth in
section 4.10.1, and once every twelve (12) months thereafter, each Enrollee
shall have a sixty (60)-day period in which to change MCOs in which the
Enrollee is enrolled. No later than sixty-four (64) days prior to each Enrollee’s
Anniversary Date, the ICES shall send notice to the Enrollee of the Enrollee’s
opportunity to change MCOs and the sixty (60)-day deadline for doing so. If
the Enrollee selects a different MCO during the Open Enrollment Period,
enrollment in the new MCO will be effective on the Enrollee’s Anniversary
Date. Enrollees who make no selection will continue to be enrolled with the
same MCO. Enrollees may not change MCOs at any time other than the Open
Enrollment Period, except as provided in section 4.10.3.

4.10.3 Disenrollment by Enrollee. All disenrollment must be pursuant to 42 CFR
§438.56.

4.10.3.1 When an Enrollee is subject to voluntary managed care
enrollment under the Medicaid Managed Care Program, an Enrollee
may disenroll from Contractor at any time and for any reason by
notifying ICES.

4.10.3.2 When an Enrollee is subject to mandatory managed care
enrollment under the Medicaid Managed Care Program, an Enrollee
may request to disenroll for cause from Contractor for any of the
following reasons at any time by notifying Contractor, orally or in
writing, of the Enrollee’s request to disenroll. Subject to the
requirements in section 4.14.4, such a request shall be granted by the
Department when the reason matches any of the following as
determined by the Department:

4.10.3.2.1 the Enrollee moves out of the Contracting Area;

4.10.3.2.2 Contractor, due to its exercise of right of conscience
pursuant to section 5.6, does not provide the Covered
Service that the Enrollee seeks;

4.10.3.2.3 the Enrollee needs related Covered Services to be
performed at the same time, not all the related services
are available through Contractor, and the Enrollee’s
Provider determines that receiving the services
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separately would subject the Enrollee to unnecessary
risk;

4.10.3.2.4 when a change in Enrollee’s LTSS Provider (residential,
institutional, or employment support) from a Network
Provider to a non-Network Provider results in a
disruption to residence or employment; or,

4.10.3.2.5 other reasons, including: poor quality of care; a sanction
imposed by the Department pursuant to 42 CFR
438.702(a)(4); lack of access to Covered Services; lack of
access to Providers experienced in dealing with the
Enrollee’s healthcare needs; if the Enrollee is
automatically re-enrolled pursuant to section 4.11 and
such loss of coverage causes the Enrollee to miss the
open Enrollment Period; or an Enrollee’s Primary Care
Provider’s contract with Contractor is terminated
resulting in disruption to the Enrollee.

4.11 RE-ENROLLMENT AFTER RESUMPTION OF ELIGIBILITY

If an Enrollee with Contractor is disenrolled due to the loss of HFS Medical Program
coverage, but the Enrollee’s HFS Medical Program coverage is reinstated within
ninety (90) days, the Department will attempt to re-enroll the Enrollee with
Contractor, provided that the Enrollee’s eligibility status is still valid for participation
and, subject to section 4.14.1.3, the Enrollee resides in the Contracting Area.

4.12 INSOLVENCY

If Contractor becomes insolvent or is subject to insolvency proceedings as set forth in
215 ILCS 125/1-1 et seq., Contractor shall be liable for all claims for Covered Services
and shall remain responsible for the provision of Covered Services and the
management of care provided to all Enrollees until the Contract is terminated or
expires.

4.13 CHANGE OF PRIMARY CARE PROVIDER OR WOMEN’S HEALTHCARE PROVIDER

Contractor shall process an Enrollee’s oral or written request to change PCP or
WHCP within thirty (30) days after the receipt of the request.

4.14 TERMINATION OF COVERAGE

4.14.1 The Department shall terminate an Enrollee’s coverage when the Enrollee
becomes ineligible for HFS Medical Program or otherwise is not within the
population described as being Enrollees under this Contract, or upon the
occurrence of any of the following conditions:
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4.14.1.1 Upon the Enrollee’s death. Termination of coverage shall take
effect at 11:59 p.m. on the last day of the month in which the Enrollee
dies. Termination may be retroactive to this date.

4.14.1.2 When an Enrollee elects to change MCOs during the change
period (section 4.10.1) or Open Enrollment Period (section 4.10.2).
Termination of coverage with the previous MCO shall take effect at
11:59 p.m. on the day immediately preceding the Enrollee’s Effective
Enrollment Date with the new MCO.

4.14.1.3 When an Enrollee no longer resides in the Contracting Area. If
an Enrollee is to be disenrolled at the request of Contractor under the
provisions of this section 4.14.1.3 Contractor must first provide
documentation satisfactory to the Department that the Enrollee no
longer resides in the Contracting Area. Termination of coverage shall
take effect at 11:59 p.m. on the last day of the month prior to the
month in which the Department determines that the Enrollee no
longer resides in the Contracting Area. Termination may be retroactive
if the Department is able to determine the month in which the Enrollee
moved from the Contracting Area.

4.14.1.4 When the Department determines that an Enrollee has other
significant insurance coverage or is placed in Spend-Down status. The
Department shall notify Contractor of such disenrollment on the 834
Daily File. This notification shall include the effective disenrollment
date.

4.14.1.5 When the Department is made aware that an Enrollee is
incarcerated in a county jail, Illinois Department of Corrections facility,
or federal penal institution. Termination of coverage shall take effect at
11:59 p.m. on the last day of the month prior to the month in which the
Enrollee was incarcerated.

4.14.1.6 When an Enrollee enters DCFS custody. Termination of
coverage shall take effect at 11:59 p.m. on the day prior to the day on
which the court grants DCFS custody of the Enrollee.

4.14.2 The termination or expiration of this Contract terminates coverage for all
Enrollees with Contractor. Termination will take effect at 11:59 p.m. on the
last day of the month in which this Contract terminates or expires, unless
otherwise agreed to, in writing, by the Parties.

4.14.3 Except as otherwise provided in this Article IV, termination of an Enrollee’s
coverage shall take effect at 11:59 p.m. on the last day of the month following
the month the disenrollment is processed by the Department.

4.14.4 Disenrollment from Contractor as provided in sections 4.10.3 and 4.14.5 may
only occur upon receipt by Contractor of written approval of such
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4.14.5

4.14.6

disenrollment by the Department. Disenrollment shall be effective at 11:59
p.m. on the last day of the month in which the Department approves the
disenrollment, or of the next month if the Department is unable to give the
Enrollee at least ten (10) days’ notice before termination of coverage, takes
effect. The approved disenrollment date shall be effective no later than 11:59
p.m. on the last day of the month following the month the Department
received the request from Contractor. If the Department fails to make a
disenrollment determination within this timeframe, the disenrollment is
considered approved for such effective date.

Contractor shall not seek to terminate enrollment because of an adverse
change in an Enrollee’s health status, or because of the Enrollee’s utilization of
Covered Services, diminished mental capacity, or uncooperative or disruptive
behavior resulting from such Enrollee’s special needs (except to the extent
such Enrollee’s continued enrollment with Contractor seriously impairs
Contractor’s ability to furnish Covered Services to the Enrollee or other
Enrollees). Any attempts to seek to terminate enrollment in violation of this
section 4.14.5 will be considered a Breach of this Contract.

Contractor shall not seek to terminate enrollment of an Enrollee who
attempts to exercise, or is exercising, the Enrollee’s Appeal or Grievance
rights. Any attempts to seek to terminate enrollment in violation of this
section 4.14.6 will be considered a Breach of this Contract.

4.15 CAPACITY

4151

4152

The number of Enrollees enrolled with Contractor will be limited to a level
that will not exceed Contractor’s physical, professional, and Provider Network
capacity. The Department may establish an enrollment threshold for
Contractor, expressed as a percentage of Contractor’s maximum enrollment
capacity, as a component of the Readiness Review. The Department may also,
at any time, set a maximum enrollment capacity based upon other factors
including quality indicators or sanctions imposed pursuant to section 7.16.

Upon request by the Department, or at the times set forth in section 4.15.2.1,
Contractor shall provide to the Department documentation that sets forth
Contractor’s physical, professional, and network capacity. The documentation
must demonstrate that Contractor offers an appropriate range of preventive
services, primary care, Behavioral Health, and specialty services that is
adequate for the anticipated number of Enrollees, and that Contractor
maintains a Provider Network that is sufficient in number, mix, and
geographic distribution to meet the needs of the anticipated number of
Enrollees.

4.15.2.1 The Department will review the documentation:

4.15.2.1.1 each year on the anniversary of the Effective Date of this
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Contract, or such other date as the Department may
designate;

4.15.2.1.2 when Contractor requests a review and the Department
agrees to such review;

4.15.2.1.3 when there is a change in Covered Services, categories of
Potential Enrollees, Contracting Area, or Capitation that
can reasonably be expected to affect Contractor’s
capacity;

4.15.2.1.4 when there is a Change of Control, or a sale or transfer of
Contractor; or

4.15.2.1.5 when the Department determines that Contractor’s
operating or financial performance reasonably indicates
a lack of Provider or administrative capacity.

4.15.2.2 If the Department determines that Contractor does not have the

necessary Provider or administrative capacity to provide Covered
Services to any additional Enrollees, the Department shall provide
written notice of such determination to Contractor, containing an
explanation of the methodology used by the Department to
determine Contractor’s Provider and administrative capacity and
allowing Contractor sixty (60) days to restore Provider and
administrative capacity. In the event the Department reasonably
finds that Contractor has failed to restore Provider and
administrative capacity within sixty (60) days after Contractor
receives such notice, the Department may suspend enrollment
(through automatic assignment, enrollment by Enrollee choice, or
both), upon written notice to Contractor of such findings. Such
suspension of enrollment may, at the sole discretion of the
Department, be for an area that is not the entire Contracting Area.
Thereafter, Contractor may, at any time, submit written evidence to
the Department that Contractor has increased Provider and
administrative capacity, which evidence the Department shall review
in good faith. The Department shall, within thirty (30) days following
the Department’s receipt of such evidence, provide written notice to
Contractor of its findings. If the Department finds that Contractor’s
Provider and administrative capacity has increased to the
Department’s satisfaction, the Department will resume Contractor’s
enrollment.

4.16 IDENTIFICATION CARD

4.16.1 Contractor shall send each new Enrollee an identification card bearing:
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4.16.1.1 the name of Contractor;

4.16.1.2 the Effective Enrollment Date;

4.16.1.3 the name of Enrollee;

4.16.1.4 the Enrollee’s RIN;

4.16.1.5 Contractor-assigned enrollee ID number, if applicable;

4.16.1.6 the twenty-four (24)-hour telephone number to confirm
eligibility for benefits and authorization for services;

4.16.1.7 the name and phone number of the Enrollee’s PCP (do not
include for Dual-Eligible Enrollees);

4.16.1.9 Regulatory Agency - (IL Dept of) HealthCare and Family
Services; and

4.16.1.10 effective no later than January 1, 2026, the unique Medicaid-
specific Bank Identification Number (BIN) and Processor Control
Number (PCN) combination and group number identifiers for
pharmacy benefits.

4.16.2 Contractor shall send the identification cards to the Enrollee no later than five
(5) Business Days after receipt of the monthly 834 Audit File, or, no later than
five (5) Business Days prior to an Enrollee’s Effective Enrollment Date.

4.16.2.1 For Dual-Eligible Enrollees whose enrollments are received by
Contractor after receipt of the monthly 834 Audit File, Contractor shall send the
identification card no later than five (5) Business Days after receipt of the 834
Daily File, or, no later than five (5) Business Days prior to an Enrollee’s Effective
Enrollment Date.

4.16.3 Contractor shall send a draft of the identification card described herein to the
Department for Prior Approval no fewer than five (5) Business Days prior to
the Readiness Review and when the card content is revised. Contractor shall
not be required to submit format changes to the card for Prior Approval,
provided there is no change in the information conveyed.

4.17 MARKETING

4.17.1 Contractor must comply with the requirements in 42 CFR §438.104 and 45
CFR 164.508(a)(3) regarding Marketing activities. Contractor shall not use
any subcontractors, including Network Providers, to engage in any Marketing
on behalf of Contractor except as allowed under section 4.17.

4.17.2 Marketing by any medium, including mail, mass-media advertising, and
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4.17.3

community-oriented, and the content of all Marketing Materials will be
allowed subject to the Department’s Prior Approval. Contractor shall comply
with the Department’s outreach guidelines as updated from time to time.
Contractor shall be responsible for all costs of such Marketing, including labor
costs. The Department reserves the right to determine and set the sole
process of, and payment for, Marketing by mail, using names and addresses of
Potential Enrollees supplied by the Department, including the right to limit
Marketing by mail to a vendor that has entered into a confidentiality
agreement with the Department and the terms and conditions set forth in that
vendor agreement. Contractor must distribute any such permitted Marketing
Materials throughout the Contracting Area.

Face-to-face Marketing by Contractor directed at Participants or Potential
Enrollees, including direct or indirect door-to-door contact, telephone contact,
e-mail, texting, or other cold-call activities, is strictly prohibited. Events that
may involve Contractor staff educating groups of Participants or Potential
Enrollees shall not be considered “face-to-face” Marketing.

4,17.4 Without Prior Approval, Contractor shall not engage in otherwise prohibited

Marketing activities, including:

4.17.4.1 providing cash to Potential Enrollees, Prospective Enrollees, or
Enrollees, except for reimbursement of expenses and stipends, in an
amount approved by the Department, provided to Enrollees for
participation on committees or advisory groups;

4.17.4.2 providing gifts or incentives to Potential Enrollees or
Prospective Enrollees unless such gifts or incentives are also provided
to the general public and do not exceed US $10 in value per individual
gift or incentive and no more than a cumulative annual value of US $50;

4.17.4.3 providing gifts or incentives to Enrollees unless such gifts or
incentives are provided conditionally based on the Enrollee receiving
preventive care or other health-related activity, are not in the form of
cash or an instrument that may be converted to cash;

4.17.4.4 seeking to influence a Potential Enrollee’s enrollment with
Contractor in conjunction with the sale of any other insurance;

4.17.4.5 inducing Providers or employees of the Department or DHS to
reveal Confidential Information regarding Participants or otherwise
use such Confidential Information in a fraudulent manner; or

4.17.4.6 threatening, coercing, or making untruthful or misleading
statements to Potential Enrollees, Prospective Enrollees, or Enrollees
regarding the merits of enrollment with Contractor or any other MCO,
including any statement that the Potential Enrollee, Prospective
Enrollee, or Enrollee must enroll with Contractor in order to obtain

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 64



benefits or in order not to lose benefits, or any statement that
Contractor is endorsed by Federal CMS, by the federal or State
government, or by any similar entity.

4.17.5 Marketing, Outreach and Education Plan. Beginning in calendar year 2023,
on an annual basis, Contractor must submit to the Department for Prior Approval a
Marketing, Outreach and Education Plan no later than November 15t that covers the
period of the following calendar year. The Marketing, Outreach and Education Plan
must reflect a focused approach and strategy that aligns with the program goals
under the Department’s Comprehensive Medical Programs Quality Strategy.
Contractor’s Marketing, Outreach and Education Plan must include the following:

4.17.5.1 an overview of how Contractor’s marketing, outreach, and education
strategy will contribute to improved quality of care, access to care, and
performance outcomes for Enrollees;

4.17.5.2 equity-based strategies on:

4.17.5.2.1 increasing Enrollee self-care management including
promoting Primary Care Provider selection to encourage preventive
care, and appropriate health screenings;

4.17.5.2.2 education and outreach initiatives that are focused and
designed to improve chronic disease management and Behavioral
Health through health literacy and lifestyle programs focused on
adults;

4.17.5.2.3 education and outreach initiatives on maternal and child
healthcare;

4.17.5.2.4 education and outreach initiatives on Behavioral Health,
including reducing barriers to diagnosis and ongoing care for all
populations;

4.17.5.2.5 support Enrollee redetermination process for hard to reach
populations;

4.17.5.3 a community-centric outreach and community engagement strategy
for increasing awareness and educating Enrollees and Potential Enrollees;

4.17.5.4 sample marketing materials that follow the Department’s marketing
and outreach guidelines;

4.17.5.4.1 marketing and promotional social media, radio, print, and
other collateral materials that promote the State of Illinois Medicaid
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Program must be co-branded with the Department’s HealthChoice
Illinois logo that has equal visual positioning; and

4.17.5.5 policy on prohibition against cold-calling, door-to-door marketing,
and other prohibited activities and locations;

4.17.5.6 guidelines on gifts and incentives;

4.17.5.7 guidelines and goals, both quantitative and qualitative, for marketing
activities and outreach events;

4.17.5.8 procedures for addressing marketing complaints; and

4.17.5.9 guidelines for securing Enrollee consent.

4.18 READINESS REVIEW

Contractor is not entitled to any enrollment until it has passed a Readiness Review
conducted by the Department, or otherwise received notice from the Department,
indicating that, to the Department’s satisfaction, Contractor is ready to provide
services to Enrollees in a safe and efficient manner. A Readiness Review will be
conducted prior to implementation of any service package set forth in section 5.2.

4.19 ENROLLEE RESTRICTION

4.19.1 Contractor must have an Enrollee restriction program in place, in which, ata
minimum, Contractor must restrict an Enrollee for a reasonable period to a
designated PCP or Provider of pharmacy services when:

4.19.1.1 the Department indicates the Enrollee was included in the
Department’s Recipient Restriction Program pursuant to 89 Ill. Admin.
Code 120.80 prior to enrollment with Contractor; or

4.19.1.2 Contractor determines that the Enrollee is over-utilizing
Covered Services. Contractor's criteria for such determination, and the
conditions of the restriction, must meet the standards of 42 CFR
§431.54(e).

4.19.2 Contractor’s policies on Enrollee restriction must receive Prior Approval and
shall include the right of the Enrollee to file a Grievance or Appeal.
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ARTICLE V: DUTIES OF CONTRACTOR

5.1 AMOUNT, DURATION, AND SCOPE OF COVERAGE

Contractor shall comply with the terms of 42 CFR §438.206 (b) and (c) and provide,
or arrange to have provided, to all Enrollees the services described in 89 Ill. Adm.
Code, Part 140, 59 I1l. Adm. Code, Part 132, the State Plan and related waivers, as
amended from time to time and not specifically excluded therein in accordance with
the terms of this Contract. Covered Services shall be provided in the amount,
duration, and scope as set forth in 89 Ill. Adm. Code, Part 140, in 59 Ill. Adm. Code,
Part 132, in the State Plan and related waivers, and in this Contract, and shall be
sufficient to achieve the purposes for which such Covered Services are furnished.
This duty shall commence at the time of initial coverage for each Enrollee. Contractor
shall, at all times, cover the appropriate level of service for all Emergency Services
and non-Emergency Services in an appropriate setting. Contractor shall notify the
Department in writing as soon as practicable, but no later than five (5) days
following a change in Contractor’s Provider Network that renders Contractor unable
to provide one (1) or more Covered Services within the access-to-care standards set
forth in section 5.8. Contractor shall not refer Enrollees to publicly supported
healthcare entities to receive Covered Services for which Contractor receives
payment from the Department, unless such entities are Network Providers with
Contractor or are operated by Contractor. Such publicly supported healthcare
entities include, but are not limited to, the Chicago Department of Public Health and
its clinics, and the Certified Local Health Departments. Contractor shall provide a
mechanism for an Enrollee to obtain a second opinion from a qualified Provider,
whether Network or non-Network, at no cost to the Enrollee. Contractor will assist in
coordinating and obtaining any second opinion from a non-Network Provider.

5.2 COVERED SERVICES

5.2.1 Covered Services for all Enrollees except Dual-Eligible Adults receiving long-
term services and supports in an institutional care setting or through an HCBS
waiver (MLTSS) are as follows:

5.2.1.1 Service Package I. Contractor shall provide, or arrange for the
provision of, all Covered Services for Service Package I, to Enrollees at
all times during the term of this Contract, whenever Medically
Necessary. Service Package I includes all federally approved Medicaid
services, including EPSDT screenings and services, except those
included in Service Package II (see Attachment I). Additional services
that are explicitly excluded from Service Package I are listed in section
5.4.

5.2.1.2 Service Package II. Contractor shall provide, or arrange for the
provision of, all Covered Services for Service Package II, to Enrollees at
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all times during the term of this Contract. Service Package Il includes
all Covered Services identified in Attachment I. Personal Assistant
services in Service Package II shall be considered Covered Services
only if such services can be included in a manner consistent with any
existing collective bargaining agreement, or pertinent side letter,
between DCMS and SEIU Healthcare Illinois. Contractor must abide by
the rules and policies provided in each HCBS Waiver.

5.2.1.3 Service Package III. Service Package IIl includes Developmental
Disability waiver services and ICF/DD services. The Department
reserves the right to require Contractor to provide Service Package III
services. The Department will provide contractor one-hundred eighty
(180) days’ notice, in writing, before requiring the provision of these
services.

5.2.2 MLTSS. MLTSS Services include the Behavioral Health and non-emergency
transportation services from Service Package I and the Nursing Facility and
waiver services from Service Package II that are not covered by Medicare (see
Attachment I). Medicare remains the primary payer of Medicare-covered
services for MLTSS Enrollees. Crossover claims and other federally approved
Medicaid services not covered by Medicare are not covered MLTSS Services
and will be billed to Fee-for-Service. Personal Assistant services shall be
considered MLTSS Services only if such services can be included in a manner
consistent with any existing collective bargaining agreement, or pertinent
side letter, between DCMS and SEIU Healthcare Illinois. Contractor must abide
by the rules and policies provided in each HCBS Waiver.

5.2.3 Institution for Mental Diseases in lieu of Covered Services. Contractor
may provide psychiatric and substance use disorder inpatient services in an
Institution for Mental Diseases (IMD) that are medically appropriate and cost
effective in-lieu of the Covered Services under the State Plan to Enrollees
between the ages of twenty-one and sixty-four (21-64) who have inpatient
stays in an IMD of no more than fifteen (15) days in a calendar month.
Contractor shall not require an Enrollee to use such in lieu of services. The
Department represents that Capitation rates paid hereunder for IMD in lieu of
services are actuarially sound and based on covered services under the State
Plan. Eligibility and length of stay will be determined by IMD admissions
status on the first day of every calendar month.

5.2.4 Contractor shall obtain Prior Approval from the Department before offering
any additional service or benefit to Enrollees not required under this
Contract. Contractor shall provide thirty (30) days’ prior written notice to
Enrollees and Prospective Enrollees before discontinuing an additional
service or benefit. The notice must receive Prior Approval from the
Department.

5.2.5 Contractor shall implement any Behavioral Health service plan developed by
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DHS Contractors for an Enrollee who is a class member under the Williams
consent decree, unless the Enrollee and the Enrollee’s Williams Provider
consent to a modification of such plan. Contractor is responsible for payment
of services under such plan only to the extent the services are Covered
Services. The State, or its designee, will provide Contractor with a timely copy
of any such plan. To the extent that Covered Services in such plan would not
have been paid by Contractor due to Contractor’s utilization controls,
Contractor is not obligated to pay until Contractor has received a copy of the
plan.

5.2.6 In fulfilling the requirements of the American Recovery and Reinvestment Act
of 2009:

5.2.6.1 The Department shall notify Contractor through the 834 Audit File
which Enrollees have been identified as Indian as defined in 42 CFR
§438.14(a).

5.2.6.2 The Department shall notify Contractor which Providers have been
designated as an Indian Health Care Provider (IHCP) as defined at 42
CFR §438.14(a).

5.2.6.3 Contractor shall demonstrate that there are sufficient IHCPs in
Contractor’s Provider Network to ensure timely access to Covered
Services for eligible Indian Enrollees.

5.2.6.4 Contractor shall reimburse IHCPs, whether Network Providers or not,
for Covered Services provided to Indian Enrollees who are eligible to
receive Covered Services from such Providers as follows:

5.2.6.4.1 at a rate negotiated between Contractor and the IHCP; or

5.2.6.4.2 in the absence of a negotiated rate, at a rate not less than
the level and amount of payment that Contractor would
make for the Covered Services to a Network Provider
that is not an IHCP; and

5.2.6.4.3 make payment to all IHCPs that are Network Providers
in a timely manner as required for payments to
practitioners in individual or group practices under 42
CFR §447.45 and 447 .46.

5.2.6.5 Contractor shall not impose any copayment on Enrollees identified as
Indian for a Covered Service received from an IHCP or any Medicaid
Provider.

5.2.6.6 Contractor shall not impose cost sharing on Enrollees identified as
Indian if the Enrollees have ever received services from an [HCP.

5.2.6.7 An Enrollee identified as an Indian is exempt from all cost sharing if
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the Enrollee has ever received a referral from an [HCP.

5.2.6.8 Contractor shall permit any Indian Enrollee to obtain Covered Services
from non-Network IHCPs from whom the Enrollee is otherwise eligible
to receive such Covered Services.

5.2.6.9 Contractor shall permit any Indian Enrollee who is eligible to receive
Covered Services from an IHCP PCP that is a Network Provider, to
choose that IHCP as the Enrollee’s PCP, as long as that Provider has
capacity to provide the Covered Services.

5.2.6.10 If the Department determines that timely access to Covered
Services cannot be ensured due to few or no in-State IHCPs, Contractor
will be considered to have met the requirement in section 5.2.6.3 if:

5.2.6.10.1 Indian Enrollees are permitted by Contractor to access
out-of-State IHCPs; or

5.2.6.10.2 this circumstance is deemed to be good cause for
disenrollment from both Contractor and participation in
the State’s managed care program under this Contract in
accordance with 42 CFR §438.56(c).

5.2.6.11 Contractor shall permit a non-Network IHCP to refer an Indian
Enrollee to a Network Provider.

5.3 PHARMACY REQUIREMENTS
5.3.1 Pharmacy Formulary Effective January 1, 2018 through December 31, 2019.

5.3.1.1 Contractor shall submit its Pharmacy Formulary for Prior Approval
initially and annually thereafter.

5.3.1.2 Contractor shall provide coverage of drugs in all classes of drugs for
which the Department’s FFS program provides coverage.

5.3.1.3 Contractor shall cover only drugs made by manufacturer who
participate in the federal Medicaid drug rebate program, which applies
to both prescription and over-the-counter drugs, but does not apply to
non-drug items such as blood-glucose test strips. The department will
provide a listing of manufacturers that participate in the federal
Medicaid drug rebate program.

5.3.1.4 Contractor may determine its own utilization controls, including, but
not limited to, step therapy and prior authorization, unless otherwise
prohibited under this Contract, to ensure appropriate utilization.
Contractor shall utilize the Department’s step therapy and prior
authorization requirements for family planning drugs and devices
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pursuant to Attachment XXI.

5.3.1.5 Contractor shall establish and maintain a generic drug Maximum
Allowable Cost (MAC) dispute resolution process, subject to approval
by the Department. The MAC dispute resolution process shall enable
pharmacies to report pricing disputes to the Contractor up to 60 days
from the claim date and the Contractor is required to resolve the
pricing dispute within 21 days by adjusting the reimbursement rate to
represent the acquisition cost of the drug, or by informing the
pharmacy of alternative generic equivalent products that can be
purchased at or below the Contractor’s existing MAC price.

5.3.1.6 340B drug billing. Contractor shall ensure that it requires pharmacy,
medical, and hospital Providers to identify 340B-purchased drugs on
pharmacy, medical, and hospital claims following the Department
billing guidelines applied in the FFS program. Contractor shall ensure
that its Encounter claims to the Department also identify these drugs.

5.3.1.7 Drug utilization reporting. For outpatient drugs not identified in
section 5.3.2.15, Contractor shall collect information on the total
number of units of each dosage form, and strength, and package size by
the National Drug Code of each covered outpatient drug dispensed to
Enrollees.

5.3.1.8 Contractor shall report to the Department quarterly, in a format and in
the detail specified by the Department, information on the total
number of units of each dosage form, and strength and package size by
the National Drug Code of each covered outpatient drug identified in
section 5.3.2.16 dispensed to Enrollees.

5.3.1.9 Drug utilization program and reporting. Contractor shall develop
and implement a system of policies and procedures, coverage criteria,
and processes for Contractor’s Drug Utilization Review (DUR)
program. The DUR program shall include a prospective review process
for all drugs prior to dispensing, all non-formulary drug requests, and a
retrospective DUR process to detect patterns in prescribing,
dispensing, or administration of medication and to prevent
inappropriate use or abuse. Contractor is required to report
prospective and retrospective DUR activities to the DHFS Medical
Program annually, and assist in data collection and reporting to the
Department of data necessary to complete the Federal CMS DUR
annual report.

5.3.1.10 Contractor’s electronic and print formularies shall display the
following:

5.3.1.10.1 brand and generic medications covered;
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5.3.1.10.2 if medication is preferred or non-preferred and each
term’s definition;

5.3.1.10.3 each medication’s tier and the definition of each tier;

5.3.1.10.4 utilization controls, including step therapy, prior
authorization, dosage limits, gender or age restrictions,
quantity limits, and other policies;

5.3.1.10.5 cost sharing;

5.3.1.10.6 glossary of key terms and explanation of utilization
controls and cost sharing;

5.3.1.10.7 a key for all utilization controls visible on every page in
which specific medication coverage is displayed;

5.3.1.10.8 directions to obtain more information if a medication is
not covered or listed in the formulary;

5.3.1.10.9 an e-mail and toll-free number to which an individual
can report inaccuracies in the formulary; and

5.3.1.10.10 adisclosure that identifies the date of publication, a
statement that the formulary is up to date as of
publication, and contact information for questions and
requests to receive updated information.

53.1.11 The Department shall send a pharmacy formulary template for
Contractor to complete annually.

5.3.1.12 Contractor shall publish formulary on its program website and
make the formulary easily understandable and publicly accessible
without a password, user name, or personality identifiable

information.
5.3.1.13 Contractor shall provide printed formularies upon request.
5.3.1.14 Upon reports of formulary inaccuracies, Contractor must

investigate and make correction to the data displayed. Data correction
shall be completed within three (3) Business Days.

5.3.1.15 Contractor shall attest to the Department on a quarterly basis
that it is making updates to the pharmacy formulary within three (3)
Business Days after investigation of reported inaccuracies.

5.3.2 Pharmacy Formulary and Preferred Drug List (PDL) Effective January 1, 2020.
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5.3.2.1 Federal Medicaid drug rebate program. Contractor shall cover only
drugs made by manufacturers who participate in the federal Medicaid
drug rebate program. This requirement applies to both prescription
and over-the-counter drugs. This requirement does not apply to non-
drug items, such as glucose monitoring supplies, as those products are
not drugs and are not eligible for the federal Medicaid drug rebate
program. The Department will routinely provide Contractor an
updated report of manufacturers that participate in the federal
Medicaid drug rebate program.

5.3.2.2 Covered outpatient drugs. Contractor shall provide coverage of
covered outpatient drugs as defined in Section 1927(k)(2) of the Social
Security Act. Non-preferred drugs meet the definition of a covered
outpatient drug and cannot be excluded from coverage. In the event a
covered outpatient drug is not covered through Contractor’s pharmacy
benefit, it must be covered through Contractor’s medical benefit. In
the event Contractor does not include a covered outpatient drug on its
pharmacy formulary, Contractor must have a process for Enrollees to
access that drug through a prior authorization process, in accordance
with 42 CFR §438.3(s)(1).

5.3.2.3 Compliance with preferred and non-preferred products.

5.3.2.3.1 Contractor shall cover as a preferred product all
products listed as preferred on the Department’s
weekly Preferred Drug List (PDL) NDC file.

5.3.2.3.2 Contractor shall cover as a non-preferred product all
products listed as non-preferred on the Department’s
weekly PDL NDC file.

5.3.2.3.3 Contractor shall not disadvantage any preferred
product to another preferred or non-preferred
product in the same drug class on the Department’s
PDL.

5.3.2.3.4 Where the Department lists a brand name product as
preferred, and its generic equivalent as non-preferred,
Contractor must also list and treat the brand name
product as preferred and the generic drug as non-
preferred.
5.3.2.4 Prior authorization status. Contractor shall not require prior

authorization for any preferred drug for which the Department does

not require prior authorization. Contractor may request authorization

from the Department to require a clinical prior authorization on all

preferred drugs in a class, where HFS does not require prior
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authorization for that class, and the Contractor may require a clinical
prior authorization only if approved in advance by the Department. In
those classes where the Department requires a clinical prior
authorization for all preferred drugs in the class, products are listed as
“Preferred Requires Prior Authorization” on the Department’s PDL.
Contractor may allow, without a prior authorization requirement,
products that are listed on the Department’s PDL as “Preferred
Requires Prior Authorization.” If Contractor does so, Contractor must
make all preferred products available without a requirement for prior
authorization in that class. Contractor may determine its own clinical
prior authorization criteria unless otherwise stipulated by the
Department.

5.3.2.4.1 Effective for dates of service on and after January 1,
2022, Contractor shall utilize the Department’s prior
authorization requirements for long-acting injectable
medications administered for treatment of Behavioral Health
disorders in an inpatient hospital setting.

5.3.2.5 Requirement to use preferred products. Contractor shall require
Enrollees to use preferred products unless there is a clinical reason the
Enrollee must use a non-preferred product.

5.3.2.5.1 Age limits. Contractor shall be no more restrictive
than the Department in regard to age limitations for
PDL products.

5.3.2.5.2 Days’supply. Contractor shall be no more restrictive
than the Department in regard to days’ supply
allowed for PDL products.

5.3.2.6 Rebates for drugs and other products on the PDL. Contractor,
including Contractor’s Pharmacy Benefit Manager (PBM) or its
Subcontractors, is prohibited from negotiating any rebates with
manufacturers for drugs or other products listed on the Department’s
PDL. In the event Contractor, its PBM or other Subcontractors have an
existing rebate agreement with a manufacturer, all products listed on
the Department’s PDL must be exempt from such rebate agreements.

5.3.2.6.1 Contractor shall report drug utilization data to the
Department necessary for the Department to bill manufacturers
for rebates in accordance with section 1927(b)(1)(A) of the SSA
no later than forty-five (45) days after the end of each quarterly
rebate period. Drug utilization data must include, at a
minimum, information on the total number of units of each
dosage form, strength, and package size by National Drug Code
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of each covered outpatient drug dispensed or covered by
Contractor.

5.3.2.7 Unless otherwise prohibited in this contract, Contractor may establish
clinically appropriate utilization controls, such as quantity and dose
limits. Contractor shall utilize the Department’s step therapy and prior
authorization requirements for family-planning drugs and devices
pursuant to the Department’s PDL and Attachment XXI.

5.3.2.8 PDL file. The Department will provide Contractor a PDL file.
Contractor shall provide the PDL file to their Pharmacy Benefit
Manager (PBM) within two (2) Business Days of receipt.

5.3.2.8.1 PDL file format and frequency. The Department will
provide Contractor, on a weekly basis, the PDL file at
a National Drug Code (NDC) level. The PDL file will
be a full file containing all NDCs included on the
Department’s PDL and include age limitations, days’
supply allowances, and drug class. Contractor shall
load the file within seven (7) Business Days of receipt
of the file.

5.3.2.8.2 Negative formulary changes. The Department will
provide Contractor with negative formulary changes
at least forty-five (45) days prior to the effective date
of the change. Contractor shall make all system and
programming changes necessary to implement the
change on the effective date.

5.3.2.8.3 New NDCs. When Contractor loads new NDCs for
products that are listed on the Department’s PDL,
Contractor shall code the product’s preferred or non-
preferred status the same as other drugs that are the
same drug, dosage form, strength, and route of
administration. When the drug is multi-source, and
the brand/innovator product and generic/non-
innovator products are coded differently, then the
new NDCs for a non-innovator/generic drug shall be
coded the same as the non-innovator/generic NDCs,
and the new NDCs for brand/innovator products
shall be coded the same as the innovator/brand
NDCs.

5.3.2.8.4 Contractor shall report any discrepancies it identifies
on the PDL file to the Department, in a format and
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manner prescribed by the Department, within three
(3) Business Days of identification of the discrepancy.

5.3.2.9 Attestation. Contractor shall submit an attestation of its adherence to
the Department’s PDL for the first quarter of calendar year 2020, and
quarterly thereafter, on a schedule and in a format provided by the
Department.

5.3.2.10 Compliance. Compliance is the measure of preferred prescription
drug utilization relative to all products in a class on the PDL. The
Department will monitor Contractor’s PDL compliance. Compliance
will be measured as a count of preferred product claims paid by
Contractor in a PDL class relative to the entirety of product claims paid
by Contractor in that PDL class over a calendar quarter. Encounter
claims data will be used for determining calendar quarter utilization.
Encounters claims will be pulled sixty (60) days after the end of the
quarter. PDL classes will be based upon class listings on the
Department’s PDL. When a product is listed with the brand preferred
over its generic equivalent, the use of generic will count as non-
preferred utilization.

5.3.2.11 Grandfathering. On January 1, 2020, for Enrollees prescribed non-
preferred drugs that the Department has identified as grandfathered
on the PDL, Contractor shall continue to cover that non-preferred drug.
The initial grandfathering period shall be one (1) year, and the
Enrollee shall be re-evaluated at the end of the one (1)-year period to
determine whether grandfathering continues to be clinically
appropriate for the Enrollee. Where the Department prefers a brand
over its generic equivalent in a class that is grandfathered, Contractor
shall grandfather Enrollees on the brand product rather than the
generic equivalent.

5.3.2.12 Format of published formulary inclusive of the PDL. Contractor’s
electronic and print formularies shall comply with the standardized
format developed by the Department. Contractor shall adopt the
Department’s PDL categorization of drug classes and shall use the class
names listed on the PDL. Contractor’s published formulary shall
contain, at minimum, the following:

5.3.2.12.1 brand and generic medications covered;

5.3.2.12.2 if medication is preferred or non-preferred and each
term’s definition;

5.3.2.12.3 each medication’s tier and the definition of each tier;
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5.3.2.12.4 utilization controls, including step therapy, prior
approval, dosage limits, gender or age restrictions,
quantity limits, and other policies;

5.3.2.12.5 cost sharing;

5.3.2.12.6 glossary of key terms and explanation of utilization
controls and cost sharing;

5.3.2.12.7 akey for all utilization controls visible on every page
in which specific medication coverage is displayed;

5.3.2.12.8 directions to obtain more information if a
medication is not covered or listed in the formulary;

5.3.2.12.9 an e-mail and toll-free number to which an
individual can report inaccuracies in the formulary;
and

5.3.2.12.10 a disclosure that identifies the date of publication, a
statement that the formulary is up to date as of
publication, and contact information for questions
and requests to receive updated information.

5.3.2.13 Contractor shall publish its formulary on its program website and
make the formulary easily understandable and publicly accessible
without a password, user name, or personality identifiable
information.

5.3.2.14 Contractor shall provide printed formularies upon request.

5.3.2.15 Upon reports of formulary inaccuracies, Contractor must investigate
and make correction to the data displayed. Data correction shall be
completed within three (3) Business Days of notification of the error.

5.3.2.16 Contractor shall attest to the Department on a quarterly basis that it
is making updates to the pharmacy formulary within three (3)
Business Days after investigation of reported inaccuracies.

5.3.2.17 340B drug billing. Contractor shall ensure that it requires
pharmacy, medical, and hospital Providers to identify 340B-purchased
drugs on pharmacy, medical, and hospital claims following the
Department billing guidelines applied in the FFS Medical Program.
Contractor shall ensure that its Encounter claims to the Department
also identify these drugs.

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 77



5.3.2.18 Drug utilization reporting. For outpatient drugs not identified in
section 5.3.2.17, Contractor shall collect information on the total
number of units of each dosage form, and strength, and package size by
the National Drug Code of each covered outpatient drug dispensed to
Enrollees. This requirement is considered met through the detail
included on the pharmacy claims submitted to Contractor for
pharmacy reimbursement.

5.3.2.19 Contractor shall report to the Department through pharmacy
Encounter claims information on the total number of units of each
dosage form, strength, and package size by the National Drug Code of
each covered outpatient drug identified in section 5.3.2.18 dispensed
to Enrollees.

5.3.2.20 MAC price dispute resolution process. Contractor shall establish
and maintain a process for resolving disputes over generic drug
maximum allowable costs (MAC), which is subject to approval by the
Department. The MAC dispute-resolution process shall enable
pharmacies to report pricing disputes to Contractor up to sixty (60)
days from the claim and Contractor is required to resolve the pricing
dispute within twenty-one (21) days after the report of the pricing
dispute by adjusting the reimbursement rate to represent the
acquisition cost of the drug, or by informing the pharmacy of
alternative generic equivalent products that can be purchased at or
below Contractor’s existing MAC price.

5.3.2.21 Drug Utilization Review (DUR). Contractor shall develop and
implement a system of policies and procedures, coverage criteria, and
processes for DUR program. The DUR program shall include a
prospective review process for all drugs prior to dispensing, all non-
formulary drug requests, and a retrospective DUR process to detect
patterns in prescribing, dispensing, or administration of medication
and to prevent inappropriate use or abuse. Contractor is required to
complete the Federal CMS MCO DUR annual report and return it to the
Department for submission to CMS.

5.3.3 Drug Utilization Review Designed to Reduce Opioid-Related Fraud, Abuse and
Misuse

Contractor shall comply with the drug utilization review provisions included
in Section 1004 of the Substance Use-Disorder Prevention that Promotes Opioid
Recovery and Treatment for Patients and Communities Act (Support Act),
including the following:

5.3.3.1 Safety Edits. Contractor shall have prospective safety edits that
identify subsequent fills of opioid prescriptions that exceed
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5.3.3.2

5.3.3.3

5.3.34

5.3.3.5

5.3.3.6

Contractor established limitations on duplicate fills, early fills, and
drug quantity limitations.

Claims Review Process. Contractor shall have a retrospective
automated claims review process to examine patterns of subsequent
fills for opioids and identify subsequent fills that exceed Contractor
established limitations.

Maximum Daily Morphine Milligram Equivalents (MME).
Contractor shall have prospective safety edits on maximum MMEs
that can be prescribed to an Enrollee for treatment of chronic pain
and an automated claims review process that indicates when an
Enrollee is prescribed the morphine equivalent for such treatment in
excess of Contractor’s established maximum MME dose limitation.

Concurrent Utilization Alerts. Contractor shall have an automated
process for claims review that monitors when an Enrollee is
concurrently prescribed opioids and benzodiazepines or opioids and
antipsychotics.

Contractor shall have a program to monitor and manage the
appropriate use of antipsychotic medications by Children.

Contractor shall have a process that identifies potential Fraud or
Abuse of controlled substances by Enrollees, Providers that prescribe
drugs to Enrollees, and Providers that dispense drugs to Enrollees.

5.4 EXCLUDED SERVICES

The following services are not Covered Services:

5.4.1 services that are provided through a local education agency (LEA);

5.4.2 services that are experimental or investigational in nature;

5.4.3 services that are provided by a non-Network Provider and not authorized by
Contractor, unless this Contract specifically requires that such services be
Covered Services;

5.4.4 services that are provided without a required Referral or prior authorization
as set forth in Contractor’s Provider handbook;

5.4.5 medical and surgical services that are provided solely for cosmetic purposes;

5.4.6 diagnostic and therapeutic procedures related to infertility or sterility;

5.4.7 early-intervention services, including Care Management, provided pursuant
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to the Early Intervention Service System Act;

5.4.8 services funded through the Juvenile Rehabilitation Services Medicaid
Matching Fund;

5.4.9 services or items furnished for the purpose of causing, or for the purpose of
assisting in causing, the death of an Enrollee, such as assisted suicide,
euthanasia, or mercy Kkilling, except as otherwise permitted by P. L. 105-12,
Section 3(b), which is incorporated by Section 1903(i)(16) of the Social
Security Act;

5.4.10 services for which Contractor uses any portion of a Capitation payment to
fund roads, bridges, stadiums, or any other items or services that are not
Covered Services;

5.4.11 effective November 1, 2019, abortion services; and

5.4.12 pursuant to 305 ILCS 5/5-30b, ground ambulance services.

5.5 LIMITATIONS ON COVERED SERVICES
The following services and benefits shall be limited as Covered Services:

5.5.1 For the period January 1, 2018 through October 31, 2019, Contractor may
provide termination of pregnancy only as allowed by applicable State and
federal law. In any such case, Contractor shall fully comply with the
requirements of such laws, complete HFS Form 2390, and file the completed
form in the Enrollee’s medical record. Contractor shall not provide
termination of pregnancy to Enrollees who are eligible under SCHIP (215 ILCS
106).

5.5.2 Contractor may provide sterilization services only as allowed by State and
federal law (see 42 CFR §441, Subpart F). In any such case, Contractor shall
fully comply with the requirements of such laws, complete HFS Form 2189,
and file the completed form in the Enrollee’s medical record.

5.5.3 If Contractor provides a hysterectomy, Contractor shall complete HFS Form
1977 and file the completed form in the Enrollee’s medical record.

5.6 RIGHT OF CONSCIENCE

5.6.1 The Parties acknowledge that, pursuant to 745 ILCS 70/1 et seq., Contractor
may choose to exercise a right of conscience by refusing to pay or arrange for
the payment of certain Covered Services if such refusal is documented in its
ethical guidelines, mission statement, constitution, bylaws, articles of
incorporation, regulations, or other governing documents. If Contractor
chooses to exercise this right, Contractor must promptly notify the
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Department in writing of its intent to exercise its right of conscience and
submit proof that such refusal is incorporated in Contractor’s governing
documents in accordance with 745 ILCS 70/11.2. Such notification shall
contain the otherwise Covered Services that Contractor refuses to pay, or to
arrange for the payment of, pursuant to the exercise of the right of conscience.
The Parties agree that upon such notice the Department shall adjust the
Capitation payment to Contractor.

5.6.2 If Contractor chooses to exercise this right, Contractor must notify Potential
Enrollees, Prospective Enrollees, and Enrollees that it has chosen not to
render certain Covered Services, as follows:

to Potential Enrollees, prior to enrollment;
to Prospective Enrollees, during enrollment; and

to Enrollees, within ninety (90) days after adopting a policy with respect to
any particular service that previously was a Covered Service, but in all
events, Enrollees shall be informed no fewer than thirty (30) days
before implementation of such a policy.

5.6.3 Such notice shall include information on how Potential Enrollees, Prospective
Enrollees, and Enrollees can obtain information from the Department
regarding those Covered Services subject to this section 5.6.

5.6.4 If any Network Provider exercises the right of conscience, Contractor must
require such Network Provider, upon request by an Enrollee, to refer or
transfer the Enrollee to, or provide written information to the Enrollee about,
other Providers who Contractor reasonably believes may offer the Covered
Service the Network Provider refuses to permit, perform, or participate in
because of a conscience-based objection. Contractor also shall require
Network Providers in such an event, and if requested by the Enrollee, to
provide copies of medical records to the Enrollee or to the Provider.

5.7 PROVIDER NETWORK

5.7.1 Network Providers. Contractor shall establish, maintain, and monitor a
Provider Network, including hospitals, primary care Providers, WHCPs,
specialist Physicians, clinical laboratories, dentists, OB/GYNs, oral surgeons,
pharmacies, behavioral-health Providers, substance-abuse Providers, CMHCs,
and all other provider types.

5.7.1.1 This network shall be sufficient to provide adequate access to all
Covered Services under the Contract, taking into consideration:

57.1.1.1 the anticipated number of Enrollees;

5.7.1.1.2 the expected utilization of services, in light of the
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characteristics and healthcare needs of Contractor’s
Enrollees;

5.7.1.1.3 the number and types of Providers required to furnish
the Covered Services;

57.1.14 the number of Network Providers who are not accepting
new patients; and

5.7.1.1.5 the geographic location of Providers and Enrollees,
taking into account distance, travel time, the means of
transportation, and whether the location provides
physical access for Enrollees with disabilities.

5.7.1.2 Contractor shall enter into a contract with any willing and qualified
Provider in the Contracting Area that renders Nursing Facility or HCBS
Waivers services, as set forth in Attachment I, so long as the Provider
agrees to Contractor’s rate (with the exception of county nursing
homes as referenced at 1.1.119.1) and adheres to Contractor’s QA
requirements. To be considered a qualified Provider, the Provider
must be in good standing with the Department’s FFS Medical Program.
Contractor may establish quality standards in addition to those State
and federal requirements and contract only with Providers that meet
such standards. Such standards must be approved by the Department,
in writing, and Contractors may only terminate a contract of a Provider
based on failure to meet such standards if two (2) criteria are met: a)
such standards have been in effect for at minimum one (1) year, and b)
Providers are informed at the time such standards come into effect.

5.7.1.3 For NFs and SLFs, Contractor must maintain the adequacy of its
Provider Network sufficient to provide Enrollees with reasonable
choice within each county of the Contracting Area, provided that each
Network Provider meets all applicable State and federal requirements
for participation in the HFS Medical Program. Contractor may require
as a condition for participation in its network that a NF agree to
provide access to Contractor’s or Subcontractor’s Care Management
team to permit qualified members of the team to write medication and
lab orders, to access Enrollees to conduct physical examinations, and
to serve as PCP for an Enrollee.

5.7.1.4 For Providers of each of the Covered Services identified in this section
5.7.1.4 under an HCBS Waiver, Contractor must enter into contracts
with a sufficient number of such Providers within each county in the
Contracting Area to assure that the Network Providers served at least
eighty percent (80%) of the number of Participants in each county who
received such services on the day immediately preceding the day such
services became Covered Services. For counties served by more than
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one (1) Provider of such Covered Services, Contractor shall enter into
contracts with at least two (2) such Providers, so long as such
Providers accept Contractor’s rates, even if one (1) Provider served
more than eighty percent (80%) of the Participants, unless the
Department grants Contractor an exception, in writing. These Covered
Services include:

5.7.1.4.1
5.7.1.4.2
5.7.1.4.3
5.7.1.4.4
5.7.1.4.5
5.7.1.4.6
5.7.1.4.7
5.7.1.4.8
5.7.1.4.9
5.7.1.4.10

adult day care;
homecare/in-home services;
day habilitation;

supported employment;
home-delivered meals;
home health aides;

nursing services;
Occupational Therapy;
Speech Therapy; and
Physical Therapy.

5.7.1.5 For the following Covered Services that are services under an HCBS
Waiver, the requirements are as follows:

5.7.1.5.1

5.7.1.5.2

5.7.1.5.3

environmental accessibility adaptations for the home.
Contractor shall make its best efforts, and document
those efforts, to ensure that the work required to meet
the need for the Covered Service is satisfactorily
completed by a qualified Provider within ninety (90)
days after Contractor becomes aware of the need.

Personal Assistants. Contractor shall refer Enrollees, as
necessary and appropriate, to the Centers for
Independent Living or other available resources for
assistance in locating potential Personal Assistants.

Personal Emergency Response System. Contractor shall
enter into contracts that meet the requirements of 89 IlL
Admin. Code 240.235 with at least one (1) Provider
serving each county within a Contracting Area.

5.7.1.5.4 Automated Medication Dispenser. Contractor shall enter into

contracts that meet the requirements of 89 Ill. Admin. Code
240.1543 and shall authorize the automated medication
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5.7.2

5.7.3

dispenser service in accordance with 89 Ill. Admin. Code
240.741.

5.7.1.6 If Contractor is unable to contact an Enrollee in an HCBS Waiver within
ninety (90) days after enrollment, Contractor must, after documenting
all forms of no fewer than five (5) attempts to contact the Enrollee,
contact the appropriate operating agency, provide documentation of
the various attempts to contact the Enrollee, and request the Enrollee
no longer be in an HCBS Waiver.

5.7.1.7 In arranging for Covered Services for Enrollees under the IDoA
Persons Who are Elderly HCBS Waiver for such Enrollees who do not
express a choice of a Provider of such Covered Services, Contractor
shall fairly distribute such Enrollees, taking into account all relevant
factors among those Network Providers who are willing and able to
accept such Enrollees, and who meet applicable quality standards.

Provider contracts. Contractor shall ensure all Network Provider contracts
are tailored to the requirements of this Contract. Contractor shall be
responsive to Network Providers with respect to contract negotiation.

Network Provider enrollment and termination. Contractor shall ensure
that all Network Providers, including out-of-state Network Providers, are
enrolled in the HFS Medical Program, if such enrollment is required by the
Department’s rules or policy in order to submit claims for reimbursement or
otherwise participate in the HFS Medical Program. Once a Contractor is aware
that a Network Provider serving one-hundred (100) or more active Enrollees
will be terminated, Contractor must inform the Department of this
termination in writing (e-mail or letter) within three (3) Business Days.

5.7.3.1 This written notification must include:

5.7.3.1.1 the Provider name;

5.7.3.1.2 the reason for termination;

5.7.3.1.3 the expected termination date;

5.7.3.1.4 the current number of Enrollees served by (that is, who

received primary care from, or was seen on a regular
basis by) the terminated Provider; and

5.7.3.1.5 the plan of action for transferring Enrollees to another
Provider.

5.7.3.2 Contractor shall make a good-faith effort to give written notice of
termination of a Provider as soon as practicable, but in no event later
than fifteen (15) days after issuance of a termination notice by
Contractor to a Provider, or receipt of a termination notice from a
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Provider. Each Enrollee who was served by the Provider shall
receive notice that Provider was terminated. In this notification,
Contractor will provide direction to the Enrollee regarding how the
Enrollee may select a new Provider.

5.7.3.3 Contractor shall give at least sixty (60) days written notice in
advance of its nonrenewal or termination effective date of a Provider
to the Provider and to each Enrollee served by the Provider. The
notice shall include a name and address to which the Provider or an
Enrollee may direct comments and concerns regarding the
nonrenewal or termination. In the notification to the Enrollee,
Contractor will provide direction regarding how the Enrollee may
select a new Provider. Contractor may provide immediate written
notice when a Provider’s license has been disciplined by a State
licensing board.

5.7.3.4 Contractor shall confirm with Provider within three (3) Business
Days of receipt of all required information from Provider entering or
exiting Contractor’s Provider Network.

5.7.4 Network adequacy analysis. Contractor shall analyze the geographic
distribution of the Provider Network and provide the results of this analysis
to the Department on a quarterly basis. Contractor shall also monitor other
network adequacy indicators, such as Enrollee and Provider complaints
related to access; call center requests from Enrollees, Providers, advocates,
and external organizations for help with access; and the percentage of
completely open primary care Provider panels versus the percentage open
only to existing patients. Contractor shall generate geographic distribution
tables and maps to plot Enrollee and Network Provider locations by zip code
and analyze the information, considering the prevalent modes of
transportation available to Enrollees, Enrollees’ ability to travel, and
Enrollees’ ability to be in an office setting. When material gaps in the
Contractor’s Provider Network are identified, Contractor shall, within five (5)
Business Days, develop and implement a recruitment strategy to fill the gaps
and immediately thereafter submit its strategy and proposed timeline to the
Department.

5.7.5 Safety-net Providers. Contractor will prioritize recruiting safety-net
Providers, such as FQHCs and RHCs as Network Providers. Contractor shall
not refuse to contract with a FQHC or RHC that is willing to accept
Contractor’s rates and contractual requirements and meets Contractor’s
quality standards.

5.7.6 Non-Network Providers. It is understood that in some instances, Enrollees
will require specialty care not available from a Network Provider and that
Contractor will arrange that such services be provided by a non-Network
Provider. In such event, Contractor will promptly negotiate an agreement
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(single-case agreement) with a non-Network Provider to treat the Enrollee
until a qualified Network Provider is available. Contractor shall ensure that
any non-Network Provider billing for services rendered in Illinois is enrolled
in the HFS Medical Program prior to paying a claim.

5.7.7 Provider reimbursement. The Department may define an alternative
payment methodology to which Contractor must adhere to when reimbursing
Providers for provided services.

5.7.7.1 For all FQHCs and RHCs that elect to use the Department’s alternative
payment methodology, Contractor shall pay contracted FQHCs and
RHCs at least the Department’s full cost-based per-visit rate for
Covered Services.

5.7.8 Provider agreements. Contractor’s Provider Agreements shall require that
Network Providers submit benefit expense claim data, as defined in0, for all
Covered Services provided to Enrollees.

5.7.9 [THIS SECTION INTENTIONALLY LEFT BLANK]

5.7.10 Specialty care. Contractor shall establish a comprehensive network to ensure
the availability and accessibility of specialists and subspecialists to meet the
needs of Enrollees. Care Coordinators shall have the authority to authorize
services and will not require approval by Contractor’s medical director for the
majority of services in accordance with recognized Medically Necessary
criteria. For Enrollees with special healthcare needs who require an ongoing
course of treatment or regular care monitoring, Contractor must provide
mechanism for Enrollee to directly access specialists, as appropriate for the
conditions and needs.

5.7.11 Hospitalist program. Contractor shall provide Hospitalist services, either
through direct employment as a Network Provider, or through a
subcontractual relationship.

5.7.12 [This Section Intentionally Left Blank]

5.7.13 Governmental Provider entities contracting requirement. Contractor
shall contract with the University of Illinois, Cook County, by and through its
Cook County Health and Hospitals System, and Southern Illinois University
(collectively, governmental Provider entities) in order to provide certain
Covered Services to Enrollees if such governmental Provider entity is located
within Contractor’s Contracting Area set forth in Attachment II. Contractor
shall reimburse the University of Illinois for inpatient hospital, outpatient
hospital, and for Physician services for the period January 1, 2018 through
December 31, 2020, at no less than their rates as determined by the Medicaid
approved reimbursement methodologies, as provided to Contractor by the
Department, including claims where the University of Illinois charges less
than the Medicaid State Plan rate, as allowed by 42 CFR §410.2. Contractor
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shall reimburse Southern Illinois University for Physician services at no less
than its rate as determined by the Medicaid-approved reimbursement
methodologies, as provided to Contractor by the Department, for the period
January 1, 2018 through December 31, 2020. For the period January 1, 2018
through December 31, 2019, Contractor shall reimburse Cook County for
inpatient hospital, outpatient hospital, Physician services, and encounter rate
clinics at no less than their rates as determined by the Medicaid approved
reimbursement methodologies, as provided to Contractor by the Department.
Contractor shall not limit equal access to such Providers.

5.7.14 DSCC Care Coordination contracting requirement. The Department
encourages and reserves the right to require Contractor to contract with the
University of Illinois, Division of Specialized Care for Children (DSCC), to
provide Care Coordination services to designated Special Needs Children
populations. The Department shall provide Contractor written notice of this
requirement no less than sixty (60) days prior to the effective date. The
Department may designate other entities that demonstrate the requisite
capability and experience to appropriately provide Care Coordination services
for Special Needs Children populations with which Contractor may contract
for providing such Care Coordination services.

5.7.15 Directed and Pass-through Payments. Contractor shall comply with the
Department’s instructions in disbursing payments pursuant to CMS-approved
directed payment programs and pass-through payments pursuant to 42 CFR
438.6. Directed payments must be made directly to an account of the
Provider and cannot be made to an intermediary. The Department will
transmit to Contractor detailed instructions on the distribution of funds at the
time such funds are paid to Contractor. The instructions will indicate the
amounts to be paid to each eligible Provider and the timeframe for making the
payments.

5.8 ACCESS-TO-CARE STANDARDS

5.8.1 Network adequacy standards. Contractor’s Provider Network must include
all necessary Provider types, including primary care Providers, Behavioral
Health Providers, OB/GYNs, dental care Providers, hospitals, other specialists,
and pharmacies, with sufficient capacity to provide timely Covered Services to
Enrollees in accordance with the standards outlined herein. For each Provider
type, Contractor must provide access to at least ninety percent (90%) of
Enrollees within each county of the Contracting Area within the prescribed
time and distance standard required by this section 5.8.1, with the exception
of pharmacy services, which must provide one-hundred percent (100%)
coverage to Enrollees as required in section 5.8.1.1.7. Exceptions to the time
and distance standards may be considered and approved at the discretion of
the Department. Exception requests must be submitted to the Department in
writing.
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5.8.1.1 Travel time and distance standards. Travel time and distance
standards to which Contractor will adhere are provided below, by
Provider type. An Enrollee may elect to travel beyond the distance
standards when the Enrollee exercises choice in selecting a Provider.
The free exercise of such choice by the Enrollee will not negatively
impact the results of any reporting by Contractor on access to care.

5.8.1.1.1

5.8.1.1.2

5.8.1.1.3

5.8.1.1.4

5.8.1.1.5

Primary care Provider access. Contractor shall ensure an
Enrollee has access to at least two (2) primary care
Providers within a thirty (30)-mile radius of or thirty
(30)-minute drive from the Enrollee’s residence. If an
Enrollee lives in a Rural Area, the Enrollee shall have
access to at least one (1) primary care Provider within a
sixty (60)-mile radius of or sixty (60)-minute drive from
the Enrollee’s residence.

Behavioral Health Provider access. Contractor shall
ensure an Enrollee has access to at least two (2)
Behavioral Health service Providers within a thirty (30)-
mile radius of or thirty (30)-minute drive from the
Enrollee’s residence. If an Enrollee lives in a Rural Area,
the Enrollee shall have access to at least one (1)
Behavioral Health service Provider within a sixty (60)-
mile radius of or sixty (60)-minute drive from the
Enrollee’s residence.

OB/GYN access. Contractor shall ensure an Enrollee has
access to at least two (2) OB/GYN Providers within a
thirty (30)-mile radius of or thirty (30)-minute drive
from the Enrollee’s residence. If an Enrollee lives in a
Rural Area, the Enrollee shall have access to at least one
(1) OB/GYN Provider within a sixty (60)-mile radius of
or sixty (60)-minute drive from the Enrollee’s residence.

Dental access for Children. Contractor shall ensure an
Enrollee has access to at least one (1) dentist, who
serves Children, within a thirty (30)-mile radius of or
thirty (30)-minute drive from the Enrollee’s residence. If
an Enrollee lives in a Rural Area, the Enrollee shall have
access to at least one (1) dentist, who serves Children,
within a sixty (60)-mile radius of or sixty (60)-minute
drive from the Enrollee’s residence.

Hospital access. Contractor shall ensure an Enrollee has
access to at least one (1) hospital within a thirty (30)-
mile radius of or thirty (30)-minute drive from the
Enrollee’s residence. If an Enrollee lives in a Rural Area,
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the Enrollee shall have access to at least one (1) hospital
within a sixty (60)-mile radius of or sixty (60)-minute
drive from the Enrollee’s residence.

5.8.1.1.6 Other specialist Provider access. Contractor shall ensure
an Enrollee has access to at least one (1) specialty
services Provider within a sixty (60)-mile radius of or
sixty (60)-minute drive from the Enrollee’s residence. If
an Enrollee lives in a Rural Area, the Enrollee shall have
access to at least one (1) specialty services Provider
within a ninety (90)-mile radius of or ninety (90)-
minute drive from the Enrollee’s residence.

5.8.1.1.7 Pharmacy access. Contractor shall ensure an Enrollee has
access to at least one (1) pharmacy within a fifteen (15)-
mile radius of or fifteen (15)-minute drive from the
Enrollee’s residence. If an Enrollee lives in a Rural Area,
the Enrollee shall have access to at least one (1)
pharmacy within a sixty (60)-mile radius of or sixty
(60)-minute drive from the Enrollee’s residence.

5.8.1.1.8 LTSS Provider types in which Enrollee travels to Provider.
Contractor shall ensure an Enrollee has access to at least two
(2) LTSS Providers within a thirty (30)-mile radius of or thirty
(30)-minute drive from the Enrollee’s residence. If an
Enrollee lives in a Rural Area, the Enrollee shall have access
to at least two (2) LTSS Providers within a sixty (60)-mile
radius of or sixty (60)-minute drive from the Enrollee’s
residence.

5.8.1.2 Other access standards. For LTSS Provider types that travel to
Enrollee to deliver services, Contractor shall adhere to the
Department-defined standards by January 1, 2019.

5.8.2 Accessibility of Provider locations. Contractor must ensure Providers
provide physical access, reasonable accommodations, and accessible
equipment for Enrollees with physical or mental disabilities. Contractor shall
collect sufficient information from Providers to assess compliance with the
Americans with Disabilities Act (ADA). As necessary to serve Enrollees,
Provider locations where Enrollees receive services shall be ADA compliant.
In addition, Contractor shall include within its Provider Network, Provider
locations that are able to accommodate the needs of individual Enrollees.

5.8.3 Appointments. Contractor shall require that time-specific appointments for
routine preventive care are available within five (5) weeks from the date of
request for such care, and within two (2) weeks from the date of request for
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infants under age six (6) months. Enrollees with more serious problems not
deemed Emergency Medical Conditions shall be triaged and, if necessary or
appropriate, immediately referred for urgent Medically Necessary care or
provided with an appointment within one (1) Business Day after the request.
Enrollees with problems or Complaints that are not deemed serious shall be
seen within three (3) weeks from the date of request for such care. Initial
prenatal visits without expressed problems shall be made available within
two (2) weeks after a request for an Enrollee in her first trimester, within one
(1) week for an Enrollee in her second trimester, and within three (3) days for
an Enrollee in her third trimester. Network Providers shall offer hours of
operation that are no less than the hours of operation offered to Persons who
are not Enrollees.

5.8.3.1 Contractor shall ensure that an initial appointment for outpatient
treatment for mental, emotional, nervous, or substance use disorders or
conditions is available within ten (10) Business Days from the date of request
for an Enrollee. Follow-up appointments for outpatient treatment for mental,
emotional, nervous, or substance use disorders or conditions shall be
available within twenty (20) Business Days from the date of request for an
Enrollee. The Contractor will not be held responsible if the Enrollee or
provider voluntarily chooses to schedule an appointment outside of these
required time frames.

5.8.4 After hours. Primary care and specialty Providers shall provide coverage for
their respective practices twenty-four (24) hours a day, seven (7) days a
week, and they shall have a published after-hours telephone number;
voicemail alone after hours is not acceptable.

5.8.5 Choice of PCP. Contractor shall afford to each Enrollee a choice of PCP, which
may be, where appropriate, a WHCP. Contractor shall provide direct access to
a WHCP for routine and preventative women's healthcare Covered Services
when a female Enrollee’s PCP is not a WHCP.

5.8.6 Specialists as PCPs. Contractor shall offer pregnant Enrollees and Enrollees
with Chronic Health Conditions, disabilities, or special healthcare needs the
option of choosing a specialist to be their PCP. Such Enrollees or their
Providers may request a specialist as a PCP at any time. Contractor shall
contact the Enrollee promptly after the request to schedule an assessment.
Contractor’s medical director will approve or deny requests after determining
whether the Enrollee meets criteria and whether the specialist is willing to
fulfill the role and all the obligations of a PCP.

5.8.7 Homebound. If an Enrollee is homebound or has significant mobility
limitations, Contractor shall provide access to primary care through home
visits by Providers to support the Enrollee’s ability to live as independently as
possible in the community.
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5.8.8 Primary care Provider-to-Enrollee ratio. Contractor’s maximum primary
care Provider panel size shall be as set forth below. If Contractor does not
satisfy the primary care Provider requirements set forth below, Contractor
may demonstrate compliance with these requirements by demonstrating that
Contractor’s full-time-equivalent primary care Provider ratios exceed ninety
percent (90%) of the requirements set forth below, and that Covered Services
are being provided in a manner that is timely and otherwise satisfactory.
Contractor shall comply with Section 1932(b)(7) of the Social Security Act.

5.8.8.1 For the Families and Children Population and ACA Adult Enrollees,
Contractor’s maximum primary care Provider panel size shall be one-
thousand eight-hundred (1,800) Enrollees. An additional maximum of
nine hundred (900) of such Enrollees is allowed for each resident
Physician, nurse practitioner, Physician assistant, and APN who is one-
hundred percent (100%) full-time equivalent employee or contractor.

5.8.8.2 For Seniors and Persons with Disabilities Enrollees, Contractor’s
maximum primary care Provider panel size shall be six hundred (600)
Enrollees. An additional maximum of three hundred (300) of such
Enrollees is allowed for each resident Physician, nurse practitioner,
Physician assistant, and APN who is one hundred percent (100%) full-
time equivalent employee or contractor.

5.8.9 Family Planning. Contractor shall demonstrate that its network includes
sufficient Family-Planning Providers to ensure timely access to Covered
Services as provided in 42 CFR §438.206.

5.8.10 Parity in Mental Health and Substance Use Disorder Benefits.

5.8.10.1 Contractor may not impose an aggregate lifetime or annual
dollar limit, respectively, on mental health or substance use disorder
Covered Services.

5.8.10.2 Contractor will not apply any financial requirement or
treatment limitation to mental health or substance use disorder
benefits in any classification that is more restrictive than the
predominant financial requirement or treatment limitation of that type
applied to substantially all medical/surgical benefits in the same
classification furnished to Enrollees (whether or not the benefits are
furnished by the same MCO).

5.8.10.3 When an Enrollee is provided mental health or substance use
disorder benefits in any classification of benefits (inpatient, outpatient,
emergency care, or prescription drugs), Contractor shall provide
mental health or substance use disorder benefits to the Enrollee in
every classification in which medical/surgical benefits are provided.

5.8.10.4 Contractor may not apply any cumulative financial
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requirements for mental health or substance use disorder benefits in a
classification (inpatient, outpatient, emergency care, prescription
drugs) that accumulates separately from any established for

medical /surgical benefits in the same classification.

5.8.10.5 Contractor may not impose any non-quantitative treatment
limitation (NQTL) for mental health or substance use disorder benefits
in any classification unless, under the policies and procedures of
Contractor as written and in operation, any processes, strategies,
evidentiary standards, or other factors used in applying the NQTL to
mental health or substance use disorder benefits in the classification
are comparable to, and are applied no more stringently than, the
processes, strategies, evidentiary standards, or other factors used in
applying the limitation for medical/surgical benefits in the
classification.

5.8.10.6 Contractor shall establish and demonstrate compliance with 42
CFR part 438, subpart K regarding parity in mental health and
substance use disorder benefits. Contractor shall provide the
necessary documentation, reporting, and analyses in the format and
frequency required by the Department.

5.9 UNIFORM PROVIDER CREDENTIALING AND RE-CREDENTIALING

5.9.1 Inaccordance with 42 CFR 438.214, Provider enrollment in the Illinois
Medicaid Program Advanced Cloud Technology (IMPACT) system constitutes
[llinois’ Medicaid managed care uniform credentialing and re-credentialing
process. To participate in Contractor’s Provider Network, Contractor must
verify that provider is enrolled in IMPACT.

5.9.1.1 Upon receipt of a Provider’s completed and accurate Universal Roster
Template, Contractor shall load the Provider information into its system
within thirty (30) days.

5.9.2 On a continuing basis, Contractor shall monitor Enrollee Complaints and
Appeals, quality-of-care and quality-of-service events, and medical record
review. Contractor shall document its process for selecting and retaining
Providers.

5.9.3 Contractor shall ensure that only those Providers that are approved and
authorized by the Department are providing Covered Services under HCBS
Waivers, and that those Providers are providing to Enrollees only Covered
Services for which they are approved and authorized. The Department will
provide Contractor with a weekly Department extract file containing the list
of such approved and authorized Providers.

5.9.4 Contractor is prohibited from requiring providers to undergo additional
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credentialing processes that are not a part of this Contract.

5.10 PROVIDER SERVICES AND EDUCATION

Prior to any enrollment of Enrollees under this Contract and thereafter, Contractor
shall conduct Network Provider education regarding Contractor policies and
procedures, including as provided in section 5.35.1.9.

5.10.1 Provider orientation. Contractor shall conduct orientation sessions for
Network Providers and their office staff.

5.10.2 [THIS SECTION INTENTIONALLY LEFT BLANK]

5.10.3 Cultural Competence. Contractor will provide Cultural Competence
requirements at orientation, training sessions, and updates as needed.
Contractor, upon request of Provider, shall agree to allow Provider to certify
compliance with this provision if completed through another Contractor in
the Medicaid program.

5.10.4 Provider manual. The Provider manual shall be a comprehensive online
reference tool for Providers and staff regarding administrative, eligibility
verification, prior authorization, and Referral processes; claims and
Encounter submission processes; Provider claim dispute and authorization
dispute processes; Enrollee Grievance and Appeal processes; and plan
benefits. The Provider manual shall also address topics such as clinical
practice guidelines, availability and access standards, Care Management and
Utilization Review programs, and Enrollee rights.

5.10.5 Provider portal. Prior to the Effective Date, Contractor shall establish and
maintain a secure Provider web portal, which shall include population health,
quality, utilization, eligibility verification, prior authorization, and claims
information for PCP Enrollee populations. The Department retains the right to
define minimum content requirements for the Provider portal.

5.10.6 Provider directory. Contractor shall meet all Provider directory
requirements under 305 ILCS 5/5-30.3 and 42 CFR §438.10, including:

5.10.6.1 Ensure its Provider directory is available to Enrollees and
Providers via Contractor’s web portal and in paper form upon request.

5.10.6.2 Request, at least annually, Provider office hours for each
Provider type and publish such hours in the Provider directory.

5.10.6.3 Confirm with Providers who have not submitted claims within
the six (6) months prior to the start of this Contract that the Provider
intends to remain in the network and correct any incorrect Provider
directory information.
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5.10.6.4 Conspicuously display an e-mail address and a toll-free number
to which any individual may report an inaccuracy in the Provider
directory.

5.10.6.5 Provider directory information in paper form must be updated
at least monthly and electronic Provider directories must be updated
no later than thirty (30) days after Contractor receives updated
Provider information.

5.10.6.6 Investigate and correct any inaccurate information
communicated from any person or from Department within thirty (30)
days after receiving the report.

5.10.7 Provider-based health education for Enrollees. Contractor shall encourage
PCPs to provide health education to Enrollees. Contractor shall ensure that
Providers have the preventive-care, disease-specific, and plan-services
information necessary to support Enrollee education in an effort to promote
compliance with treatment directives and to encourage self-directed care.

5.10.8 Health, safety, and welfare education. As part of its Provider education,
Contractor shall include information related to identifying, preventing, and
reporting Abuse, Neglect, exploitation, and Critical Incidents, including the
information in Attachment XVII, Attachment XVIII, and Attachment XIX.

5.10.9 DHS HCBS Waiver Provider education. Contractor shall distribute Provider
packets, which the State or its designee will provide, to Enrollees and educate
each Enrollee regarding the Enrollee’s responsibility to ensure Personal
Assistants and all other Individual Providers who provide Covered Services
under the Persons with disabilities HCBS Waiver, Persons with HIV/AIDS
HCBS Waiver, or Persons with brain injury HCBS Waiver receive the Provider
packets. Contractor shall further educate Enrollees that such Providers may
not begin providing Covered Services until the fully and correctly completed
packets have been returned to, and accepted by, the local DHS-DRS office.

5.10.10 Provider communication. Contractor must maintain a regular means
of communicating and providing information on changes in policies and
procedures to Providers. Contractor shall provide no less than thirty (30)
days’ notice to Providers of policy changes prior to implementation by
Contractor. Contractor must notify Providers of any changes to prior
authorization policies no less than thirty (30) days before the date of
implementation. In circumstances where the Department provides
Contractor with less than thirty (30) days’ notice from the effective date of a
policy change, Contractor must notify Providers within three (3) Business
Days of receipt of the Department’s notification.

5.10.11 Provider services. Contractor shall maintain sufficient and adequately
trained Provider service staff to enable Network and non-Network Providers
to receive prompt resolution of their problems or inquiries. Contractor shall
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ensure that Contractor staff, employees, agents, subcontractors, and others
acting on its behalf have received all required training and education to
effectively service Network Providers.

5.10.12 Evaluation. The Department in consultation with Contactor may

establish a process for Network Providers to evaluate the performance of
Contractor staff.

5.10.13 IDoA HCBS Waiver Homecare Service Provider training. Effective

January 1, 2020, Contractor, upon request of a Homecare Service Provider,
shall agree to allow Provider to certify compliance with Contractor’s training
requirements for Provider’s personnel, when comparable training has been
completed in accordance with requirements of 89 Ill. Admin. Code 240.1535.
Contractor shall require Provider to utilize the Department’s Attestation of
Training Completion form and certify by individual employee.

5.11 COORDINATION TOOLS

Contractor shall have in place the following technology to assist with Care
Coordination and Provider/Enrollee communication:

511.1

5.11.2

5.11.3

Enrollee profile. Contractor shall use technology and processes that
effectively integrate data from a variety of sources to profile, measure, and
monitor Enrollee profiles. Profiles will include demographics, eligibility data,
claims payment information, care opportunities, care gap alerts, and Enrollee
preferences.

Care Management system. Contractor’s Care Coordinators will use the Care
Management system to review assessments, interventions, and management
of Chronic Health Conditions to gather information to support IPoCs and
identification of Enrollees’ needs. Contractor shall have fully operational
portals, which provide Enrollees and Providers access to relevant information
from the Care Management system.

Admissions, Discharge, and Transfer (ADT) system. Upon the effective
date, the Department reserves the right to select an ADT system to be used by
all MCOs within the State. Contractor must implement and integrate the
Department’s ADT system once determined by the Department. The
Department will provide one hundred eighty (180) days’ notice to Contractor,
in writing, prior to the requirement of this section 5.11.3 being in effect.

5.11.3.1. Pursuant to the Department’s written notice provided as required in
section 5.11.3, Contractor shall work with the Department’s selected ADT
system vendor to implement the ADT system. Throughout implementation of
the ADT system, Contractor shall submit all ad hoc reports as requested by
the Department until such time ADT-related reports are established as
ongoing reporting requirements.
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5.12 CARE MANAGEMENT

5.12.1 Contractor shall offer Care Management to the following populations:
Enrollees stratified as Level 3 (high-risk) and Level 2 (moderate-risk) as
described at section 5.13.1.4.1, pregnant Enrollees, Dual-Eligible Adult
Enrollees, Enrollees residing in a Nursing Facility, and Enrollees who receive
Covered Services under an HCBS Waiver. In addition, any Enrollee may
request Care Management.

5.12.2 Provision of Care Management. Contractor shall provide Care Management
to all Enrollees that accept or request it, through a Care Coordinator who
participates in an Interdisciplinary Care Team (ICT). Care Management
includes assessment of the Enrollee’s clinical risks and needs, medication
management, and health education on complex clinical conditions, as
appropriate to the individual needs and preferences of the Enrollee.

5.12.2.1 If Contractor enters into any contract with any entity that also
administers the determination of need (DON) or prescreening required
under HCBS Waivers, Contractor shall immediately provide the name
of that Provider to the Department.

5.12.2.2 Contractor shall coordinate services with the services the
Enrollee receives from community and social support providers.

5.12.2.3 Contractor shall have the capacity to perform the full range of
Care Management prior to implementation, and the State will monitor
Contractor’s performance throughout the term of the Contract.

5.12.2.4 Contractor shall implement procedures to coordinate services
provided between settings of care, including timely discharge planning
for hospital and institutional stays. Contractor shall also provide Case
management assistance to hospitals in securing timely transfer of
patients from non-Network hospitals to contracted facilities.

5.12.2.5 For Enrollees residing in a Nursing Facility, Contractor shall
ensure that Care Management services required by this Contract are
provided. Nursing Facility Care Coordinators may provide Care
Management services that supplement Contractor’s Care Management
services.

5.12.3 Care Coordinators. Each Enrollee who receives Care Management will be
assigned a Care Coordinator. Contractor must provide Enrollee information
on how to contact the Enrollee’s designated person or entity primarily
responsible for coordinating services.

5.12.31 Qualifications. Care Coordinators who serve High-Needs
Children, Special Needs Children, Enrollees participating in the
Pediatric Palliative Care Program, Enrollees within the IDoA Persons
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Who are Elderly HCBS Waiver, DHS-DRS Persons with a Brain Injury
HCBS Waiver, DHS-DRS Persons with HIV/AIDS HCBS Waiver, or DHS-
DRS Persons with Disabilities HCBS Waiver must meet the applicable
qualifications set forth in Attachment XVI. Care Coordinators for all
other Enrollees must have the appropriate qualifications to address
the needs of Enrollees.

5.12.3.2 Training requirements. Care Coordinators who serve High-
Needs Children, Special Needs Children, Enrollees participating in the
Pediatric Palliative Care Program, Enrollees within the IDoA Persons
Who are Elderly HCBS Waiver, DHS-DRS Persons with a Brain Injury
HCBS Waiver, DHS-DRS Persons with HIV/AIDS HCBS Waiver, DHS-
DRS Persons with Disabilities HCBS Waiver, or HFS Supportive Living
Program HCBS Waiver must meet the applicable training requirements
set forth in Attachment XVI. Care Coordinators for all other Enrollees
must have the appropriate training to address the needs of Enrollees.

5.13 ASSESSMENTS AND CARE PLANNING

5.13.1 Identifying need for Care Management. Contractor’s goals, benchmarks,
and strategies for managing the care of Enrollees in its traditional Disease
Management Programs shall be incorporated in, and included as part of,
Contractor’s Care Management program. Contractor shall use population- and
individual-based tools and real-time Enrollee data to identify an Enrollee’s
risk level. These tools and data shall include the following:

5.13.1.1 Health-risk screening. Contractor will develop and maintain a
health-risk screening tool, which includes Behavioral Health risk, and
will provide that tool to the Department. Contractor shall administer
the tool to all new Enrollees within sixty (60) days after enrollment to
collect information about the Enrollee’s physical, psychological, and
social health. Contractor will use the results to guide the
administration of more in-depth health assessments. Contractor may
administer a health-risk assessment in place of the health-risk
screening, provided it is administered within sixty (60) days after
enrollment. Contractor shall notify the appropriate PCP of the
enrollment of any new Enrollee who has not completed a health-risk
screening within the time period set forth above and whom Contractor
has been unable to contact. Contractor shall conduct outreach to their
Enrollees and to schedule visits.

5.13.1.2 Predictive modeling. Contractor shall utilize claims and CCCD to
risk stratify the population and to identify high-risk conditions
requiring immediate Care Management.

513.1.3 Surveillance data. Contractor shall identify Enrollees through
Referrals, transition information, service authorizations, alerts,

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 97



Grievance system, memos, results of the DON, or other assessment
tools adopted by the State, and from families, caregivers, Providers,
community organizations, and Contractor personnel.

5.13.1.4

Stratification. Based upon an analysis of the information

gathered through the process in this section, Contractor shall stratify
all Enrollees to determine the appropriate level of intervention by its
Care Management program. Contractor shall systematically assign an
initial risk level within the first fifteen (15) days after enrollment.
Initial risk levels shall be evaluated and updated to reflect the results
of a health-risk screening, health-risk assessment, and other relevant
tools and data. Ongoing restratification shall occur as described at
section 5.16 of this Contract. Enrollees shall be assigned to one (1) of
three (3) levels:

Risk category

Description

Level 1: Low

Includes low- or no-risk Enrollees to whom Contractor
provides, at a minimum, prevention and wellness
messaging and condition-specific education materials.

Level 2: Moderate

Includes moderate-risk Enrollees for whom Contractor
provides problem-solving interventions.

Level 3: High

Includes high-risk Enrollees for whom Contractor provides
intensive Care Management for reasons such as addressing
acute and chronic health needs, behavioral health needs,
or addressing lack of social support.

5.13.1.4.1 Contractor shall stratify Enrollee groups using the

minimum requirements provided below:

Minimum percentages of
Enrollees
Population Level 2 and 3 | Level 3 (high-
(combined risk)
moderate-
and high-
risk)
Families and Children Population N/A 2%
ACA Adult population N/A 2%
Special-Needs Children 40% 20%
Seniors or Persons with Disabilities 20% 5%
Dual-Eligible Adults 90% 20%

5.13.1.4.2 Effective no later than July 1, 2025, Contractor shall risk

stratify as high-risk residents of Specialized Mental
Health Rehabilitation Facilities and Cook County Nursing
Facilities following completion of the Transitional
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Assessment by the Department’s vendor contracted to
perform such assessments for Williams class members
and Colbert class members. Such Enrollees who
transition to the community shall remain stratified as
high-risk no less than eighteen (18) months.

5.13.2 Health-risk assessment. Contractor shall use its best efforts to complete a
health-risk assessment within thirty (30) days for any Enrollee whose health-
risk screening indicates a need for further assessment. For the purpose of this
section 5.13.2, the Department will define best efforts on an annual basis.
However, Contractor shall complete a health-risk assessment for the following
populations:

5.13.2.1 All Enrollees stratified as Level 3 (high-risk) or Level 2
(moderate-risk). The assessment will be conducted, in-person or over
the phone, within ninety (90) days after enrollment.

5.13.2.2 Enrollees receiving HCBS Waiver services or residing in NFs as
of their Effective Enrollment Date with Contractor. The health-risk
assessment must be in-person and completed within (90) days after
enrollment.

5.13.2.3 Enrollees transitioning to NFs. The health-risk assessment must
be in-person and completed within ninety (90) days of Contractor’s
receipt of the 834 Daily File that indicates an Enrollee has transitioned
to a Nursing Facility.

5.13.2.4 Enrollees deemed newly eligible for HCBS Waiver services. The
health-risk assessment must be in-person and completed within fifteen
(15) days after Contractor is notified that the Enrollee is determined
eligible for HCBS Waiver services.

5.13.3 Outreach. Contractor shall use its best efforts to locate all Enrollees who are
identified through risk stratification as being high-risk or moderate-risk. For
the purpose of this section, the Department will define best efforts on an
annual basis. Where appropriate, Contractor shall use community-based
organizations to locate and engage such Enrollees.

5.13.4 Enrollee engagement and education. Contractor shall use a multifaceted
approach to locate, engage, and educate Enrollees and shall capitalize on
every Enrollee contact to obtain and update Enrollee information. Contractor
shall solicit input from Enrollees and other stakeholders to help develop
strategies to increase motivation for enhanced independent and healthy
living.

5.13.5 Self-directed care. Contractor will encourage Providers to support Enrollees
in directing their own care and developing an IPoC.
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5.14 INTERDISCIPLINARY CARE TEAM (ICT)

5.14.1 Contractor shall support an ICT for all Enrollees stratified as high-risk (Level
3), moderate-risk (Level 2), Dual-Eligible Adult Enrollees, and Enrollees who
receive Covered Services under an HCBS Waiver. The ICT will ensure the
integration of the Enrollee’s medical and Behavioral Health services, and, if
appropriate, Service Package Il services. Duties of the ICT are separate from
utilization management duties.

5.14.2 Each ICT will be person-centered, built on each Enrollee’s specific preferences
and needs, and deliver services with transparency, individualization, respect,
linguistic and Cultural Competence, and dignity. Each ICT shall consist of
clinical and nonclinical staff whose skills and professional experience will
complement and support one another in the oversight of each Enrollee’s
needs.

5.14.3 ICT functions shall include:

5.14.3.1 providing Care Management for Enrollees; assisting in the
development, implementation, and monitoring of [PoCs, including
HCBS service plans where applicable; and, assisting in assuring
integration of services and coordination of care across the spectrum of
the healthcare system;

5.14.3.2 ensuring a primary Care Coordinator is responsible for
coordination of all benefits and services the Enrollee may need (Care
Coordinators will have prescribed caseload limits as set forth in
section 5.17.2);

5.14.3.3 assigning a Care Coordinator who has the experience most
appropriate to support the Enrollee;

5.14.3.4 using motivational interviewing techniques;
5.14.3.5 explaining alternative care options to the Enrollee; and
5.14.3.6 maintaining frequent contact with the Enrollee through various

methods including face-to-face visits, e-mail, and telephone, as
appropriate to the Enrollee’s needs and risk level or upon the
Enrollee’s request.

5.15 INDIVIDUALIZED PLANS OF CARE AND SERVICE PLANS

5.15.1 Contractor shall develop a comprehensive, person-centered IPoC for
Enrollees stratified as Level 3 (high-risk) or Level 2 (moderate risk), Enrollees
residing in a Nursing Facility, and Enrollees receiving HCBS Waiver services.
within ninety (90) days after enrollment. Contractor shall engage Enrollees in
the development of the IPoC as much as possible. An IPoC may not be finalized
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until signature from the Enrollee or authorized representative has been
received either by hand, e-signature or voice recording. For an Enrollee
receiving HCBS Waiver services, a written signature is required for the [PoC,
in accordance with 42 CFR §441.301(c)(2)(ix). Enrollees must be provided
with a copy of the IPoC upon completion, and may request a copy at any time.
The IPoC is considered an Enrollee-owned document. The [PoC must:

5.15.1.1 incorporate all of the Enrollee’s care needs, including: medical,
Behavioral Health, Service Package Il care, social, and functional needs;

5.15.1.2 include identifiable short- and long-term treatment and service
goals to address the Enrollee’s needs and preferences and to facilitate
monitoring of the Enrollee’s progress and evolving service needs;

5.15.1.3 include, in the development, implementation, and ongoing
assessment of the [PoC, an opportunity for Enrollee participation and
an opportunity for input from the PCP, other Providers, a legal or
personal representative, and the family or caregiver if appropriate;

5.15.1.4 include, as appropriate, the following elements:

5.15.1.4.1 the Enrollee’s personal or cultural preferences, such as
types or amounts of services;

5.15.1.4.2 the Enrollee’s preference of Providers and any preferred
characteristics, such as gender or language;

5.15.1.4.3 the Enrollee’s living arrangements;

5.15.1.4.4 Covered Services and non-Covered Services to address
each identified need, provided that Contractor shall not
be required to pay for non-Covered Services;

5.15.1.4.5 actions and interventions necessary to achieve the
Enrollee’s objectives;

5.15.1.4.6 follow-up and evaluation;

5.15.1.4.7 collaborative approaches to be used;

5.15.1.4.8 desired outcome and goals, both clinical and nonclinical;
5.15.1.4.9 barriers or obstacles;

5.15.1.4.10 responsible parties;

5.15.1.4.11 standing Referrals;

5.15.1.4.12 community resources;
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5.15.1.4.13 informal supports;
5.15.1.4.14 timeframes for completing actions;
5.15.1.4.15 status of the Enrollee’s goals;

5.15.1.4.16  home visits as necessary and appropriate for Enrollees
who are homebound (as defined in 42 U.S.C.
1395n(a)(2)), who have physical or Cognitive
Disabilities, or who may be at increased risk for Abuse,
Neglect, or exploitation;

5.15.1.4.17 back-up plan arrangements for critical services;

5.15.1.4.18 Crisis Safety Plans for an Enrollee with Behavioral
Health conditions; and

5.15.1.4.19 Wellness Program plans;

5.15.1.5 include an HCBS Waiver person-centered service plan for
Enrollees receiving HCBS Waiver services. Contractor shall ensure the
person-centered service plan is developed in accordance with 42 CFR
441.301(c) and as follows:

5.15.1.5.1 Planning Process. Contractor shall ensure that the
person-centered planning process is initiated and the
service plan is developed within fifteen (15) days after
Contractor is notified that the Enrollee is determined
eligible for HCBS Waiver services. The planning process
shall be led, when possible, by the Enrollee and include
individuals chosen by the Enrollee. An Enrollee’s HCBS
Provider(s), or those who have an interest in or are
employed by the HCBS Provider(s), shall not participate
in the planning process, unless the provision at 42 CFR
441.301(c)(1)(vi) is met. Contractor is responsible for
procedures to assist Enrollees in the planning process,
including how to resolve conflicts and disagreements
that includes conflict-of-interest guidelines. The
Enrollee’s Care Coordinator will assist the Enrollee in
leading the HCBS Waiver person-centered service
planning and will coordinate with the Interdisciplinary
Care Team (ICT).

5.15.1.5.1.1 Informed Client Choice. Contractor’s person-
centered planning process shall provide sufficient
information and guidance to ensure the Enrollee is
enabled to make informed choices regarding services,
supports and Providers. The planning process must
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reflect cultural considerations of the Enrollee and is
conducted using accessible information presented in
readily understood language. Alternative home and
community-based settings considered during the planning
process must be documented in the service plan.

5.15.1.5.1.2 Service Plan Contents. Each person-centered
service plan must be written in a manner that is
understandable to the Enrollee and include: (1)
documentation that the setting in which the Enrollee
resides is chosen by the Enrollee, is integrated into and
supports access to the community, and meets, when
applicable, the HCBS Settings rule requirements at 42 CFR
441.301(c)(4)-(5); (2) the Enrollee’s strengths and
preferences; (3) the clinical and support needs identified
through the Determination of Need; (4) person-centered
goals and desired outcomes; (5) paid and unpaid services
and supports that will assist Enrollee to achieve identified
goals, the Providers of those services and supports,
including those self-directed by the Enrollee; (6) identified
risk factors and strategies, including back-up plans, to
minimize potential undesirable outcomes associated with
those risks; and (7) the individual or entity responsible for
monitoring the service plan.

5.15.1.5.1.3 Contractor shall ensure that the final person-
centered service plan is finalized with the informed
written consent of the Enrollee and is signed by and
distributed to individuals and Providers responsible for
the service plan’s implementation, as applicable.

5.15.1.5.1.4 Contractor shall ensure that an Enrollee’s
person-centered service plan is reviewed and revised
upon reassessment of functional need at least every
twelve (12) months, when an Enrollee’s circumstances or
needs change significantly, or at the Enrollee’s request.

5.15.1.5.2 For an Enrollee who is receiving HCBS waiver services
on the date that such services become Covered Services,
Contractor will use the Enrollee’s existing service plan,
and that service plan will remain in effect for at least a
ninety (90)-day transition period unless changed with
the input and consent of the Enrollee and only after
completion of a face-to-face health risk assessment. The
service plan will be transmitted to Contractor prior to
the Effective Enrollment Date. The service plan Care
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Coordinator will lead the process for changing or
updating the HCBS Waiver service planning, as
appropriate, through coordination with the Enrollee and
the ICT.

5.15.1.5.3 For an Enrollee who is receiving HCBS Waiver services
through Contractor and who ceases to be eligible for
Contractor services, but continues to be eligible for an
HCBS Waiver or equivalent home care services,
Contractor shall transmit the Enrollee’s existing service
plan to the applicable State agency within fifteen (15)
days after new coverage information is reflected in
MEDL

5.15.1.5.4 For an Enrollee who is receiving HCBS Waiver services
through Contractor and who ceases to be eligible for
Contractor services, Contractor shall notify the Enrollee’
existing HCBS Waiver Provider(s) in writing of
Contractor’s service authorization termination date no
later than seven (7) days from such date.

5.15.2 Contractor shall identify and evaluate risks associated with the Enrollee’s
care. Factors considered include the potential for deterioration of the
Enrollee’s health status; the Enrollee’s ability to comprehend risk; caregiver
qualifications; appropriateness of the residence for the Enrollee; and
behavioral or other compliance risks. Contractor shall incorporate the results
of the assessment of risks into the IPoC. IPoCs that include Negotiated Risks
shall be submitted to Contractor’s medical director for review. Negotiated
Risks shall not allow or create risks for other Residents in a group setting.

5.15.3 For Enrollees transferring MCOs for whom an IPoC has been developed,
Contractor will use the Enrollee’s existing service plan, and that service plan
will remain in effect for at least a ninety (90)-day transition period unless
changed with the input and consent of the Enrollee and only after completion
of a face-to-face health-risk assessment.

5.15.4 The Enrollee or the Enrollee’s authorized representative must review and
sign the IPoC and all subsequent revisions. Acceptable forms of signature
include electronic forms such as e-signatures and voice recordings. In the
event the Enrollee refuses to sign the IPoC, Contractor shall:

5.15.4.1 document in detail the specific reason why the Enrollee refuses
to sign the [PoC; and

5.15.4.2 document actions taken by the Care Coordinator to address
Enrollee’s concerns.

5.15.5 Contractor shall ensure that the Enrollee’s IPoC is communicated to all of the
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Enrollee’s ICT members and Providers, as appropriate.

5.16 ONGOING ASSESSMENT AND STRATIFICATION

Contractor will analyze predictive-modeling reports and other surveillance data of all
Enrollees monthly to identify risk-level changes. As risk levels change, assessments
and reassessments will be completed as necessary and [PoCs created or updated.

For Enrollees whose risk level is updated to Level 3 (high-risk) or Level 2 (moderate-
risk), Contractor shall make best effort to complete a health-risk assessment and
[PoC within ninety (90) days of the risk level update. Contractor shall review [PoCs
of Level 3 (high-risk) Enrollees at least every thirty (30) days, and of Level 2
(moderate-risk) Enrollees at least every ninety (90) days, and conduct
reassessments as necessary based upon such reviews. At a minimum, Contractor
shall conduct a health-risk reassessment annually for each Enrollee who has an IPoC.
In addition, Contractor shall conduct a face-to-face health-risk reassessment for
Enrollees receiving HCBS Waiver services or residing in NFs each time there is a
significant change in the Enrollee’s condition or an Enrollee requests reassessment.
Contractor will provide updated [PoCs to Providers that are involved in providing
Covered Services to Enrollee within no more than ten (10) Business Days.

5.17 CASELOAD REQUIREMENTS

5.17.1 Care Coordinators responsible for the Care Management of Enrollees with
varying risk levels shall have their overall caseload weighted and a blended
overall caseload limit set. The maximum weighted caseload for a Care
Coordinator is six hundred (600) with Level 1 (low-risk) weighted as one (1),
Level 2 (moderate-risk) weighted as four (4), and Level 3 (high-risk)
weighted as eight (8). The Department may review existing caseloads at any
time and may require a change in methodology or an Enrollee’s assignment to
a caseload.

5.17.2 Caseload standards. Caseloads of Care Coordinators shall not exceed the
standards outlined as follows:

5.17.2.1 Maximum caseloads for Care Coordinators for the stratified
categories identified in section 5.13.1.4.1 are defined in the table below
and shall be adhered to by Contractor unless specified in section

5.17.2.2.
Risk category Caseload
maximum
(cases per Care
Coordinator)
Level 1 600:1
Level 2 150:1
Level 3 75:1
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5.17.2.2 Contractor will adhere to the following caseload maximum
requirements for specific populations:

5.17.2.2.1 For Enrollees in the Persons with Brain Injury Waiver or the
Persons with HIV/AIDS Waiver, the caseloads shall not exceed 30:1.

5.17.2.2.2 For Enrollees participating in the Pediatric Palliative Care
Initiative Program, the caseloads shall not exceed 30:1.

5.17.3 Contact standards. Care Coordinators who provide Care Management shall
maintain contact with Enrollees as frequently as appropriate. Care
Coordinators who provide Care Management to Level 3 (high-risk) Enrollees
shall have contact with such Enrollees at least once every ninety (90) days.
The Care Coordinator or a member of the Enrollee’s ICT shall have a face-to-
face contact at least once every six (6) months with each Level 3 (high-risk)
Enrollee who is not receiving HCBS Waiver services. Care Coordinators
providing Care Management to Enrollees receiving HCBS Waiver services
shall maintain contact as follows:

5.17.3.1 Persons who are elderly. The Care Coordinator shall have a face-
to-face contact with the Enrollee not less often than once every ninety
(90) days.

5.17.3.2 Persons with brain injury. The Care Coordinator shall have
contact with the Enrollee not less often than one (1) time per month.

5.17.3.3 Persons with HIV/AIDS. The Care Coordinator shall contact the
Enrollee not less than one (1) time per month, and not less than one
(1) face-to-face contact every two (2) months.

5.17.3.4 Persons with Disabilities. The Care Coordinator shall have a face-
to-face contact with the Enrollee no less often than once every ninety
(90) days in the Enrollee’s home.

5.17.3.5 Persons living in a Supportive Living Facility. The Care
Coordinator shall contact the Enrollee no less often than one (1) time
per year.

5.18 TRANSITION OF CARE

5.18.1 Transition-of-Care process. Contractor will manage Transition of Care and
Continuity of Care for new Enrollees and for Enrollees moving from an
institutional setting to a community setting. Contractor’s process for
facilitating Continuity of Care will include:

5.18.1.1 identification of Enrollees deemed critical for Continuity of Care;

5.18.1.2 communication with entities involved in Enrollees’ transition;
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5.18.1.3 Stabilization and provision of uninterrupted access to Covered

Services;
5.18.1.4 assessment of Enrollees’ ongoing care needs;
5.18.1.5 monitoring of continuity and quality of care, and services

provided; and
5.18.1.6 medication reconciliation.

5.18.2 Transition-of-Care plan. Contractor shall initially, and as revised, submit to
the Department, for the Department’s review and Prior Approval, the
Transition-of-Care policies, procedures, and staffing model designed to
achieve a seamless, efficient transition with minimal impact to an Enrollee’s
care.

5.18.3 Transition-of-Care team. Contractor shall have an interdisciplinary
Transition-of-Care team to design and implement the Transition-of-Care plan,
as part of the IPoC, and provide oversight and management of all Transition-
of-Care processes. The team will consist of skilled personnel with extensive
knowledge and experience transitioning Enrollees with special healthcare
needs.

5.18.4 Transition of Care for new Enrollees. Contractor will identify new Enrollees
who require transition services by using a variety of sources, including:

5.18.4.1 prior claim history as provided by the Department;

5.18.4.2 [PoC provided by the previous Contractor;

5.18.4.3 health-risk screenings completed by new Enrollees;

5.18.4.4 Providers requesting information and service authorizations for

Enrollees (existing prior authorizations for new Enrollees shall be
honored by Contractor);

5.18.4.5 communications from Enrollees; and

5.18.4.6 communication with existing agencies or service Providers that
are supporting Enrollees at the time of transition.

5.18.5 Money follows the Person (MFP). Upon termination of MFP program,
Contractor shall assume the lead role in supporting individuals transitioning
from institutional settings to the community. Contractor will work in
collaboration with the existing community agencies that provide MFP
transition coordination services.

5.18.5.1 Upon re-implementation of the MFP program, in accordance
with the Department’s MFP Expansion Demonstration Grant awarded
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by federal CMS in September 2022, Contractor shall continue
supporting Enrollees transitioning from institutional settings to the
community. Contractor shall comply with all Department-issued
written policy and directives. Contractor shall work in collaboration
with the existing community agencies that provide MFP transition
coordination services.

5.18.6 Community Transitions Initiative (CTI)

Effective January 1, 2020, Contractor shall implement an initiative specific to
achieving transitions from institutional settings to the community for Enrollees who
have continuously resided in a Nursing Facility or a Specialized Mental Health
Rehabilitation Facility for a minimum of ninety (90) days. Contractor shall prioritize
community transitions for class members of the Williams v. Quinn and Colbert v.
Quinn consent decrees.

5.18.6.1 Contractor’s efforts must comply with Department- issued written
policy, including but not limited to the nature, frequency, timing, and
substance of the following CTI activities: outreach, assessment, transition
planning, assistance with location of appropriate housing for transition,
subsidies to enable transition, transition support, and follow-up.

5.18.6.1.1 Effective July 1, 2024, Contractor must develop a post
transition follow-up and monitoring plan for each Enrollee
transitioning to the community to ensure Enrollee receives necessary
services and supports to maximize successful community transition.

5.18.6.2 Contractor shall serve as the fiscal agent for the State-funded
transition assistance funds made available by the Department to Colbert and
Williams class members, consistent with Department-issued policy.

5.19 CONTINUITY OF CARE

5.19.1 Contractor must develop policies and procedures to ensure Continuity of Care
for all Enrollees upon initial enrollment, as follows:

5.19.1.1 Contractor must offer an initial ninety (90)-day transition
period for Enrollees new to the Health Plan, in which Enrollees may
maintain a current course of treatment with a Provider who is
currently not a part of Contractor’s Provider Network. Contractor must
offer a ninety (90)-day transition period for Enrollees switching from
another Health Plan to Contractor. The ninety (90)-day transition
period is applicable to all Providers, including Behavioral Health
Providers and Providers of LTSS. Contractor shall pay for Covered
Services rendered by a non-Network Provider during the ninety (90)-
day transition period at the same rate the Department would pay for
such services under the Illinois Medicaid FFS methodology. Non-
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Network Providers and specialists providing an ongoing course of
treatment will be offered agreements to continue to care for an
individual Enrollee on a case-by-case basis beyond the transition
period if the Provider remains outside the Network or until a qualified
Network Provider is available.

5.19.1.1.1 Effective upon the implementation date of the
HealthChoice Illinois - Children with Special Needs
1915(b) Waiver, the provisions of Section 5.19.1.1 apply
for Special Needs Children Enrollees, with the exception
that the transition period must be no less than one-
hundred eighty (180) days.

5.19.1.2 Contractor may choose to transition Enrollees to a Network
Provider during the transition period only if:

5.19.1.2.1 a health screening and a comprehensive assessment, if
necessary, are complete;

5.19.1.2.2 a Transition-of-Care plan is in place (to be updated and
agreed to with the new PCP, as necessary); and

5.19.1.2.3 the Enrollee agrees to the transition prior to the
expiration of the transition period.

5.19.2 Managed Care Reform and Patient Rights Act. Contractor shall provide for
the transition of services in accordance with 215 ILCS 134/25, Managed Care
Reform and Patient Rights Act.

5.19.3 Effective Enrollment Date for hospital admissions. If an Enrollee is
receiving medical care or treatment as an inpatient in an acute-care hospital
on the Effective Enrollment Date, Contractor shall assume responsibility for
the management of such care and shall be liable for all claims for Covered
Services from that date. For hospital stays that would otherwise be
reimbursed under the HFS Medical Program on a per-diem basis, Contractor’s
liability shall begin on the Effective Enrollment Date. Notwithstanding the
foregoing, for hospital stays that would otherwise be reimbursed under the
HFS Medical Program on a DRG basis, Contractor will have no liability for the
hospital stay.

5.19.4 Continuity of Care for hospital stays. If an Enrollee is receiving medical care
or treatment as an inpatient in an acute-care hospital at the time coverage
under this Contract is terminated, Contractor shall arrange for the Continuity
of Care or treatment for the current episode of illness until such medical care
or treatment has been fully transferred to a treating Provider who has agreed
to assume responsibility for such medical care or treatment for the remainder
of that hospital episode and subsequent follow-up care. Contractor must
maintain documentation of such transfer of responsibility of medical care or
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treatment. For hospital stays that would otherwise be reimbursed under the
Department’s medical program on a per-diem basis, Contractor shall be liable
for payment for any medical care or treatment provided to an Enrollee until
the effective disenrollment date. For hospital stays that would otherwise be
reimbursed under the Department’s medical program on a DRG basis,
Contractor shall be liable for payment for any inpatient medical care or
treatment provided to an Enrollee where the discharge date is after the
effective disenrollment date.

5.19.5 Continuity of Care for NF residents

5.19.5.1 When a resident in a NF first transitions to the Contractor from
the fee-for-service system or from another plan, the Contractor shall
honor the existing IPoC and any necessary changes to that [PoC until it
has completed a comprehensive assessment and new IPoC, to the
extent such services are covered benefits under the Contract, which
shall be consistent with the requirements of the Resident Assessment
Instrument (RAI) Manual.

5.19.5.2 When an Enrollee is moving from a community setting to a NF,
and the Contractor is properly notified of the proposed admission by a
network NF, and the Contractor fails to participate in developing an
[PoC within the time frames required by NF regulations and this
Contract, the Contractor must honor an IPoC developed by the NF until
the Contractor has completed a comprehensive assessment and a new
[PoC to the extent such services are covered benefits under the
contract, consistent with the requirements of the RAI Manual.

5.19.6 Coordination of care. Contractor shall provide coordination-of-care
assistance to Prospective Enrollees to access a PCP or WHCP or to continue a
course of treatment before Contractor’s coverage becomes effective, if
requested to do so by Prospective Enrollees, or if Contractor has knowledge of
the need for such assistance. The Care Coordinator assigned to the
Prospective Enrollee shall attempt to contact the Prospective Enrollee no later
than two (2) Business Days after the Care Coordinator is notified of the
request for coordination of care.

5.19.7 Authorization of services. Contractor shall have in place and follow written
policies and procedures when processing requests for initial and continuing
authorizations of Covered Services. Such policies and procedures shall
provide for consistent application of review criteria for authorization
decisions by a healthcare professional or professionals with expertise in
addressing the Enrollee’s medical, Behavioral Health, or LTSS needs.
Contractor shall consult with the Provider requesting such authorization
when appropriate and provided that LTSS authorizations are based on the
Enrollee’s current needs assessment and Person-centered service plan. If
Contractor declines to authorize Covered Services that are requested by a
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Provider or authorizes one or more services in an amount, scope, or duration
that is less than that requested, Contractor shall notify the Provider orally or
in writing and shall furnish the Enrollee with written notice of such decision.
Such notice shall meet the requirements set forth in 42 CFR §438.404.

5.19.8 Services requiring prior authorization. Contractor shall authorize or deny
Covered Services that require prior authorization, including pharmacy
services, as expeditiously as the Enrollee’s health condition requires.
Ordinarily, requests for authorizations shall be reviewed and decided on
within five (5) days after receiving the request for authorization from a
Provider, with a possible extension of up to five (5) additional days, if the
Enrollee requests the extension or Contractor informs the Provider that there
is a need for additional written justification demonstrating that the Covered
Service is Medically Necessary and the Enrollee will not be harmed by the
extension. If the Provider indicates, or Contractor determines, that following
the ordinary review and decision time frame could seriously jeopardize the
Enrollee’s life or health, Contractor shall authorize or deny the Covered
Service no later than forty-eight (48) hours after receipt of the request for
authorization, unless Contractor has not received clinical information
sufficient upon which to make the determination. If thatis the case,
Contractor shall notify the provider that additional clinical information is
needed in order to make a determination, and Contractor shall allow an
addition twenty-four (24) hours for the provider to submit the requested
clinical documentation. In no case shall Contractor deny a request for
authorization, due to lack of clinical documentation, prior to seventy-two (72)
hours after the request was submitted. Contractor shall authorize or deny a
prior authorization request for pharmacy services no later than twenty-four
(24) hours after receipt of the request for authorization.

5.19.8.1 Contractor shall authorize services supporting individuals with
ongoing or chronic conditions, or who require LTSS, in a manner that
reflects the Enrollee’s ongoing need for such services.

5.19.8.2 For all covered outpatient drug authorization decisions,
Contractor shall provide notice as described in Section 1927(d)(5)(A)
of the SSA.

5.19.8.3 For authorizations for Enrollees residing in a NF, if a response
to the authorization is not provided within twenty-four (24) hours of
the request and the NF is required by regulation to provide a service
because a Physician ordered it, the Contractor must pay for the service
if it is a Covered Service, provided that the request is consistent with
the policies and procedures of the Contractor.

5.19.9 Preexisting conditions. Upon the Effective Enrollment Date, Contractor shall
assume full responsibility for any Covered Services necessary to treat medical
conditions that may have existed prior to an Enrollee’s enrollment with
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Contractor. Contractor shall support the continuation of any existing
treatment plan provided that the Enrollee’s treatment plan is current, a
Covered Service, and Medically Necessary. Contractor shall evaluate the
appropriateness of integrated Care Management and education for each
Enrollee who it determines to have a preexisting condition.

5.20 SERVICE ACCESS REQUIREMENTS

5.20.1 Direct service access requirements.

5.20.1.1 Emergency services. Contractor shall cover Emergency Services
for all Enrollees whether the Emergency Services are provided by a
Network or a non-Network Provider.

5.20.1.1.1

5.20.1.1.2

5.20.1.1.3

5.20.1.1.4

5.20.1.1.5

Contractor shall not impose any requirements for prior
authorization of Emergency Services, including
emergency medical screening, or restrict coverage of
Emergency Services on the basis of lists of diagnoses or
symptoms.

Contractor shall cover Emergency Services provided to
Enrollees who are temporarily away from their
residences and outside the Contracting Area to the
extent that the Enrollees would be entitled to the
Emergency Services if they were still within the
Contracting Area.

Contractor shall cover Emergency Services regardless of
whether the emergency department Provider or hospital
notified the Enrollee’s PCP or Contractor of the
Enrollee’s services in the emergency department.

Unless a representative of Contractor instructed the
Enrollee to seek Emergency Services, Contractor shall
have no obligation to cover medical services provided on
an emergency basis that are not Covered Services under
this Contract.

Elective care, or care required as a result of
circumstances that could reasonably have been foreseen
prior to the Enrollee’s departure from the Contracting
Area, is not covered. Unexpected hospitalization due to
complications of pregnancy shall be covered. Routine
delivery at term outside the Contracting Area, however,
shall not be covered if the Enrollee is outside the
Contracting Area against medical advice, unless the
Enrollee is outside of the Contracting Area due to
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circumstances beyond her control. Contractor must
educate the Enrollee regarding the medical and financial
implications of leaving the Contracting Area and the
importance of staying near the treating Provider
throughout the last month of pregnancy.

5.20.1.1.6 Contractor shall provide ongoing education to Enrollees
regarding the appropriate use of Emergency Services.
Contractor shall use a range of management techniques,
policies, and Enrollee or Provider initiatives to avoid
unnecessary utilization of Emergency Services and to
promote Care Management through an Enrollee’s PCP.

5.20.1.1.7 Contractor shall not condition coverage for Emergency
Services on the treating Provider notifying Contractor of
the Enrollee’s screening and treatment within ten (10)
days after presentation for Emergency Services.

5.20.1.1.8 The determination of the attending emergency
Physician, or the Provider treating the Enrollee, of
whether an Enrollee is sufficiently Stabilized for
discharge or transfer to another facility shall be binding
on Contractor.

5.20.1.1.9 Contractor shall not hold an Enrollee liable for payment
of subsequent screening and treatment needed to
diagnose the specific condition or to stabilize the
Enrollee.

5.20.1.2 Post-Stabilization Services. Contractor shall cover Post-
Stabilization Services provided by a Network or non-Network Provider
in any of the following situations:

5.20.1.2.1 Contractor authorized such services;

5.20.1.2.2 such services were administered to maintain the
Enrollee’s Stabilized condition within one (1) hour after
arequest to Contractor for authorization of further Post-
Stabilization Services; or

5.20.1.2.3 Contractor does not respond to a request to authorize
further Post-Stabilization Services within one (1) hour,
Contractor could not be contacted, or Contractor and the
treating Provider cannot reach an agreement concerning
the Enrollee’s care and a Network Provider is
unavailable for a consultation, in which case the treating
Provider must be permitted to continue the care of the
Enrollee until a Network Provider is reached and either

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 113



concurs with the treating Provider’s plan of care or
assumes responsibility for the Enrollee’s care.

5.20.1.3 Family-Planning services. Subject to sections 5.5 and 5.6,
Contractor shall cover Family-Planning services for all Enrollees,
whether the Family-Planning services are provided by a Network or a
non-Network Provider.

5.20.1.4 School dental program. Contractor shall cover dental services
that are Covered Services provided in a school for Enrollees who are
under the age of twenty-one (21). Contractor shall accept claims from
non-Network Providers of such services outside of its Contracting
Area. Contractor shall make payment to non-Network Providers of
such services according to the Department’s applicable Medicaid FFS
reimbursement schedule. Contractor may require the program to
follow Contractor’s protocols for communication regarding services
rendered in order to further care coordination.

5.20.1.5 State-Operated Hospitals (SOH). Contractor shall provide
inpatient psychiatric care at an SOH for an Enrollee admitted under
civil status, at Medicaid established rates, whether that SOH is a
Network or non-Network Provider. Payment shall be made for all days
utilized as determined by the DMH and is not subject to the UR
determinations or admission authorization standards of Contractor.

5.20.2 Special service access requirements.
5.20.2.1 School-based health centers.

5.20.2.1.1 Contractor shall offer contracts to all the school health
centers recognized by the Department of Public Health
that are in Contractor’s Contracting Area. Contractor
shall not require prior authorization or a Referral as a
condition of payment for school-based health center
services provided by those school-based health centers
with which Contractor has contracts.

5.20.2.1.2 For Illinois school-based health centers outside of the
Contracting Area, Contractor shall accept claims from
non-Network Providers of school-based health center
services. Contractor shall make payment to non-Network
Providers of such services according to the Department’s
applicable Medicaid FFS reimbursement schedule.
Contractor may require school-based health centers to
follow Contractor’s protocols for communication
regarding services rendered in order to further care
coordination.
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5.20.2.2 Community Mental Health Centers (CMHCs) and Behavioral
Health Clinics (BHCs).

5.20.2.2.1 Contractor shall enter into a contract with any willing
and qualified CMHC (Medicaid Provider Type 36) and
BHC (Medicaid Provider Type 27) in the Contracting
Area so long as the Provider agrees to Contractor's rate
and adheres to Contractor's QA requirements.
Contractor may establish quality standards in addition to
those State and federal requirements and, after the first
(1Y) year of contracting, contract with only those CMHCs
and BHCs that meet such standards, provided that each
contracting CMHC or BHC is informed of any such
additional standards no later than ninety (90) days after
the start of its contract and that the Department has
given Prior Approval. Any such standards that are not
established within ninety (90) days after the start of the
contract with the CMHC or BHC must be in effect for one
(1) year before Contractor may terminate a contract of a
CMHC or BHC based on a failure to meet such standards.

5.20.2.3 Local health departments.

5.20.2.3.1 Contractor shall offer contracts to all the local health
departments recognized by the Department of Public
Health that are in Contractor’s Contracting Area.
Contractor shall not require prior authorization or a
Referral as a condition of payment for local health
department services provided by those local health
departments with which Contractor has contracts.

5.20.2.3.2 For local health departments outside of the Contracting
Area, Contractor shall accept claims from non-Network
Providers of local health department services.
Contractor shall make payment to non-Network
Providers of such services according to the Department’s
applicable Medicaid FFS reimbursement schedule.
Contractor may require local health departments to
follow Contractor’s protocols for communication
regarding services rendered in order to further care
coordination.

5.20.2.4 Preventive prenatal, perinatal, and postpartum services.
5.20.2.4.1 In accordance with 305 ILCS 5/5-5.24(b), Contractor

shall accept claims from non-Network Providers of
preventive prenatal, perinatal, and postpartum services.
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Contractor shall make payment to non-Network
Providers of all such services according to the
Department’s applicable Medicaid FFS reimbursement
schedule, unless:

5.20.2.4.1.1 a different reimbursement rate is agreed
upon between Contractor and the non-Network
Provider; or,

5.20.2.4.1.2 the service(s) are not Emergency Services,
and: (1) the non-Network Provider is a perinatal hospital
and has, within the twelvel (12) months preceding the
date of service, rejected a contract that was offered in
good faith by Contractor as determined by the
Department; or (2) Contractor has terminated a contract
with the non-Network Provider for cause, and the
Department has not deemed the contract termination to
have been without merit.

5.20.2.5 Pediatric Palliative Care Program (PPCP).

5.20.2.5.1 Contractor shall enter into a contract with
any willing and qualified PPCP Provider recognized by
the Department. Contractor shall not require prior
authorization or a Referral as a condition of payment for
services provided by PPCP Providers.

5.21 ENROLLEE SERVICES

5.21.1 Basic information. “Basic information” as used herein shall mean
information regarding:

5.21.1.1 the types of benefits and the amount, duration, and scope of
such benefits available under this Contract, with sufficient detail to
ensure that Enrollees understand the Covered Services they are
entitled to receive, including behavioral-health services and EPSDT
screenings and services;

5.21.1.2 the procedures for obtaining Covered Services, including
authorization and Referral requirements, and any restrictions
Contractor may place on an Enrollee pursuant to section 4.19;

5.21.1.3 any benefits to which an Enrollee may be entitled under the HFS
Medical Program that are not provided under Contractor’s plan and
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specific instructions on where and how to obtain those benefits,
including any restrictions on an Enrollee’s freedom of choice among
Network Providers, as provided by the Department;

5.21.1.4 the extent to which after-hours coverage and Emergency
Services are provided, including the following specific information:

5.21.1.4.1 definitions of “Emergency Medical Condition,”
“Emergency Services,” and “Post-Stabilization Services”
that are consistent with the definitions set forth herein;

5.21.1.4.2 the fact that prior authorization is not required for
Emergency Services;

5.21.1.4.3 the fact that, subject to the provisions of this Contract, an
Enrollee has a right to use any hospital or other setting
to receive Emergency Services;

5.21.1.4.4 the process and procedures for obtaining Emergency
Services; and

5.21.1.4.5 the location of Emergency Services and Post-
Stabilization Services Providers that are Network
Providers;

5.21.1.5 the procedures for obtaining Post-Stabilization Services in
accordance with the terms set forth in section 5.20.1.2;

5.21.1.6 the policy on Referrals for specialty care and for Covered
Services not furnished by an Enrollee’s PCP;

5.21.1.7 cost sharing, if any;

5.21.1.8 the rights, protections, and responsibilities of an Enrollee as
specified in 42 CFR § 438.100, such as those pertaining to enrollment
and disenrollment and those provided under State and federal law;

5.21.1.9 Grievance and fair-hearing procedures and time frames,
provided that such information must be submitted to the Department
for Prior Approval before distribution;

5.21.1.10 Appeal rights and procedures and time frames, provided that
such information must be submitted to the Department for Prior
Approval before distribution;

5.21.1.11 Contractor’s website URL and the types of information
contained on the website, including certificate of coverage or
document of coverage, Provider directory, and the ability to request a
hard copy of these through Enrollee services;
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5.21.1.12 a copy of Contractor’s certificate of coverage or document of
coverage;

5.21.1.13 names, locations, telephone numbers, and non-English
languages spoken by current Network Providers, including
identification of those who are not accepting new Enrollees;

5.21.1.14 information on NF Covered Services and HCBS Waiver Covered
Services to Enrollees receiving or determined to need Covered Services
under Service Package II;

5.21.1.15 Enrollee packets, which the State or its designee will provide to
Contractor, and which Contractor shall distribute to Enrollees
receiving Covered Services from Personal Assistants or other
Individual Providers under the Persons with Disabilities HCBS Waiver,
Persons with HIV/AIDS HCBS Waiver, or Persons with Brain Injury
HCBS Waiver. Contractor shall educate Enrollees regarding the content
of the Enrollee packets.

5.21.2 Obligation to provide basic information. Contractor shall provide basic
information to the following Participants, and shall notify such Participants
that translated materials in Spanish and other prevalent languages are
available and how to obtain them, once a year:

5.21.2.1 to each Enrollee or Prospective Enrollee no later than five (5)
Business Days following receipt of the Enrollee’s initial enrollment
record on the 834 Audit File, or, no later than five (5) Business Days
prior to an Enrollee’s Effective Enrollment Date, and thereafter to each
Enrollee within thirty (30) days before a significant change to the basic
information; and

5.21.2.2 to any Potential Enrollee who requests it.

5.21.3 Other information. Contractor shall provide the following additional
information when requested by any Enrollee, Prospective Enrollee, or
Potential Enrollee:

5.21.3.1 MCO licensure or county MCCN certification (whichever is
applicable to Contractor), and the healthcare facility licensure;

5.21.3.2 practice guidelines maintained by Contractor in accordance
with 42 CFR §438.236;

5.21.3.3 information about Network Providers of healthcare services,
including education, board certification, and recertification, if
appropriate; and
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5.21.3.4 any Physician incentive plans in place as set forth at 42 CFR
§438.3(i).

5.21.4 Communications with Prospective Enrollees, Potential Enrollees, and
Enrollees. The requirements outlined in this section 5.21.4 apply to all Key
Oral Contacts and Written Materials. Contractor shall proactively attempt,
within the conditions imposed by any court order or consent decree, to
promote the hiring of local staff to ensure Cultural Competence. All Contractor
staff will receive training on all Contractor policies and procedures during
new-hire orientation and ongoing job-specific training to ensure effective
communication with a diverse Enrollee population, including translation
assistance, assistance to the hearing impaired, and assistance to those with
limited English proficiency. Contractor shall meet quarterly with its Enrollee
advisory and community stakeholder committee to assess the results of
Enrollee calls. Enrollee feedback will be sought at the close of each contact to
inquire if the Enrollee’s needs or issues have been resolved. Contractor shall
conduct targeted Enrollee focus groups to obtain additional input on
Contractor materials and program information, and shall also seek input from
local organizations that serve Enrollees.

5.21.4.1 Interpretive services. Contractor shall make oral interpretation
services available free of charge in all languages to all Potential
Enrollees, Prospective Enrollees, or Enrollees who need assistance
understanding Key Oral Contacts or Written Materials. Contractor
must include in all Key Oral Contacts and Written Materials
notification that such oral interpretation services are available and
how to obtain such services. Contractor shall conduct Key Oral
Contacts with a Potential Enrollee, Prospective Enrollee, or Enrollee in
a language the Potential Enrollee, Prospective Enrollee, or Enrollee
understands. If a Participant requests interpretive services by a family
member or acquaintance, Contractor shall not allow such services by
anyone who is under the age of eighteen (18). Contractor shall accept
such Participant’s verification of the age of the individual providing
interpretive services unless Contractor has a valid reason for
requesting further verification.

5.21.4.2 Reading level. All of Contractor’s written communications with
Potential Enrollees, Prospective Enrollees, and Enrollees must be
produced at a sixth (6*h)-grade reading level and easily understood by
individuals with sixth (6th)-grade reading skills. Contractor will use the
Flesch Reading Ease and Flesch-Kincaid Grade level tests, or other
reading level test as approved by the Department, to ensure
appropriate reading level. Written Materials will be presented in a
layout and manner that enhance Enrollees’ understanding in a
culturally competent manner.

5.21.4.3 Alternative methods of communication. Contractor shall make
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Key Oral Contacts and Written Materials available in such alternative
formats as large print, Braille, sign language provided by interpreters
in accordance with the Interpreters for the Deaf Act (225 ILCS 442),
CART reporters, audio CDs, TDD/TTY, video relay interpretation, or
video relay services, and in a manner that takes into consideration the
special needs of those who are visually impaired, hearing impaired, or
with limited reading proficiency. Contractor shall inform Potential
Enrollees, Prospective Enrollees, and Enrollees, as appropriate, that
information is available in alternative formats and how to access those
formats. Contractor must provide TDD/TTY service upon request for
communicating with Potential Enrollees, Prospective Enrollees, and
Enrollees who are deaf or hearing impaired. Contractor shall arrange
interpreter services through Contractor’s Enrollee services
department when necessary (such as for Provider visits or
consultations). These services will be made available at no cost to the
Enrollee.

5.21.4.4 Translated materials. Translated Written Materials and scripts
for translated Key Oral Contacts require Prior Approval and must be
accompanied by Contractor’s certification that its certified translator
confirms the translation is accurate and complete, and that the
translation is easily understood by individuals with a sixth (6th)-grade
reading level and is culturally appropriate. Contractor’s first submittal
of the translated materials to the Department for Prior Approval must
be accompanied by a copy of the Department’s approval of the English
version and the required translation certification. Contractor shall
make all Written Materials distributed to English-speaking Potential
Enrollees, Prospective Enrollees and Enrollees, as appropriate,
available in Spanish and other prevalent languages, as determined by
the Department in accordance with Section 1557 of the Affordable
Care Act. Where there is a prevalent single-language minority within
the low-income households in the relevant DHS local office area, which
for purposes of this Contract shall exist when five percent (5%) or
more of such households speak a language other than English, as
determined by the Department according to published Census Bureau
data, Contractor’s Written Materials provided to Potential Enrollees,
Prospective Enrollees, or Enrollees must be available in that language
as well as in English.

5.21.4.5 Font size and taglines. Contractor’s Written Materials must be produced
using a font size no smaller than 12 point. Written Materials must include
taglines, in the prevalent non-English languages and in a large print font
size that is no smaller than 18 point, explaining the availability of written
translation or oral interpretation to understand the information provided,
the toll-free and TTY/TDY telephone number of Contactor’s member
customer service unit, and information on how to request auxiliary aids

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 120



and services, including the provision of the materials in alternative
formats.

5.21.5 Enrollee handbook. Department will provide Contractor with an Enrollee
handbook template. Contractor shall complete and submit the template to the
Department for Prior Approval before the first enrollment, when revised, and
upon the Department’s request. Contractor shall mail an Enrollee handbook to
new Enrollees no later than five (5) Business Days following receipt of the
Enrollee’s initial enrollment record on the 834 Audit File, or, no later than five
(5) Business Days prior to an Enrollee’s Effective Enrollment Date. Contractor
must include terms defined by the Department as provided in 42 CFR
§438.10(c)(4)(i) and follow the requirements of 42 CFR §438.10(g). Ata
minimum, the Enrollee handbook must contain:

5.21.5.1 Contractor’s contact information, including the toll-free
telephone number for member services, medical management and any
other unit providing services directly to Enrollees;

5.21.5.2 the Enrollee’s rights and responsibilities and the Enrollee’s
freedom to exercise those rights without negative consequences. The
Enrollee’s rights include the right to:

5.21.5.2.1 be treated with respect and with due consideration for
the Enrollee’s dignity and privacy;

5.21.5.2.2 receive information on available treatment options and
alternatives, presented in a manner appropriate to the
Enrollee's condition and ability to understand;

5.21.5.2.3 participate in decisions regarding the Enrollee’s
healthcare, including the right to refuse treatment;

5.21.5.2.4 be free from any form of restraint or seclusion used as a
means of coercion, discipline, convenience, or
retaliation;

5.21.5.2.5 request and receive a copy of the Enrollee’s medical
records, and to request that the records be amended or
corrected; and

5.21.5.2.6 exercise the Enrollee’s rights, with the assurance that the
exercise of those rights will not adversely affect the way
the Enrollee is treated;

5.21.5.3 the PCP network and the PCP’s role in directing and managing
the Enrollee’s care;

5.21.5.4 an explanation of open enrollment and the Open Enrollment
Period;
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5.21.5.5 how to select and change a PCP, change “for cause,” whether
Contractor may impose a restriction on the number of times the
Enrollee can change PCPs during the Enrollment Period, and the
circumstances under which an Enrollee may select a specialist as a
PCP;

5.21.5.6 the amount, duration, and scope of benefits available, in
sufficient detail to ensure that the Enrollee understands the benefits to
which the Enrollee is entitled as well as any benefits that may be
excluded pursuant to section 5.6;

5.21.5.7 how and the extent to which the Enrollee may obtain direct-
access services, including Family-Planning services;

5.21.5.8 the policies and procedures for obtaining services, including
clinical advice, self-referred services, services requiring prior
authorization, and services requiring a Referral;

5.21.5.9 how to access after-hours, nonemergency care;

5.21.5.10 the procedures for obtaining Emergency Services. The
information shall specify that Emergency Services do not require a
Referral, directions regarding the 911 telephone system, and refer the
Enrollee to the Provider directory or the call center for a list of
facilities providing Emergency Services and Post-Stabilization Services.
The information shall clearly communicate that the Enrollee has a right
to use any hospital or other setting for Emergency Services;

5.21.5.11 how to identify what constitutes an Emergency Medical
Condition, Emergency Services, or the need for Post-Stabilization
Services, as defined by 42 CFR §438.114(a);

5.21.5.12 Contractor’s Grievance and Appeals process and the State’s
Appeal and fair-hearing process, including how to register a Grievance
or Appeal;

5.21.5.13 how to access and receive written and oral information in
languages other than English and in alternate language formats,
including TDD/TTY;

5.21.5.14 the formulary and how to obtain prescription drugs;

5.21.5.15 the Disease Management Program and the services offered, and
how to access these services;

5.21.5.16 care coordination and services provided by a Care Coordinator;

5.21.5.17 how to exercise an advance directive;
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5.21.5.18 how to access auxiliary aids and services;
5.21.5.19 how to report suspected fraud or abuse; and

5.21.5.20 any basic information, as set forth in section 5.21.1, that is not
otherwise specifically set forth in this section 5.21.5.

5.21.6 Telephone access.

5.21.6.1 Contractor shall establish a toll-free telephone number,
available twenty-four (24) hours a day, seven (7) days a week, for
Enrollees to confirm eligibility for benefits and for Providers to seek
prior authorization for treatment where required by Contractor, and
shall assure twenty-four (24)-hour access, via telephone(s), to medical
professionals, either to Contractor directly or to PCPs, for consultation
to obtain medical care.

5.21.6.2 Contractor shall establish a toll-free number that will be
available at a minimum from 8:30 a.m. until 5:00 p.m. Central Time on
Business Days. This number will be used at a minimum for Enrollees to
file Complaints or Grievances, to request disenrollment, to ask
questions, or to obtain other administrative information.

5.21.6.3 Contractor may use one (1) toll-free number for these purposes
or may establish separate numbers.

5.21.6.4 On-hold messaging for the Enrollee services telephone line will
include health education briefs, general reminders, and Contractor
benefits and services information. The messaging will be changed
periodically to meet identified Enrollee trends or topical issues.

5.21.6.5 Contractor’s administrative QA and improvement policies and
procedures shall contain standards and a monitoring plan for all
telephone access and call-center performance on an ongoing basis, and
Contractor shall take immediate corrective action when standards are
not met. Contractor shall analyze data collected from its phone system
as requested by the Department and as necessary to perform QA and
improvement tasks, monitor compliance with performance standards,
and ensure adequate staffing of the call centers. Upon request from the
Department, Contractor shall document compliance in these areas.

5.21.6.6 Contractor shall record all incoming calls for quality control,
program integrity, and training purposes. Staff at Contractor’s call
center shall advise callers that calls may be monitored and recorded
for QA purposes. Administrative lines do not need to be recorded.
Contractor shall archive the recordings for no fewer than twelve (12)
months or as otherwise required by law.
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5.21.7 Engaging Enrollees. Contractor shall use a multifaceted approach to locate
and engage Enrollees, which may include employing community health
workers or subcontracting with community-based organizations that employ
community health workers, and shall capitalize on every Enrollee contact to
obtain and update Enrollee contact information and engage Enrollees in their
own care. Input will be solicited from Contractor’s Enrollee advisory and
community stakeholder committee to help develop strategies to increase
motivation of Enrollees to participate in their own care.

5.21.7.1 Member relationship management system. Contractor shall have
a system dedicated to the management of information about Enrollees,
specifically designed to collect Enrollee-related data and to process
workflow needs in healthcare administration. Contractor shall notify
the Department in writing as soon as practicable, but no later than five
(5) days following a material change in Contractor’s system. The
system shall have, at a minimum, three (3) core integrated
components:

5.21.7.1.1 Enrollee demographics tracking and information;

5.21.7.1.2 means to automate, manage, track, and report on
Contractor’s workflows for outbound and outreach
Enrollee campaigns as well as targeted outbound
interventions (such as engaging high-risk Enrollees in
care or Disease Management Programs); and

5.21.7.1.3 technology for use in inbound Enrollee contact and
query management.

5.21.7.2 Telephonic outreach. Contractor will implement a telephonic
outreach program to educate and assist Enrollees in accessing services
and managing their care. Calls will be made by Contractor staff to new
Enrollees and to targeted populations such as Enrollees who are
identified or enrolled in disease or Care Management, who have
frequent emergency-room utilization, or who are due or past due for
services.

5.21.7.3 Enrollee portal. Contractor shall establish and maintain a secure
Enrollee Web portal and mobile application that shall include, at a
minimum, the following functions or capabilities:

5.21.7.3.1 information about Contractor;
5.21.7.3.2 “contact us” information;
5.21.7.3.3 local health events and news;

5.21.7.3.4 Provider search;
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5.21.7.3.5 access to the Enrollee’s [PoC;
5.21.7.3.6 access to the Enrollee’s care gaps; and
5.21.7.3.7 access to health-education materials.

5.21.7.4 Written contacts. Contractor shall produce mailings to all
Enrollees enrolled in care management that will include reminders
about the benefits of participating in the care-management program
and of receiving the screenings and preventive care required for their
condition. The mailing shall include Contractor’s toll-free phone
number and invite Enrollees to contact the ICT or the nurse advice line
with any questions. Contractor mailings shall include reminders about
needed preventive services or screenings, reminders about the risks
associated with progression of the Enrollee’s disease, and information
about any available incentives for receiving a needed service.

5.21.8 Enrollee health education. Contractor will offer an expansive set of health-
education programs that use comprehensive outreach and communication
methods to effectively educate Enrollees, their families, and other caregivers
about health and self-care and how to access plan benefits and supports.

5.21.8.1 Collaborative education development and oversight. Contractor’s
medical management department and Medical Director shall be
responsible for development, maintenance, and oversight of Enrollee
health-education programs.

5.21.8.2 Health education outreach. Contractor will identify regional
community health education opportunities, improve outreach and
communication with Enrollees and community-based organizations,
and actively promote healthy lifestyles through activities such as
disease prevention and health promotion.

5.21.8.3 Flu-prevention program. Contractor shall make a flu-prevention
program available for all Enrollees and will provide targeted outreach
to high-risk Enrollees. The program will educate Enrollees about
preventing the transmission of the influenza virus.

5.21.8.4 New-Enrollee welcome packet. Contractor shall send to each new
Enrollee a welcome packet that contains the Enrollee handbook and
addresses important topics, such as how to get needed care; a benefits
summary; and information about the Complaint, Grievance, and Appeal
processes. This may be combined with the Enrollee welcome packet
required in section 4.9.

5.21.8.5 Welcome calls. Contractor will conduct welcome calls to each
new Enrollee within thirty (30) days after the Effective Enrollment
Date. When an Enrollee has been successfully contacted, Contractor
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will provide health education, respond to questions about Covered
Services and how to access them, and conduct a health-risk screening
to identify an Enrollee’s potential need for services and care
management.

5.21.8.6 Enrollee newsletters. Contractor will distribute quarterly
Enrollee newsletters that include health education and Contractor
events, and a calendar listing of health fairs, screening days, and other
Contractor-sponsored or organized health activities.

5.21.8.7 Education through Care Coordinators. Contractor’s Care
Coordinators will attempt to contact all Enrollees who frequently use
or recently visited an emergency room to determine whether the
Enrollees are experiencing barriers to primary and preventive care; to
help resolve those barriers, if any; and to educate Enrollees on the
appropriate use of emergency-room services and the Enrollees’ health
home.

5.21.8.8 Enrollee support to ensure compliance. To the extent possible,
Contractor shall involve the Enrollee in [PoC development. Enrollee
education will occur through telephone contact, face-to-face contact,
education groups, and educational mailings. Education shall include
information about monitoring daily disease-specific indicators. If
appropriate, the Care Coordinator will link the Enrollee with available
community-based disease-specific educational programs and support
groups.

5.21.9 Transient Enrollees. Contractor shall utilize various strategies and
methodologies as appropriate to connect with transient Enrollees, including
the following.

5.219.1 Web portal. Contractor shall provide educational materials on
the Enrollee Web portal.

5.21.9.2 Enrollee contact. Contractor shall verify Enrollee address and
phone numbers during each contact.

5.21.9.3 Other methods. Contractor shall use other methods available to
locate and educate transient Enrollees, such as community
organizations, Physicians, family, the Internet, and reverse phone
number look-up systems to locate active phone numbers and Enrollee
demographics on paid claims. Contractor representatives may be
dispatched to an Enrollee’s home when a valid phone number is not
found.

HealthChoice Illinois as Amended thru Contract Amendment #17 Page 126



5.22 QUALITY ASSURANCE, UTILIZATION REVIEW, AND PEER REVIEW

5.22.1 All services provided, or arranged to be provided, by Contractor shall be in
accordance with prevailing community standards. Contractor must have in
effect a program consistent with the utilization control requirements of 42
CFR §456. This program will include, when so required by the regulations,
written plans of care and certifications of need of care.

5.22.2 Contractor shall ensure Network Providers’ labs are capable of reporting lab
values to Contractor directly. Contractor shall use the electronic lab values to
calculate HEDIS® Performance Measures.

5.22.3 Contractor shall adopt practice guidelines that meet the minimum standards
of care set forth in Attachment XXI and shall comply with such guidelines.
Contractor shall provide guidelines to all affected Providers and, upon
request, to Enrollees and Potential Enrollees.

5.22.4 Contractor shall have a Utilization Management Program that includes a
utilization-review plan, a utilization-review committee, and appropriate
mechanisms covering prior authorization and review requirements.

5.22.5 Contractor shall establish and maintain a Peer Review program approved by
the Department to review the quality of care being offered by Contractor and
its employees, Subcontractors, and Network Providers.

5.22.6 Contractor agrees to comply with the QA standards attached hereto as
Attachment XI.

5.22.7 Contractor agrees to comply with the utilization-review standards and peer-
review standards attached hereto as Attachment XII.

5.22.8 Contractor agrees to conduct a program of ongoing review that evaluates the
effectiveness of its QA and performance improvement strategies designed in
accordance with the terms of this section 5.22.

5.22.9 Contractor shall not compensate individuals or entities that conduct
utilization-review activities on its behalf in a manner that is structured to
provide incentives for the individuals or entities to deny, limit, or discontinue
Covered Services that are Medically Necessary for any Enrollee.

5.23 HEALTH, SAFETY, AND WELFARE MONITORING

5.23.1 Contractor shall comply with all health, safety, and welfare monitoring and
reporting required by State or federal statute or regulation, or that is
otherwise a condition for a HCBS Waiver, including the following: critical-
incident reporting regarding Abuse, Neglect, and exploitation; critical-incident
reporting regarding any incident that has the potential to place an Enrollee, or
an Enrollee’s services, at risk, but which does not rise to the level of Abuse,
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Neglect, or exploitation; and Performance Measures relating to the areas of
health, safety, and welfare and required for operating and maintaining an
HCBS Waiver.

5.23.1.1 Contractor shall comply with the Department of Human
Services Act (20 ILCS 1305/1-1 et seq.), the Abuse of Adults with
Disabilities Intervention Act (20 ILCS 2435/1 et seq.), the Elder Abuse
and Neglect Act (320 ILCS 20/1 et seq.), the Abused and Neglected
Child Reporting Act (325 ILCS 5/1 et seq.), and any other similar or
related applicable federal and State laws.

5.23.1.2 Contractor shall comply with Critical Incident reporting
requirements of the DHS-DRS, IDoA, and HFS HCBS Waivers for
incidents and events that do not rise to the level of Abuse, Neglect, or
exploitation. Such reportable incidents include those identified in
Attachments XVII, XVIII, and XIX for the appropriate HCBS Waivers.

5.23.1.3 Contractor shall comply with HCBS Waiver reporting
requirements to assure compliance with federal waiver assurances for
health, safety, and welfare as set forth in the approved HCBS Waivers.
Contractor, on an ongoing basis, shall identify, address, and seek to
prevent the occurrence of Abuse, Neglect, and exploitation.
Performance Measures regarding health, safety, welfare, and critical-
incident reporting are included in Table 2 to Attachment XI.

5.23.1.4 Contractor shall train all of Contractor’s external-facing
employees, Network Providers, Affiliates, and Subcontractors to
recognize potential concerns related to Abuse, Neglect, and
exploitation, and will train them on their responsibility to report
suspected or alleged Abuse, Neglect, or exploitation. Contractor’s
employees who, in good faith, report suspicious or alleged Abuse,
Neglect, or exploitation to the appropriate authorities shall not be
subjected to any disciplinary action from Contractor, its Network
Providers, Affiliates, or Subcontractors.

5.23.1.5 Contractor shall train Providers, Enrollees, and Enrollees’
family members about the signs of Abuse, Neglect, and exploitation;
what to do if they suspect Abuse, Neglect, or exploitation; and the
scope of Contractor’s responsibilities regarding these issues. Training
sessions will be customized to the target audience. Training will
include general indicators of Abuse, Neglect, and exploitation and the
time-frame requirements for reporting suspected Abuse, Neglect, and
exploitation.

5.23.1.6 Reports regarding Enrollees who are age eighteen (18) and
older and living in the community are to be made to the Illinois
Department on Aging by utilizing the Adult Protective Services hotline.
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5.23.1.7 Reports regarding Enrollees in NFs must be made to the
Department of Public Health’s nursing home complaint hotline.

5.23.1.8 Reports regarding Enrollees aged eighteen (18) to fifty-nine
(59) receiving mental health or Developmental Disability services in
programs that are operated, licensed, certified, or funded by DHS are
to be made to Illinois Department of Human Services Office of the
Inspector General hotline.

5.23.1.9 Reports regarding Enrollees in Supportive Living Facilities
(SLFs) must be made to the Department of Healthcare and Family
Services’ Supportive Living Program (SLP) complaint hotline.

5.23.1.10 Contractor shall provide the Department, upon request, with its
protocols for reporting suspected Abuse, Neglect, and exploitation and
other Critical Incidents that are reportable, including those in
Attachment XVII, Attachment XVIII, and Attachment XIX.

5.23.1.11 Contractor shall provide the Department, upon request, with its
protocols for assuring the health and safety of the Enrollee after an
allegation of Abuse, Neglect, exploitation, or a Critical Incident is
reported.

5.23.2 Critical-incident reporting.

5.23.2.1 Contractor shall have processes and procedures in place to
receive reports of Critical Incidents. Critical events and incidents must
be reported, and issues that are identified must be routed to the
appropriate department within Contractor’s organization and, when
required or otherwise appropriate, to the investigating authority.

5.23.2.2 Contractor shall maintain an internal reporting system for
tracking the reporting and responding to Critical Incidents, and for
analyzing the event to determine whether individual or systemic
changes are needed.

5.23.2.3 Contractor shall have systems in place to report, monitor, track,
and resolve Critical Incidents concerning restraints and restrictive
interventions.

5.23.2.3.1 Contractor shall make reasonable efforts to detect
unauthorized use of restraint or seclusion. Contractor
shall require that events involving the use of restraint or
seclusion are reported to Contractor as a reportable
incident and reported to the investigating authority as
indicated if it rises to the level of suspected Abuse,
Neglect, or exploitation.
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5.23.2.3.2 Contractor shall make reasonable efforts to detect
unauthorized use of restrictive interventions. Contractor
shall require that events involving the use of restrictive
interventions are reported to Contractor as a reportable
incident and reported to the investigating authority if it
rises to the level of Abuse, Neglect, or exploitation.

5.23.2.3.3 Contractor will comply with decision made by
investigating authority within the timeframe given.

5.24 NETWORK PROVIDER INCENTIVE PLAN REGULATIONS

5.24.1

5.24.2

5.24.3

Contractor shall comply with the provisions of 42 CFR §422.208 and 42 CFR
§422.210. If, to conform to these regulations, Contractor performs Enrollee-
satisfaction surveys, such surveys may be combined with those otherwise
required by the Department pursuant to section 5.31 of this Contract.

Effective January 1, 2025, in accordance with 42 CFR 438.3(i)(3), for each
incentive payment contract with a Network Provider, Contractor shall:
5.24.2.1 define a performance period that can be tied to the applicable MLR
reporting period as set forth in section 7.11.8 for the MLR Coverage Year;

5.24.2.2 ensure execution of signed and dated contract by all appropriate
parties before the commencement of the applicable performance period;

5.24.2.3 include clearly defined, objectively measurable, and well-documented
clinical or quality improvement standards that the Provider must meet to
receive the incentive payment;

5.24.2.4 specify a dollar amount or a percentage of a verifiable dollar amount
that can be clearly linked to successful completion of the metrics defined in
the incentive payment contract as set forth in section 5.24.2.3, including a
date of payment.

For each incentive payment contract with a Network Provider, Contractor
shall make available upon request by the Department during the MLR
Coverage Year:

5.24.3.1 an executed copy of the contract that documents requirements for
the incentive payment contract as defined in section 5.24.2 for the applicable
MLR Coverage Year;

5.24.3.2 supporting documentation of the results of the Provider’s quality
improvement or performance metrics along with the determination that each
metric has been met or not met; and
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5.24.3.3 supporting documentation necessary to verify completion of the
payment date and amount to the Provider in accordance with the executed
contract.

5.24.3.4 the Department reserves the right to request additional supporting
documentation of Contractor’s Provider incentive payment contracts upon
request and at any routine frequency to ensure compliance with 42 CFR
438.3(i)(3).

5.24.4 Contractor shall submit to the Department, in the form and manner
prescribed by the Department, the data described in section 5.24.2. For each
MLR Coverage Year, Contractor must submit to the Department all data and
supporting documentation in accordance with 42 CFR 438.3(i)(4)(i) as
specified (including format).

5.24.4.1 A corporate officer of the Contractor must attest to the accuracy of all
supporting documentation and data provided to ensure compliance with
section 5.24.2.

5.24.4.2 Attestations are not allowed to be used as stand-alone supporting
documentation for data that factor into the MLR calculation in accordance
with 42 CFR 438.3(i)(4)(ii).

5.24.4.3 Contractor shall submit documentation of compliance with Section
5.24.2 in a format defined by the Department within thirty (30) days of the
beginning of the MLR Coverage Year.

5.24.4.4 Contractor shall submit the supporting documentation required by
sections 5.24.3.2 and 5.24.3.3 in a format defined by the Department and in
conjunction with the MLR report timeline described in section 7.10.10.

5.25 PROHIBITED RELATIONSHIPS

5.25.1 Contractor shall not employ, subcontract with, or affiliate itself with or
otherwise have a relationship with an excluded individual or entity, as defined
in section 9.1.33. Contractor and its Subcontractors shall provide written
disclosure to the Department of any prohibited affiliation under 42 CFR
§438.610.

5.25.2 Contractor shall not knowingly have a relationship with a director, officer or
partner of Contractor; a Subcontractor as governed by 42 CFR 438.230; a
person with ownership of 5% or more of Contractor’s equity; or a Network
Provider or person with an employment, consulting or other arrangement with
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Contractor for the provision of items and services that are significant and
material to Contractor’s obligations under this Contract, when:

5.25.2.1 that individual or entity is debarred, suspended, or otherwise
excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-
procurement activities under regulations issued under Executive
Order No. 12549 or under guidelines implementing Executive Order
No. 12549; or

5.25.2.2 anindividual or entity who is an affiliate of a person described at
5.25.2.1.

5.25.2.3 If the Department finds Contractor out of compliance, the
Department shall notify the Secretary of the U.S. Department of Health
and Human Services of the noncompliance; the Department may
continue an existing agreement with Contractor unless the Secretary
directs otherwise; and the Department shall not renew or extend the
duration of an existing agreement with Contractor, unless the
Secretary provides to the Department and to Congress a written
statement describing compelling reasons that exist for renewing or
extending the agreement despite the prohibited affiliations.

5.26 RECORDS

5.26.1 Maintenance of business records. Contractor shall maintain all business
and professional records that are required by the Department in accordance
with generally accepted business and accounting principles. Such records
shall contain all pertinent information about the Enrollee, including the
information required under this section 5.26.

5.26.2 Availability of business records. Records shall be made available in Illinois
to the Department and Authorized Persons for inspection, audit, and
reproduction as required in section 9.1.2. These records will be maintained as
required by 45 CFR §74. As a part of these requirements, Contractor will
retain one (1) copy in any format of all records for at least ten (10) years after
final payment is made under the Contract. If an audit, litigation, or other
action involving the records is started before the end of the ten (10) year
period, the records must be retained until all issues arising out of the action
are resolved.

5.26.3 Patient records. Contractor shall require that a permanent medical record
shall be maintained by each Enrollee’s PCP. The medical record shall be
available to the PCP, the WHCP, and other Providers. Copies of the medical
record shall be sent to any new PCP to which the Enrollee transfers.
Contractor shall require that the medical record contain documented efforts
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to obtain the Enrollee’s consent when required by law. Contractor shall
require that copies of records shall be released only to Authorized Persons
upon request. Original medical records shall be released only in accordance
with federal or State law, including court orders or subpoenas, or a valid
records-release form executed by an Enrollee. Contractor shall assist
Enrollees in accessing their records in a timely manner. Contractor shall
protect the confidentiality and privacy of Enrollee and abide by all federal and
State laws regarding the confidentiality and disclosure of medical records,
mental-health records, and any other information about Enrollee. Contractor
shall require that Network Providers maintain and share such records for the
Department upon request and in accordance with professional standards.
Medical records must include Provider identification. Medical-records
reporting requirements shall be adequate to provide for acceptable Continuity
of Care to Enrollees. All entries in the medical record must be legible, accurate,
complete, and dated, and include the following, where applicable:

5.26.3.1 Enrollee identification;

5.26.3.2 personal health, social history and family history, with updates
as needed;

5.26.3.3 risk assessment;

5.26.3.4 obstetrical history and profile;

5.26.3.5 hospital admissions and discharges;

5.26.3.6 relevant history of current illness or injury and physical
findings;

5.26.3.7 diagnostic and therapeutic orders;

5.26.3.8 clinical observations, including results of treatment;

5.26.3.9 reports of procedures, tests, and results;

5.26.3.10 diagnostic impressions;

5.26.3.11 Enrollee disposition and pertinent instructions to the Enrollee

for follow-up care;
5.26.3.12 immunization record;
5.26.3.13 allergy history;
5.26.3.14 periodic exam record;

5.26.3.15 weight and height information and, as appropriate, growth
charts;
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5.26.3.16 referral information;
5.26.3.17 health education and anticipatory guidance provided; and

5.26.3.18 Family Planning and counseling.

5.27 HEALTH INFORMATION SYSTEMS

5.27.1 Contractor shall maintain a health information system that collects, analyzes,
integrates, and reports data and can achieve the objectives of this Contract.
The system must provide information on areas including utilization, claims,
grievances and appeals, and disenrollments for reasons other than loss of
Medicaid eligibility.

5.27.2 Contractor shall, at a minimum, comply with the following:

5.27.2.1 Section 6504(a) of the Affordable Care Act, which requires that
claims processing and retrieval systems are able to collect data
elements necessary to enable the mechanized claims processing and
information retrieval systems operated by the Department to meet the
requirements of Section 1903(r)(1)(F) of the Social Security Act;

5.27.2.2 collect data on Enrollee and Provider characteristics as
specified by the Department, and on all Covered Services furnished to
Enrollees through an Encounter Data system or other methods as may
be specified by the Department;

5.27.2.3 ensure that data received from Providers are accurate and
complete as required in section 5.28.

5.27.3 Contractor shall:

5.27.3.1 collect and maintain sufficient Enrollee Encounter Data to
identify the Provider who delivers any item(s) or service(s) to
Enrollees;

5.27.3.2 submit Enrollee Encounter Data to the Department at the
frequency and level of detail specified by CMS and the Department,
based on program administration, oversight, and program integrity
needs as determined by CMS and the Department;

5.27.3.3 submit all Enrollee Encounter Data that the Department is
required to report to CMS under 42 CFR §438.818;

5.27.3.4 submit Encounter Data to the Department in standardized ASC
X12N 837 and NCPDP formats, and the ASC X12N 835 format as
appropriate, and as required by CMS under 42 CFR §438.818;

5.27.3.5 meet the ASC X12 5010 electronic transaction standards,
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including eligibility (270/271), claim status (276/277),
referrals/authorizations (278), claims (837), and remittances (835);

5.27.3.6 use standard ASC X12 claim codes; and

5.27.3.7 submit with Enrollee Encounter Data a certification signed by
either Contractor’s Chief Executive Officer, Chief Financial Officer, or
an individual who reports directly to and has delegated authority to
sign for the Chief Executive Officer or Chief Financial Officer that
attests based on best information, knowledge and belief, the data is
accurate, complete and truthful.

5.28 INFORMATION-REPORTING AND INFORMATION TECHNOLOGY REQUIREMENTS
5.28.1 Information-reporting requirements.

5.28.1.1 Regular information-reporting requirements. Contractor shall
submit to the Department, or its designee, regular reports and
additional information as set forth in this section 5.28 and Attachment
XIII. Contractor shall ensure that data received from Providers and
included in reports are accurate and complete by:

5.28.1.1.1 verifying the accuracy and timeliness of reported data,
including data from Network Providers that Contractor
is compensating on the basis of Capitation payments;

5.28.1.1.2 screening the data for completeness, logic, and
consistency;

5.28.1.1.3 collecting data from Providers in standardized formats
to the extent feasible and appropriate, including secure
information exchanges and technologies utilized for
State Medicaid quality improvement and Care
Coordination efforts; and

5.28.1.1.4 collecting service information in standardized formats to
the extent feasible and appropriate.

5.28.1.2 Data reporting. All data collected by Contractor shall be
available to the Department and, upon request, to Federal CMS. Such
reports and information shall be submitted in a format and medium
designated by the Department or having received Prior Approval. A
schedule of all reports and information submissions and the frequency
required for each under this Contract are provided in Attachment XIII.
For purposes of this section 5.28, the following terms shall have the
following meanings: “initially” means upon Effective Date of this
Contract; “annual” means the State Fiscal Year; and “quarter” means
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three (3) consecutive calendar months of the State Fiscal Year
beginning with the first (1st) day of July. Unless otherwise specified,
Contractor shall submit all reports to the Department or its designee
within thirty (30) days from the last day of the reporting period or as
defined in Attachment XIII. The Department shall advise Contractor in
writing of the appropriate format for such reports and information
submissions. The Department will provide adequate notice before
requiring production of any new regular reports or information, and
will consider concerns raised by Contractor about potential burdens
associated with producing the proposed additional reports. The
Department will provide the reason for any such request.

5.28.1.3 Ad hoc information requests. Contractor shall submit to the
Department an accurate and complete response to any ad hoc request
received from the Department by the due date given by the
Department. If Contractor cannot meet the due date, Contractor shall
request an extension no later than forty-eight (48) hours before such
due date. The Department may approve, deny, or allow for such
shorter extension within its sole discretion.

5.28.1.4 Impact of noncompliance. Failure of Contractor to materially
comply with reporting requirements may subject Contractor to any of
the applicable monetary sanctions in article VII of this Contract. Any
Contractor obligation(s) to provide reporting to the Department shall
be contingent on the Department’s ability to deliver to Contractor the
information or necessary business specifications reasonably required
by Contractor to complete its reporting requirements, as applicable.

5.28.2 Information technology requirements. Contractor will adhere to the data
security and connectivity specifications provided in Attachment XIV.

5.28.3 Insure Kids Now (IKN) website. In accordance with the Children’s Health
Insurance Program Reauthorization Act (CHIPRA) of 2009, Contractor shall
submit required dental provider data file(s) through the IKN data
management website on a quarterly basis.

5.29 PAYMENTS TO PROVIDERS

Contractor shall make payments to Providers (including the fiscal agent making
payments to Personal Assistants under the HCBS Waivers; see Attachment XX) for
Covered Services on a timely basis consistent with the claims payment procedure
described at 42 U.S.C. § 1396a(a)(37)(A) and 215 ILCS 5/368a. Complaints or
disputes concerning payments for the provision of services as described in this
section 5.29 shall be subject to Contractor’s Provider complaint resolution system
pursuant to section 5.29.7. Contractor must pay ninety percent (90%) of all clean
claims from Providers for Covered Services within thirty (30) days following receipt.
Contractor must pay ninety-nine percent (99%) of all clean claims from Providers for
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Covered Services within ninety (90) days following receipt. For purposes of this
section 5.29, a “clean claim” means a claim from a Provider for Covered Services that
can be processed without obtaining additional information from the Provider of the
service or from a Third Party, except that it shall not mean a claim submitted by or
on behalf of a Provider who is under investigation for Fraud or Abuse, or a claim that
is under review for determining whether it was Medically Necessary. For purposes of
an Enrollee’s admission to an NF, a “clean claim” means that the admission is
reflected on the patient credit file that Contractor receives from the Department.
Contractor will not be considered to be in Breach of this section 5.29, and the
Department will not impose a monetary sanction pursuant to section 7.16.18 for
Contractor’s failure to meet the requirements of this section 5.29 if such purported
breach or failure occurs at a time when the Department has not paid any of the
required Capitation to Contractor for two (2) consecutive months. Contractor shall
make all expedited payments in accordance with the timeframes listed in the
Expedited Provider Report, which will be provided monthly by the Department.

5.29.1 Contractor shall pay for all appropriate Emergency Services rendered by a
non-Network Provider within thirty (30) days after receipt of a clean claim. If
Contractor determines it does not have sufficient information to make
payment, Contractor shall request all necessary information from the non-
Network Provider within thirty (30) days after receiving the claim, and shall
pay the non-Network Provider within thirty (30) days after receiving such
information. Such payment shall be made at the same rate the Department
would pay for such services according to the level of services provided and
exclusive of disproportionate share payments. Determination of appropriate
levels of service for payment shall be based upon the symptoms and condition
of the Enrollee at the time the Enrollee is initially examined by the non-
Network Provider and not upon the final determination of the Enrollee’s
actual medical condition, unless the actual medical condition is more severe.
Within the time limitation stated above, Contractor may review the need for,
and the intensity of, the services provided by non-Network Providers.

5.29.2 Contractor shall pay for all Post-Stabilization Services as a Covered Service in
any of the following situations: (i) Contractor authorized such services; (ii)
such services were administered to maintain the Enrollee’s Stabilized
condition within one (1) hour after a request to Contractor for authorization
of further Post-Stabilization Services; or, (iii) Contractor did not respond to a
request to authorize such services within one (1) hour, Contractor could not
be contacted, or, if the treating Provider is a non-Network Provider,
Contractor and the treating Provider could not reach an agreement
concerning the Enrollee’s care and a Network Provider was unavailable for a
consultation, in which case Contractor must pay for such services rendered by
the treating non-Network Provider until a Network Provider was reached and
either concurred with the treating non-Network Provider’s plan of care or
assumed responsibility for the Enrollee’s care. Contractor shall pay for Post-
Stabilization Services rendered by a non-Network Provider at the same rate
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the Department would pay for such services according to the level of services
provided and exclusive of disproportionate share payments.

5.29.3 Contractor shall pay for Family-Planning services, subject to sections 5.5 and
5.6 hereof, rendered by a non-Network Provider, for which Contractor would
pay if rendered by a Network Provider, at the same rate the Department
would pay for such services exclusive of disproportionate share payments,
unless a different rate was agreed upon by Contractor and the non-Network
Provider.

5.29.4 Contractor shall accept claims from non-Network Providers for at least six (6)
months after the date the services are provided. Contractor shall not be
required to pay for claims initially submitted by such non-Network Providers
more than six (6) months after the date of service.

5.29.5 Contractor shall pay all Providers of HCBS Waiver services at a rate no less
than the rate in effect for the Department for such Covered Services.

5.29.5.1 Contractor shall pay Provider agencies that provide in-home
services under the Persons Who are Elderly HCBS Waiver and that also
offer health insurance to their in-home service workers, at a rate that
includes the enhanced rate set forth at 89 Ill. Admin. Code 240.1970. If
any other HCBS Waiver becomes subject to a duly promulgated State
rule that includes a similar enhanced rate, Contractor shall pay the
affected Provider agencies at a rate that includes such enhanced rate.

5.29.5.2 Contractor shall not discriminate against Providers of HCBS
Waiver services that offer health insurance to their in-home services
workers.

5.29.6 When Contractor contracts with Providers at the Department FFS rate,
Contractor shall:

5.29.6.1 pay all add-on enhanced payments (e.g., renal dialysis add-on,
psychiatry add-on)from when the inclusion of add-ons into the rates comes
into effect; and

5.29.6.2 pay all Minimum Data Set (MDS) rates retroactive to the effective
date.

5.29.6.2.1 A Minimum Data Set rate is comprised of the nursing
component, capital component and support component of
each Nursing Facility, and when applicable, an add-on
component when a Nursing Facility qualifies for enhanced
rates.

5.29.7 Contractor shall establish an internal complaint and resolution system for
Network and non-Network Providers, including:
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5.29.7.1 a claim dispute process that allows Providers to contest a
payment decision after a claim has been adjudicated;

5.29.7.2 a service authorization dispute process that allows Providers to
contest an authorization denial or a reduction, suspension, or
termination of a previously authorized service;

5.29.7.3 a system that creates a standardized tracking number per complaint
in a format designated by the Department that maintains the date the
complaint was filed and the date of resolution if applicable. The
Department in consultation with Contractor may change parameters
around the tracking number. The Department shall provide Contractor
with ninety (90) days’ written notice of any such change; and

5.29.7.4 aresolution process that provides a substantive response intended to
resolve the dispute within thirty (30) days after receipt of the dispute
request.

5.29.8 Contractor shall adhere to the Department’s Provider complaint portal
process policies and procedures. The Department shall provide, prior to
implementation, no less than thirty (30) days’ written notice to Contractor of
changes to the Provider complaint portal process policies and procedures.

5.29.9 Contractor shall comply with requirements concerning the reporting and
payment of Provider-preventable conditions as set forth in 42 CFR
§434.6(a)(12), §438.3(g) and §447.26. Contractor shall require, as a
condition of payment, that Providers identify and report Provider-
preventable conditions associated with claims for payment or with courses of
treatment for which payment would otherwise be made. Contractor shall
report identified Provider-preventable conditions to the Department as
required in Attachment XIII. Contractor shall reduce payment to Provider for
health care-acquired conditions and shall not pay Provider for other Provider-
preventable conditions as identified in the State Plan. Contractor shall not
reduce payment to Provider for a Provider-preventable condition when that
condition existed prior to the initiation of treatment for an Enrollee by that
Provider.

5.29.10 Contractor shall establish and follow a uniform process for post-
authorization of, and payment for, non-Emergency transportation that is
consistent with the procedures and requirement established by the
Department and set forth in the Medicaid Managed Care Provider Manual.

5.29.11 The Department will notify Contractor of any applicable patient credit
amounts for Enrollees who are in a NF or SLF by the monthly patient credit
file.

5.29.11.1 Contractor shall delegate collection of patient credit to the NF
and SLF, and shall pay such facility the difference between the patient
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credit amount and the rate agreed to by such facility.

5.29.11.2 Within one (1) year after the Effective Date, Contractor shall
electronically process patient credit information received by
Contractor from the Department.

5.29.11.3 Contractor shall complete retroactive adjustments for up to
twenty-four (24) months to Nursing Facilities, Supportive Living
Facilities, and Specialized Mental Health Rehabilitation Facilities to
account for patient credit liability amount changes.

5.29.11.3.1 Contractor shall pay claims and retroactive adjustments beyond
twenty-four (24) months to Nursing Facilities, Supportive Living Facilities,
and Specialized Mental Health Rehabilitation Facilities in cases due to
delays in the State’s eligibility processing of long-term care admissions and
income changes that prevented Contractor from processing a payment or
adjustment.

5.29.12 Contractor shall offer Network Providers the ability to enroll in
electronic funds transfer (EFT).

5.29.13 Contractor shall pay county nursing homes, as referenced at 1.1.119.1,
arate no less than the Department’s Medicaid cost-based rate.

5.29.14 Effective July 1, 2019, Contractor shall pay critical access pharmacies a rate
no less than the Department’s Medicaid rate for the professional dispensing
fee associated with filling a prescription for an Enrollee.

5.29.15 In accordance with 89 IL Admin Code 140.74, Contractor shall make
payment to a Provider for a Medically Necessary Covered Service when
payment is initially denied due to an Enrollee’s inaccurate or updated
Medicaid enrollment information documented by the Provider on the date of
service.

5.30 ENROLLEE GRIEVANCE AND APPEAL SYSTEM

Contractor shall have a formally structured Grievance and Appeal system that is
compliant with Sections 45 of the Managed Care Reform and Patient Rights Act, 215
ILCS 134, and 42 CFR §431 Subpart E and §438 Subpart F to handle all Grievances
and Appeals subject to the provisions of such Sections of the Act and regulations.

5.30.1 Grievances. Contractor shall establish and maintain a procedure for
reviewing Grievances by an Enrollee or an Enrollee’s Authorized
Representative. A Grievance may be submitted orally or in writing, using any
medium, at any time, and all Grievances shall be registered with Contractor.
Contractor’s procedures must:
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5.30.1.1 be submitted to the Department in writing and approved in
writing by the Department;

5.30.1.2 provide for prompt resolution; and

5.30.1.3 assure the participation of individuals with authority, no
previous involvement of review, and appropriate clinical expertise to
require corrective action.

At a minimum, the following elements must be included in the Grievance
process:

5.30.1.4 Contractor will acknowledge the receipt of a Grievance within
forty-eight (48) hours.

5.30.1.5 Contractor shall attempt to resolve all Grievances as soon as
possible but no later than ninety (90) days from receipt of a Grievance.
Contractor may inform an Enrollee of the resolution orally or in
writing.

5.30.1.6 An Enrollee may appoint any individual, including a guardian,
caregiver relative, or Provider, to represent the Enrollee throughout
the Grievance process as an authorized representative. Contractor
shall provide a form and instructions on how an Enrollee may appoint
an authorized representative.

5.30.1.7 Contractor shall submit to the Department, in the format
required by the Department, a quarterly report summarizing all
Grievances and the responses to and disposition of those matters.

5.30.2 Appeals. Contractor shall establish and maintain a procedure for reviewing
Appeals by Enrollees or an Enrollee’s Authorized Representative pursuant to
42 CFR §438 Subpart F. An Appeal may be submitted orally or in writing, and
all Appeals shall be registered initially with Contractor and may later be
appealed to the State, as provided herein. Contractor’s procedures must:

5.30.2.1 be submitted to the Department in writing and approved in
writing by the Department;

5.30.2.2 provide for resolution within the times specified herein;

5.30.2.3 provide for only one level of Appeal by Enrollee; and

5.30.2.4 assure the p