
1 
1/ 

CONTRACT AMENDlVIENT #1 

SIGNATURE AND COVER PAGE 
State Agency Original Contract Num~r 
Deportment of Health Care Policy and rinancini, l8-IOJ4S2 
Contractor Amend01cnt Contract Number 
Kaiser Permanente 18·l01452AI 
Current Contract Muimnru Amount Contract PerComumce Beginning Date 
Initial Tem1 The Effective Date 

State Fiscal Year2018 No Maximum 
fatension Terms Current Contract Esplration Date 

State Fiscal Year 2019 No Maximum June 30, 2019 
State Fiscal Y car 2020 No Maximum 
Srate Fiscal Yeor 2021 No Maximum 
Stole Fiscal Year 2022 No Maximum 

Total for All Slate fiscal Years No Maximum 

THE PARTIES HERETO HA VE EXECUTED THIS AMENDMENT 
Each person signing this Amendment represerus and warrants that he or she is duly authorized to execute this 

Amendmem and to bind the Party authorizing his or her signature, 

CONTRACTOR 
Kaiser l'emianentc 

g7,i;J cf~ fu«P'-k~n,,~ 
By: Name&. Title of Person Signing for Conrractor 

Date: ,#,,_,..,Jr IS' 2ct;<{" 
' 

STATE OF COLORADO 
John W. Hickenloopcr, Governor 

Department of Heal di Core Policy ond Financing 
Kim Bimcstefe cutive Director 

Date: 

In accordonce with §24-30-202 C.R.S., tliis Amendment i• not valid until signed and dated below by the State Controller or an 
authorized delellllte. 

STAT ONTROLLl!.R 
ro,, Cl' 13A, JD 

inancing 

Page I of9 



I. PARTIES 
This Amendment (the "Amendment") to the Original Contract shown on the Signature and 
Cover Page for this Amendment (the "Contract") is entered into by and between the 
Contractor and the State. 

2. TERMINOLOGY 
Except as specilically modified by this Amendment, all tenns used in this Amendment that 
are defined in the Contract shall be construed and interpreted in accordance with the 
Contract. 

3. AMENDMENT EFFECTIVE DATE AND TERM 

A. Amendment Effective Date 

This Amendment shall not be valid or enforceable until the Amendment Effective Dute 
shown on the Signature and Cover Page for this Amendment. The State shall not be 
bound by any provision of this Amendment before that Amendment Effective Onie, 
and shall have no obligation to pay Contrnctor for any Work performed or expense 
incurred under this Amendment either before or atler of the Amendment term shown 
in §3.B of this Amendment. 

B. Amendment Tenn 

The Parties' respective performances under this Amendment and the changes to the 
Contract contained herein shall commence on the Amendment Effective Date shown 
on the Signature nnd Cover Page for this Amendment nnd shall terminate on the 
termination of the Contract or June 30, 2019, whichever is earlier. 

4. PURPOSE 
The purpose ofth.e Original Contract is to set forth the terms under which the Contractor will 
serve as one of Colorado':; Children's Basic Health Plan program (CHP+) Managed Care 
Organizntions (MCOs) thut will provide health care services to CHP+ eligible members. The 
purpose of the Amendment is to revise the Statement of Work and rates table. 

5. MODIFICATIONS 
The Contruct and all prior amendments thereto, if any, arc modified as follows: 

A. Section V, Definitions, is hereby deleted in its entirety and replaced with the following: 

The following terms shall be construed and interpreted as follows: 

A . .. Business Day'' means any duy in which the State is open and conducting business, 
but ~hall not include Saturday, Sunday or nny day on which the State observes one 
of the holidays listed in §24-11- 101{1) C.R.S. 

B. "Contract" means this agreement, including all attached Exhibits, nil documents 
incorporated by reference, all referenced statutes, rules and cited authorities, and 
any future modifications thereto. 
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C. "Contract Funds" means the funds that have been appropriated, designated, 
encumbered, or otherwise made available for payment by the State under this 
Contract. 

D. "Contractor Pre-Existing Material" means material, code, methodology, concepts, 
process, systems, technique, trade or service marks, copyrights, or other intellectunl 
property developed, licensed or otherwise acquired by Contractor prior to the 
Effective Date of this Contract and independent of any services rendered under any 
other contract with the St.lite. 

E. "CORA" means the Colorado Open Records Act, §§24-72-200.1 et. seq., C.R,S. 

F. "End of Tenn Extension" means the time period defined in §2.D. 

G. "Effective Date" means the date on which this Contract is approved and signed by 
the Colorado State Controller or designee, as shown on the Signature and Cover 
Page for this Contract. 

H. "Exhibits" means the following exhibits attached to this Contract: 

i. EXHIBIT A: HIP AA Business Associates Addendum 

ii. EXHIBIT B: Stntement of Work 

iii. EXHIBIT C: Rates 

iv. EXHIBIT D: Sample Option Letter 

v. EXHIBIT E: Covered Services and Copaymenls 

vi. EXHIBIT F: Data Specifications 

vii. EXHIBIT G: Colorado Medical Home Standards 

viii. EXHIBIT H: Non-Reimbursement for Serious Reportable Events 

ix. EXHIBIT I: Medical Home Provider Incentive Payment Program 

x. EXHIBIT J: Fluoride Varnish Program Details 

xi. EXHIBIT K: Member Handbook Requirements 

xii. EXHIBIT L: Contractor Disclosure Template 

xiii. EXHIBIT M: Administrative and Medical Services 

xiv. EXHIBIT N: Encounter Submission and System Processing 

I. "Extension Term" means the time period defined in §2.C. 
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J. ''Goods" means any movnble rnaterinl acquired, produced, or delivered by 
Contractor as set forth in this Contract and shall include any movable material 
acquired, produced, or delivered by Contractor in connection with the Services. 

K. "Incident" means any accidental or deliberate event that results in or constitutes an 
imminent threat of the unauthorized access or disclosure of State Confidential 
Information or of the unauthorized modification, disruption, or destruction of any 
Stale Records. 

L. "Initial Tenn" means the time period defined in §2.8. 

M. "Party" means the State or Contractor, and "Parties" means both the State and 
Contractor. 

N. "PC!" means payment card infonnation including any data related to credit card 
holders' names, credit card numbers, or the other credit card infonnation as may be 
protected by state or federal law. 

0. ''PII" means personally identifiable information including, without limitation, any 
infonnation maintained by the State about an individual that can be used to 
distinguish or trace an individual ' s identity, such as name, social security number, 
date and place of birth, mother's maiden name, or biometric records; and any other 
information that is linked or linkable to an individual, such as medical, educational, 
financial, and employment inforrnation. PII includes, but is not limited to, all 
information defined as personally identifiable information in §24-72-501 C.R.S. 

P. "PHI" means any protected health information, including, without limitation any 
information whether oral or recorded in any fomi or medium: (i) that relates to the 
past, present or future physical or mental condition of an individual; the provision 
of health care to an individual; or the past, present or future payment for the 
provision of health care to an individual; and {ii) that identifies the individual or 
with respect lo which there is a reasonable basis to believe the information can be 
used to identify the individual. PHI includes, but is not limited to, any information 
defined as Individually Identifiable Health Information by the federal Heallh 
Insurance Portabi lity and Accountability Act. 

Q. "Services" means the services lo be performed by Contractor as set forth in this 
Contract, and shall include any services lo be rendered by Contractor in connection 
with the Goods. 

R. "State Confidential lnfonnalion" means any and all State Records not subject to 
disclosure under CORA. State Confidential Information shall include, but is not 
limited to, Pll, PHI, PC!, Tax lnfonnation, and State personnel records not subject 
lo disclosure under CORA. 

S. "State Fiscal Rules" means that fiscal rules promulgated by the Colorado State 
Controller pursuant to §24-30-202{ I 3)(a). 
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T. "Stllte Fiscal Year" means a 12 month period beginning on July I of each calendar 
year and ending on June 30 of the following calendar year. If a single calendar year 
follows the term, then it means the State Fiscnl Year ending in that calendar year. 

U. "State Purchasing Director" means the position described in the Colorado 
Procurement Code and its implementing regulations. 

V. "State Records" means any nnd all State data, information, and records, regardless 
of physical fonn, including, but not limited to, infonnation subject to disclosure 
under CORA. 

W. "Subcontractor" means third-parties, if any, engaged by Contractor to aid in 
performance of the Work. 

X. ''Tax Information" means federal and State of Colorado tax information including, 
without limitation, federal and State tax returns, return infonnation, and such other 
lox-related information as may be protected by federal and State law and regulation. 
Tax Information includes, but is not limited to all information defined os federal 
tax information in Internal Revenue Service Publication I 075. 

Y. "Work" means the delivery of the Goods and performance of the Services described 
in this Contract. 

Z. "Work Product" means the tangible and intangible results of the Work, whether 
finished or unfinished, including drafts. Work Product includes, but is not limited 
to, documents, text, software (including source code), research, reports, proposals, 
speci fl cations, plans, notes, studies, data, images, photographs, negatives, pictures, 
drawings, designs, models, surveys, maps, materials, ideos, concepts, know-how, 
and any other results of the Work. "Work Product" does not include any Contractor 
Pre-Existing Material that is used, without modification, in the performance of the 
Work. 

Any other tenn used in this Contract that is defined in an Exhibit shall be construed 
nnd interpreted as defined in that Exhibit. 

B. Section 8, Reporting • Notification, Subsection A, Litigation Reporting, is hereby 
deleted in its entirety and replaced as follows: 

A. Litigation Reporting 

If Contractor is served with a pleading or other document in connection with an 
action before a court or other administrative decision making body, and such 
pleading or document relates to this Contract or may affect Contractor's ability to 
perform its obligations under this Contract, Contractor shall, within IO days after 
being served, notify the State of such action and deliver such pleading or document 
to the State's principal representative identified in §16. 

C. Section 9, Contractor Records, Subsection A, Maintenance, is hereby deleted in its 
entirely and replaced as follows: 
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A. Maintenance 

Contractor shall maintain a file of all documents, records, communicutions, notes 
and other materials relating to the Work (the "Contractor Records"). Contractor 
Records shall include all documents, records, communications, notes and other 
materials maintained by Contractor that relate to any Work performed by 
Subcontractors, and Contractor shnll maintain all records related to the Work 
performed by Subcontractors required to ensure proper performance of that 
Work. Contractor shall maintain Contractor Records until the lust to occur of: (i) 
a period often (10) years atler the date this Contract expires or is terminated, (i i) 
n period of ten { I 0) years after final payment under this Contract is made, {iii) a 
period often (10) yenrs nfter the resolution of any pending Contract matters, or 
(iv) if an audit is occurring, or Contractor has received notice that an audit is 
pending, a period often (10) years nfter such audit is completed and its findings 
have been resolved (the "Record Retention Period''}. 

D. Section 9, Contractor Records, Subsection B, Inspection, is hereby deleted in its 
entirety and replaced with the following: 

B. Inspection 

Contractor shall pennit the Stnte, CMS, the Office of Inspector General, the 
Comptroller General or their designees to audit, in$pect, examine, excerpt, copy 
and transcribe Contractor Records at any time during the Record Retention 
Period. Contractor shall make Contractor Records available during normal 
business hours at Contractor's office or place of business, or at other mutually 
agreed upon times or locations. The State, CMS, the Office of Inspector General, 
the Comptroller General or their designees, in their discretion, may inspect the 
premises, physical facilities and equipment where Medicaid-related activities or 
work is conducted at any time. 

E. The first sentence in Section IO.A., Confidential ity, is hereby deleted and rcplnced 
with the following: 

Contractor shall hold and maintain, and cause all Subcontractors to hold and maintain, 
any and ull State Records that the State provides or makes available to Contractor for 
the sole and exclusive benefit of the State, unless tltosc State Records are otherwise 
publicly available at the time of disclosure. 

F. s~-ction 10.C., Use, Security, and Retention, is hereby deleted in its entirely and 
replaced with the following: 

C. Use, Security, and Retention 
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Contractor shall use, hold and maintain State Confidential Information in compliance 
with any and all applicable laws and regulations in facilities located within the United 
States, (unless written permission has been provided by the State in advance), and shall 
maintain a secure environment that ensures confidentiality of all State Confidential 
Information wherever located. Contractor shall provide the State with access, subject 
to Contractor's reasonable security requirements, for pull'oses of inspecting and 
monitoring access and use of State Confidential lnfonnation and evaluating security 
control effectiveness. Upon the expiration or termination of this Contract, Contractor 
shall return State Records provided to Contractor or destroy such State Records and 
certify to the State that it has done so, as directed by the State. If Contractor is prevented 
by law or regulation from returning or destroying State Confidential Information, 
Contractor warrants it will guarantee the confidentiality of, and cease to use, such State 
Confidential Information. 

G. Section 17.A., Work Product, is hereby deleted in its entirety and replaced with the 
following: 

A. Contractor assigns to the State and its successors and assigns, the entire right, title, 
and interest in and to all causes of action, either in law or in equity, for past, present, 
or future infringement of intellectual property rights related to the Work Product 
and all works bnsed on, derived from, or incorporating the Work Product. Provided 
that Contractor is not otherwise prohibited by law from granting, and only to the 
extent the Work Product contains Contractor Pre-Existing Material, Contractor 
hereby grants the State an irrevocable, perpetual, nonexclusive, royalty-free, world­
wide license to use, execute, reproduce, display, perform, and distribute copies of 
Contractor Pre-Existing Material, but only ns they are incorporated into and fonn a 
part of the Work Product developed for the State pursuant to the Contract. Whether 
or not Contractor is under contract with the State at the time, Contractor shall 
execute 11pplic11tions, assignments, and other documents, and shall render all other 
reasonnble assistance requested by the State, to enable the State to secure patents, 
copyrights, licenses and other intellectual property rights related to the Work 
Product. To the extent that any Work Product is a work made for hire under 17 
U.S.C. §IOI, the Parties intend the Work Product to be works made for hire. 

H. Section 20.B., Subcontracts, is hereby deleted in its entirety and replaced with the 
following: 

B. Contractor shall not enter into any subcontract in connection with its obligations 
under this Contract without the prior, written approval of the Stnte. For these 
purposes, a written agreement between Contractor and its subsidiary(ics) to 
perform Work shall not be considered II subcontract. Contractor shall submit to the 
State a copy of each such subcontract upon request by the State. All subcontracts 
entered into by Contractor in connection with this Contract shall comply with all 
applicable federal and state laws and regulations, shall provide that they are 
governed by the laws of the State of Colorado, and shall be subject to all provisions 
of this Contract. 
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). The table following Se;;tion 21, A., Compliance with Applicable Law, is hereby 
deleted in its entirety and replaced with the following: 

Age Discrimination Act of 1975, as amended 42 U.S.C. 6101,ei se,,. 

Age Discrimination in Employment Act of 1967 29 u.s.c. 621-634 

Americans with Disabilities Act of 1990 (ADA) 42 U.S.C. 12101, et seq. 

Clean Air Act 42 U.S.C. 7401, ct seq. 

Equal Employment Opportunity E.O. 11246, as amended 
by E.O. 11375, amending 
E.O. I 1246 and as 
supplemented by 41 
C.F.R. Part 60 

Equal Pay Act of 1963 29 U.S.C. 206(d) 

Federal Water Pollution Control Act, as 33 U.S.C. 1251, et .,eq. 
amended 

Immigration Reform and Control Act of 1986 8 U.S.C. 1324b 

Section 504 and 508 of the Rehabilitation Act of 29 u.s.c. 794 
1973, as amended 

Title VI of the Civil Rights Act of 1964, as 42 U.S.C. 2000d, et seq. 
amended 

Title VII of the Civil Rights Act of 1964 42 U.S.C. 2000e 

Title IX of the Education Amendments of 1972, 20 U.S.C. 1681 
11s amended 

Section 1557 of the Patient Protection and 42 u.s.c. 18116 
Affordable Care Act {ACA) 

J. Exhibit B, Statement of Work, is hereby deleted in its entirety and replaced with 
Exhibit B-1, Statement of Work, attached hereto and incorporated by reference into 
the Contract. All references within the Contract to Exhibit B, shall be deemed to 
reference to Exhibit B-I. 

K. Exhibit C, Rates, is hereby deleted in its entirety and replaced with Exhibit C-1, Rates, 
attached hereto and incorporated by reference into the Contract, All references within 
the Contract to Exhibit C, shall be deemed to reference to Exhibit C-1. 

L. Exhibit E, Covered Services ond Copayments, is hereby deleted in ils entirety and 
replaced with Exhibit E-1, Covered Services and Copayments, attached hereto and 
incorporated by reference into the Contract. All references within the Contract to 
Exhibit E, shall be deemed to reference to Exhibit E-1. 
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M. Exhibit F, Data Specifications, is hereby deleted in its entirety and replaced with 
Exhibit F-1, Data Specifications, attached hereto and incorporated by reference into the 
Contract. All references within the Contract to Exhibit F, shall be deemed to reference 
to Exhibit F-1. 

N. Exhibit K, Member Handbook Requirements, is hereby deleted in its entirety and 
replaced with Exhibit K-1, Member Handbook Requirements, attached hereto and 
incorporated by reference into the Contract All references within the Contract to 
Exhibit K, shall be deemed to reference to Exhibit K-1. 

0. Exhibit M, Administrative and Medical Services, is hereby deleted in its entirety and 
replaced with Exhibit M-1, Administrative and Medical Services, attached hereto and 
incorporated by reference into the Contract. All references within the Contract to 
Exhibit M, shall be deemed to reference to Exhibit M-1. 

P. Exhibit N, Encounter Submission and System Processing, is hereby deleted in its 
entirety and replaced with Exhibit N-1, Encounter Submission and System Processing, 
attached hereto ond incorporated by reference into the Contract. All references within 
the Contract to Ex.hi bit N, shall be deemed to reference to Exhibit N-1. 

6. LIMITS OF EFFECT AND ORDER OF PRECEDENCE 

This Amendment is incorporated by reference into the Contract, and the Contract and all 
prior amendments or other modifications to the Contract, if any, remain in full force and 
effect except as specifically modified in this Amendment. Except for the Special Provisions 
contained in the Contract, in the event of any conflict, inconsistency, variance, or 
contradiction bel:\veen the provisions of this Amendment and any of the provisions of the 
Contract or any prior modification to the Contract, the provisions of this Amendment shall 
in all respects supersede, govern, and control. The provisions of this Amendment shall only 
supersede, govern, and control over the Special Provisions contained in the Contract to the 
extent that this Amendment specifically modifies those Special Provisions. 
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EXHIBIT B-1> STATEMENT OF WORK 

I. TERMINOLOGY 

I. I. lo addition to the terms defined in §5 of this Contract, acronyms and abbreviations are 
defined at their first occurrence in this Exhibit B, Statement of Work. The following list of 
terms shall be construed and interpreted as follows: 

I. I.I. Advance Directive -A written instrument recognized under C.R.S. §15-14-505(2), and 
defined in 42 C.F.R. §489.100, relating to the provision of medical care when the 
individual is incapacitated. 

1.1.2. Adverse Benefit Determination - The denial or limited authorization of a requested 
service, including determinations based on the type or level of service, requirements for 
medical necessity, appropriateness, setting, or effoctiveness of a covered benefit. 

The reduction, suspension, or tennination of a previously authorized service. 

The denial, in whole or in part, of payment for a service. 

The failure to provide services in u timely manner, as defined by the state. 

The failure to act within the timeframcs provided in 42 C.f.R. §438.408(b)(J} and (2) 
regarding the standard resolution of grievances and appeals. 

For a resident of a rural area with only one MCO, the denial of a member•s request to 
exercise his or her right. under 42 C.f.R. §438.52(b)(2)(ii), to obtain services outside of 
the network. 

The denial of a member's request to dispute a financial liability, including cost sharing, 
copaymcnts, premiums, deductibles, coinsurance and other member financial liabilities. 

1.1 .3. Appeal • A request for review of an adverse benefit determination, by a CHP+ Member, 
or Provider acting on the Member's behalf. 

1.1 .4. Applicant - Any person applying for the Prob'Tilm but not yet deemed eligible. 

1.1.5. Baseline - The Colorado benchmark, which is the weighted national average of 
Healthcure Effectiveness Data and Information Set (HEDIS) data. 

1. 1.6. Business Interruption - Any event that disrupts Contractor's abil ity to complete the Work 
for a period of time, and may include, but is not limited to a Disaster. power outage. 
strike, loss of necessary personnel or computer virus. 

1.1.7. CAMPS (Consumer Assessment of Heulthcare Providers and Systems) Health Plan 
Survey - A survey conducted annually by the Department's External Quality Review 
Organization. 

1.1.8. Capitation Payment- The payment the Department makes periodically to the Contractor 
on behalf of each enrolled recipient enrolled under a contract for the provision of medical 
services under the State plan. The Department makes the payment regardless of whether 
the particular recipient receives services during the period covered by the payment. 

1.1.9. Care Coordination - The process maintained by the Contractor of identifying, screening 
and assessing Members' needs, identification and Referral to appropriate services, and 

fahibit B•l ,CCJ!ttr..K:t Nunt~'f: 18.JOl452/\S 

l'a~c I of 124 



1.1.9. Care Coordination - The process mainlained by the Contractor of identifying, screening 
and assessing Members' needs, identification and Referral lo appropriate services, and 
coordinating and monitoring of an individualized treatment plan. This treatment plan 
shall also include a strategy to ensure that all Members and/or authorized family 
Members or guardians are involved in treatment planning and consent to the medical 
treatment. 

I. I. I 0. 

l.1.10.1. 

1.1.10.2. 

I. I. I 0,3. 

1.1.10.4. 

I. I. I 0.S. 

I. 1. I 0.6. 

1.1.10.7. 

I. I. I 0.8. 

I. I. I 0.9. 

I.I.II. 

1.1.12. 

1.1.13. 

1.1.14. 

Cause- For the purpose ofDiscnrollment from the Contractor's Plan, Cause shall mean: 

Administrative error on the part of the Department or the Contractor, including but 
not limited to, Enrollment of a Client that does not reside in the Contractor's Service 
Area, or a system error; 

A change in Member's residence to an area not in the Contractor's Service Area; 

Inability of the Contractor to provide an appropriate level or quality of care to a 
Member; 

As documented by the Department, the inability of the Contractor to provide Covered 
Services to the Member, after reasonable efforls have been made by the Contractor 
and the Member to resolve issues to their mutual satisfoction; 

Fraud or other intentional misconduct, including but not limited to non-payment of 
applicable fees by the Member or Subscriber, knowing misuse of Covered Services 
by Member or Subscriber, knowing misrepresentation of Membership status by 
Member or Subscriber; 

An egregious, ongoing pattern of behavior by the Member or Subscriber that is 
abusive to a Provider(s), staff or other patients; or, disruptive to the extent that the 
Contractor's ability to furnish Covered Services to the Member or other patients is 
impaired; 

A Member's receipt of other health care coverage; 

The admission of a Member into any Federal, State, or county institution for the 
treatment of mental illness, narcoticism, or alcoholism, or into any correctional 
facility; or, 

Any other reason satisfactory to the Department. 

Child Health Plan Pl11s or CHP+ - The Marketing name for the Colorado Children's 
Basic HeQlth Plan program. 

Client - An individual who has been determined eligible for, and has enrolled in CHP+. 

Closeout Period -The period beginning on the earlier of90 days prior to the end of the 
last Extension Term or notice by the Department of its decision to not exercise its option 
for an Extension Term, and ending on the day that the Department has accepted the final 
deliverable for the Closeout Period, as detennined in the Department-approved and 
updated Closeout Plan, and has determined that the closeout is complete. 

CMS - The federnl Centers for Medicare and Medicaid Services. 

Exhibit 8-1. Cnnlrac:t Num!)j,,'f: 18°101448/\I 
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1.1.1 S. Cold Call Marketing. Any unsolicited personal contacl by the Contractor wilh Polential 
Members for the purpose of marketing. 

1.1.16. Communication Disability - An expressive or receptive impairment that creates a barrier 
lo communication between a Member and a person not familiar with that Member. 

1.1.17. Contract Y car - Each year starting July I, and ending June 30 during the performance 
period of this Contract as amended. 

1. 1.18. Contractor's Plan - The list of Providers available lo eligible Members, and those 
Covered Services and responsibilities undertaken or provided by the Contractor lo 
eligible Members in accordance with the tenns and conditions of this At:,'feement, 

1.1. 19. Covered Drug - Those medications that Contractor pays at least part of the cost for at 
some time during the year. Contr.1ctor maintains a fonnulary which is a list of the drugs, 
at minimum, that the State funded plan provides (SMCN). 

1.1.20. Covered Services • Those services described in Exhibit E, Covered Services and 
Copayrncnts, all of which the Contractor is required to provide or arrange to be provided 
to a Member. Covered Services shall also mean those services for which payments are 
made hy th~ Contractor as a result of Appeal and External Review Processes. 

1.1.21 . CPI-U - The Consumer Price Index for All Urbclll Consumers published by the US 
Department of Labor, Bureau of Labor Statistics. 

1.1 .22. Cultural Competence - The provision of all Covered Services by Participating Providers 
in a manner respectful of the attitudes and health practices of Members from diverse 
nicial, ethnic, religious, age, gender, sexual orientation, and Disability groups, including 
but not limited to, language capability, Participating Provider awareness of cultural 
difference (e.g., medical beliefs; family involvement in medical decisions) and 
knowledge of special heallh issues common to racial and ethnic groups (e.g., illnesses 
common to immigrants; differences in pharmacological <losages for different age, gender 
and racial groups). 

I. 1.23. Deliverable • any tangible or intangible object produced by Contractor ns a result of the 
work that is intended to be delivered to the Department, regardless of whether the object 
is specifically described or called out as a "Deliverable" or not. "Desk Audit" means the 
review of materials submitted upon request to the Department or its agents for quality 
assurance activities. 

I. I .24. Disability or Disabilities • With respect to a Member: o physical or mental impairment 
that substantially limits one or more of the major life activities of such Member, in 
accordance with the Americans with Disabilities Act of 1990, 42 U.S.C. Section 12 IOI, 
et seq. 

1.1.25. Discnrollmcnt or Discnroll • The act of discontinuing a Member's Enrollment in the 
Contractor's Plan. 

1.1.26. Disaster - An event that makes it impossible for Contractor to perform the Work out of 
its regular facility or facilities, and may include, but is not limited to, naturnl disasters, 
fire or terrorist attacks. 

£>.flihit B·L Ctlfl'Uai:l Numb~; IIJ. 1()144RA I 
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1.1.27. 

1.1.28. 

1.1.29. 

1.1.30. 

1.1.3 I. 

1.1.32. 

1.1.33. 

1.1.34. 

1.1.35. 

Early intervention services and supports or Early Intervention, {El) - Services described 
in C.R.S. 27-10.5 part 7, including education, training, and assistance in child 
development, parent education, therapies, and other activities for in fonts and toddlers 
zero through two {0-2} years of age and their families, thnt are designed to meet the 
developmental needs of infants and toddlers, which include, but are not limited to, 
cognition, speech, communication, physical, motor, vision, hearing, social-emotional 
and self-help skills. 

Early Intervention Trust Fund • The trust fund that hos been established in accordance 
with Section 27-1 0.S-706(2), C.R.S., which is incorporated by reference as defined in 2 
CCR 503-1 section l6.9l2C for the purpose of accepting deposits from private health 
insurance carriers for Early Intervention Services to be provided on behalf of infants and 
toddlers under a participating insurance plan. 

Effective Date of Enrollment - Except for newborns as specified in the Member 
Handbook, and as otherwise agreed by the Contractor pursuant to 6.3.1.6, the Effective 
Oate of Enrollment shall be 12:00 a.m. on the first day of the month following 
notification of Member Enrollment by the Department to the Contractor during the 
previous month, as specified hereunder. 

Eligibility Period- The twelve ( 12} month Eligibility Period for all Clients covered under 
the Children's Basic Health Plan which starts on lhe received date of an approved 
application. 

Emergency Medical Condition - A medical condition as defined in 42 C.F.R. 
§438. l J4{a) as: A medical condition manifesting itself by acute symptoms of sufficient 
severity {including severe pnin) that a prudent layperson, who possesses an average 
knowledge of health nnd medicine, could reasonably expect the absence of immediate 
medical nttention to result in placing the health of the individual (or, with respect to a 
pregnnnt woman, the health of the woman or her unborn child} in serious jeopardy, 
serious impairments to bodily functions, or serious dysfunction of any bodily organ or 
part. 

Emergency Services - Those services, as defined in 42 C.F.R. §438. l 14(a) which are 
Covered inpatient and outpatient services and are furnished bya Provider that is qualified 
to furnish these services under this title and that are needed to evaluate or stabilize an 
emergency medical condition. 

Encounter - An instance of a Member going to a provider nnd receiving services. 

Encounter Claims Data- Cluims data resulting from an occurrence of examination or 
treatment of a patient by a medical practitioner or in a medical facility. Mental health 
care is also included if provided under the auspices of this Contract. 

Encounter Rate • The rate established by the Department to reimburse Federally 
Qualified Health Centers {FQHCs) and Rural Health Centers / Clinics (RHCs). This 
Encounter Rnte shall be reimbursed per Medical Encounter and Mental Health 
Encounter. Encounters with more than one health professional, and multiple Encounters 
with the same health professional that take place on the same day and 111 a single location 
constitute a single visit, except when the client, after the first Encounter, suffers illness 
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I. 1.36. 

1.1.37. 

I. 1.38. 

1.1.39. 

1.1.40. 

I. I .40.1. 

1.1.40.2. 

1.1.40.3. 

or injury requiring additional diagnosis or treatment. A Medical Encounter and a Mental 
He.alth Encounter on the same day and at the same location shall count as l\vo separate 
Encounters. 

Enhanced Ambulatory Patient Grouping (EAPG) System • A classification system 
designed specifically for the grouping of similar procedures perfonncd during outpatient 
visits that utilize similar amounts of resources. EAPG is not applicable to all business 
models. 

Enroll or Enrollment -The act of entering a Client us a Member of the Contractor's Plan. 

EQRO-The Department's External Quality Review Organization. 

Essential Community Provider(ECP) - Providers that historically serve medically needy 
or medically indigent patients and demonstrate a commitment to serve low income and 
medically indigent populations who comprise a significant portion of the patient 
population. To be designated an "ECP", the provider must demonstrate that it meets the 
requirements as defined in Section 25.5-5-404(2) C.R.S. 

Experimental" or "lnvcstigational" means any treatment, procedure, drug or device that 
has been reviewed and found by the Department to be experimental or investigational or 
the treatment, procedure, drug or device has been reviewed by the Contractor and found 
not to meet all of the eligible for coverage criteria below with respect to the particular 
illness or disease to he treated, or a treatment, procedure, drug or device. Eligible for 
coverage criteria include: 

The treatment, procedure, drug or device must have final approval from the Food and 
Drug Administration (FDA), if applicable; 

The scientific evidence as published in peer-reviewed literature must permit 
conclusions concerning the effect of the treatment, procedure, drug or device on 
health outcomes; 

The treatment, procedure, drug or device must improve or maintain the net health 
outcome; 

1.1.40.4. The treatment, procedure, drug or device must be as beneficial as any established 
alternative; and 

1.1.40.5. The improvements in health outcomes must be attainable outside the lnvestigational 
settings. 

1.1.40.6. Additionally, the treatment, procedure, drug or device must be Medically Necessary 
and not excluded by any other Contract exclusion. 

I. I .41. FDA - The Federal Food and Drug Administration. 

l. l .42. Federally Qualified Health Center (FQHC) A Provider defined in IO CCR 2505-10, 
§8.700.1., 42 C.F.R. part 405, subpart X, §2401, and at 42 C.F.R. Part 491, with the 
exception of §49 l .3. 

I .1 .43. Frontier County - A county in the Contractor's service area with a population density 
less than or equal to 6 persons per square mile. 
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1.1.44. Grievance - A fonnal expression of dissatisfaction about any matter other than an 
adverse benefit determinntion . 

1.1.45. Health Care Professional • A physician or any of the following: a podiatrist, optometrist, 
chiropractor, psychologist, dentist, physician assistant, physical or occupationnl 
therapist, therapist assist1111t, speech-language pathologist, audiologist, registered or 
practical nurse (including nurse practitioners, clinical nurse specialist, certified 
registered nurse anesthetist, and certified nurse midwife}, licensed clinical social worker, 
registered respiratory therapist, and certified respiratory therapy technician. 

1.1.46. Health Maintenance Organization (HMO)• An entity contracting with the Department 
that meets the definition of managed care organization 11s defined in C.R.S. § I 0-16-102, 

1.1.47. Healthcare Effectiveness Data and lnfonnation Set (HEDIS) - A Data and Information 
Set developed and maintained by the National Committee for Quality Assurance. 

1.1.48. HIP AA - The Health Insurance Portability and Accountability Act of 1996. 

1.1.49. Hospital - An institution which: 

1. 1.49.1. Is licensed by the state as a Hospital; 

I .1.49.2. Has a Utilization Review program that meets Medicare conditions of participation; 

1.1.49.3. Is primarily engaged in providing medical care and treatment for sick and injured 
persons on an inpatient basis through medical, diagnostic and major surgical facilities, 
under the supervision of a staff of Physicians and with twenty-four-hour-a-day 
nursing service; and, 

1.1.49.4. ls certified by Medicare or, in the case of a specialty cnre center not eligible for 
Medicore certification, meets criteria estnblished or recognized by the Department in 
accordance with any applicable state and federal statute or regulation. 

I. I .50. Hospital Services • Those Medically Necessary Covered Services for patients that are 
generally nnd customarily provided by acute care general Hospitals. Hospital Services 
shall nlso include services rendered in the emergency room and/or the outpatient 
department of any Hospital. Except for II Medical Emergency or Written Referral, 
Hospital Services are Covered Services only when perfonned by Participating Providers. 

1.1.51. Identification Cord • Membership card provided to the Member by Contractor upon 
Enrollment in the Contractor's Plan. The Identification Cnrd shall include, at a minimwn, 
the Member's name, the Contractor's nome, and the Member's Effective Date of 
Enrollment, and information which will enable the Member to contact the Contractor's 
Plan for assistance. 

1.1.52. Independent Living - The ability of II Member with a Disability to function at home, 
work and in the community-at-lorge to the greatest extent possible and in the least 
restrictive manner. 

1.1.53. Indian -An individual, defined at title25 of the U.S.C. sections 1603(c), 1603(f). 1679(b) 
or who has been determined eligible, as an Indian, pursuant to at 42 C.F.R. §136.12 or 
Title V of the Indian Health Care Improvement Act, to receive health care services from 
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1.1.54. 

1.1.55. 

1. 1.55.1. 

I. 1.55.2. 

1.1.55.3. 

1.1.55.4. 

1.1 .55.5. 

1.1.55.6. 

1.1.55.7. 

l. 1.55.8. 

1.1.55.9. 

Indian Health Care Providers (IHS, an Indian Tribe, Tribal Organization, or Urban Indian 
Organization- lff/U) or through Referral under Contract Heallh Services. 

Indian Heallh Care Provider• A health c.are program operated by Indian Heulth Services 
or by an Indian Tribe, Tribal Organization, or Urban Indian Organizntion (otherwise 
known as an I/TIU) as those tenns are defined in section 4 of lhe Indian Health Care 
Improvement Act (25 U.S.C. 1603). 

interchange - Colorado's Medic.aid Management Information System (MMlS) 
Platform. interChange will provide core MMIS and support services, including: 

Fiscnl Agent Operations Services. 

Medical Assistanco Web Portal. 

Online Provider Enrollment. 

Case Management. 

Electronic Dula Interchange (EDI). 

Elcclronic Document Management System (EDMS). 

Provider Call Center with Customer Relalionship Management (CRM) Software. 

Help Desk, including Interactive Voice Re~ponse (IVR) sonware. 

General func1ionali1y of other systems, services, and/or contracts that currently exist 
or will interface with the future MMIS. 

1. 1.55.10. General IT functionality and business operations. 

1.1.56. Key Personnel• The position or positions thnt are specifically designated as such in this 
Contract. 

1.1.57. Manuged Care Organization (MCO) - An entity contracting with the Depnrtment that 
meets the definition of Managed Care Organization in 42 C.F.R. §438.2. 

1.1.58. Marketing or Marketing Activities• Any uctivity defined in 42 C.F.R. §438.104. 

1.1.59. Marketing Materials• Materials !hat arc produced in any medium, by or on behalf oflhe 
Contractor, which can be reasonably interpreted as intended to market the Contrnclor's 
services to Potential Members. 

1.1.60. Medical Encounter • A face-to-face Encounter between a center client and physician, 
physician assistant, nurse practitioner, nurse-midwife, visiting nurse, clinical 
psychologist podiatrist or clinical social worker providing the applicable services set 
forlh in IO CCR 2505, § 8. 700.4 for FQHCs and IO CCR 2505, § 8. 740.4 for RH Cs. 

1.1.61. Medical Home - An approprintely qualified medical specialty, developmental, 
therapeutic, or menial health care practice !hat verifiably ensures continuous, accessible, 
and comprehensive access to and coordination of community-bnsed medical care, mental 
health care, oral health care, and related services for a child. 

1.1.62. Medicnlly Necessary or "Medical Necessity" • A Covered Service shall be deemed 
Medic.ally Necessary if, in a manner consistent wilh accepted standards of medical 
practice, it is: 
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1.1.62.1. 

1.1.62.2. 

1.1.62.3. 

1.1.62.4. 

1.1.62.5. 

1.1.62.6. 

I. 1.62.7. 

1.1.62.8. 

1.1.63. 

1.1.64. 

1.1.65. 

1.1.66. 

1.1.67. 

1.1.68. 

1.1.69. 

1.1.70. 

1.1.71. 

l.1.72. 

Consistent with the symptom, diagnosis and treatment of a Member's medical 
condition; 

Widely accepted by the practitioner's peer group as effective and reasonably safe 
based upon scientific evidence; 

Not Experimental, lnvestigationol, Unproven, Unusual or Not Customary; 

Not solely for cosmetic purposes; 

Not solely for the convenience of the Member, Subscriber, Physician or other 
Provider; 

The most appropriate level of care that can be safely provided to the Member; and, 

Failure to provide the Covered Service would adversely affect the Member's health. 

When applied to inpatient care, Medically Necessary further means that Covered 
Services cannot be safely provided in an ambulatory setting. 

Medical Record • The collection of personal information, which relates an individual's 
physical or mental condition, medical history, or medical treatment, that is obtained 
from a single he11lth care Provider, medical care institution, Member of the Contractor's 
Plan, or the spouse, parent or legal guardian of a Member. 

Member - Any Client who is Enrolled in the Contractor's Plan. 

Member Handbook - The stondord booklet provided to Members thnt outlines the 
Contractor's policies and procedures, setting forth in detail, the minimum scope and level 
of Covered Services provided under this Contract, the terms of coverage, and any other 
pertinent information regarding the Contractor's Pinn. 

Mental Health Encounter- A foce-to-face visit between an FQHC or RHC patient and o 
clinical psychologist or clinicol social worker for applicable services. 

Monthly Premium Payment • The monthly premium paid by the Department to the 
Contractor for each Member in each income category, as specified in Exhibit C, Rotes. 

Non-emergency or Non-emergent - Non-acute or chronic medicnl condition, wellness 
maintenance, and/or prescription refills that require medical intervention when the 
Member's condition is stable. 

Operational Start Dote • When the Department authorizes Contractor to begin fulfilling 
its obligations under the Contract. 

Other Personnel • Individuals nnd Subcontractors, in addition to Key Personnel, assigned 
to positions to complete tasks associated with the Work. 

Participating Provider - A Provider who is in the employ of, or who has entered into an 
agreement with, the Contractor to provide medical services to the Contractor's Members. 

Passive Enrollment • Enrollment of eligible CHP+ clients within a geographical service 
area into a Contractor's Plan, subject to the Member's election not to accept Enrollment 
and to choose a different Enrollment. 
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I. I. 73. Persons with Special Health Care Needs or Special Health Care Needs - Persons as 
defined in 10 CCR 2505-10, §8.205.9, et seq. and 42 C.F.R. 438.208{c). 

I. I. 74. Physician - Any doctor licensed to practice medicine or osteopathy in the State of 
Colorado or in the state in which such medical care is rendered. 

I. I. 75. Poststabilization Care Services - Those covered services, related to an emergency 
medical condition, that are provided after o Member is stabilized in order to maintain the 
stabilized condition, or, under the circumstances described in 42 C.F.R. 438. I 14(e), to 
improve or resolve the Member's condition. 

1.1. 76. Potential Member - A recipient who is subject to Enrollment or may voluntarily elect to 
enroll in a given managed care program, but is not yet a Member. 

I. I. 77. Prevalent Languages - Spanish is the only non-English prevalent language under lhis 
agreement for the Service Arca as established by the state. 

1.1. 78. Primary Care - All health care services and laboratory services customarily furnished by 
or through II general practitioner, family physician, internal medicine physician, 
obstetrician/gynecologist, or pediatrician, lo lhe extent the furnishing of those services 
is legally authorized in the State in which the practitioner perfonns the service. 

I . I . 79. Primary Care Provider, Primary Care Physician or PCP • A Physician, 11 physician group 
practice, or an appropriately licensed Health Care Professional, who has entered into a 
professional service agreement lo serve the Members of the Contractor's Plan, and has 
been designated by the Contractor, and selected by the Member as the Provider who will 
attend to the Member's routine medical care, supervise and/or coordinate the delivery or 
1111 Medically Necessary Covered Services to the Member. 

1.1.80. Program - The Colorado Children's Basic Health Plan ("CBHP"), which is implemented 
by the Department, pursuant to C.R.S. §25.5- 8, el seq. Colorado Children's Basic Health 
Plan Program is known to the public as Child Health Phm Plus or CH P+. 

1. 1.81. Provider - Any individuul or group Physician, Physician practice, Hospital, dentist, 
phannacy, Physician assistunt, certified nurse practitioner, or other licensed, cert ified or 
registered Health Core Professional that has entered into a professional service 
agreement to serve the Contractor's Members. 

1.1.82. Provider Directory • A list of Physicians, Hospitals, dentists, pharmacies, Physician 
assistants, certified nurse practitioners, or other licensed, certified or registered Health 
Cure Professionab or facilities that have entered into a professional service agreement 
with the Contractor to provide Covered Services for the Contractor's Members. 

1.1 .83. Provider Network• The Participating Providers in the Contractor's Plan. 

1.1 .84. QuQlified Interpreter - An interpreter who is able to interpret effectively, accurately and 
impartially, both receptively and expressively, using any necessary specialized 
vocabulary. 

1.1.85. Qualified Service Organization (QSO) - Defined in 42 C.F.R. § 2.11, as amended, and 
consistent with such definition, will include an entity that provides professional services 
to prevent or treat child abuse or neglect that has entered into a written agreement with 
a substance abuse program as defined at 42 C.F.R. § 2.1 I under which that entity: (I) 
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1.1.86. 

1.1.87. 

1.1.88. 

I. 1.89. 

1.1.89.1. 

I. 1.89.2. 

1.1.89.3. 

1.1.89.4. 

1.1.89.5. 

l.1.89.6. 

1.1.89. 7. 

1.1.89.8. 

I. 1.89.9. 

1.1.90. 

1.1.91. 

Acknowledges that in receiving, storing, processing or otherwise dealing with any 
patient records from the programs, it is fully bound by the regulations codified at 42 
C.F.R. Part 2; and (2) If necessary, will resist in judicial proceedings any efforts to obtain 
access to patient records except as permitted by such regulations. 

Referral or Written Referral - Any form of written communication or other permanent 
record by the Contrcctor and/or authorized Participating Provider that authorizes a 
Member to seek care from a Provider other than the PCP. 

Rural County • A county in the Contractor's service area with a total population ofless 
than I 00,000 people as determined by the most recent decennial census. 

Rural Health Clinic (RHC) - A Provider defined in 10 CCR 2505-10, §8.700.1., 42 
C.F.R. part 405, subpart X, §2401, and at 42 C.F.R. Part 491. 

Safe Harbor Standard• Regulatory standards established by 45 C.F.R. § 156.235 using 
the provider list, for Colorado, established by the U.S. Department of Health and Human 
Services by demonstrating that al least twenty {20) percent of available ECPs in the 
plan's service area participate in the Contrcctor's provider network(s). In addition to 
achieving twenty (20) percent participation of available ECPs, the issuer offers contrccts 
during the coverage year to: 

All available Indian providers in the service area, using the model QHP Addendum 
for Indian providers developed by CMS; and 

At least one ECP in each ECP category listed below in each county in the service 
area, where an ECP in that category is available. 

Federally Qualified Health Center (FQHC) and FQHC "Look-Alike" Clinics, Native 
Hawaiian Health Centers; 

Rural Health Clinics/ Centers (RHC); 

Ryan \¥bite Providers I Ryan White HIV/AIDS Providers; 

Family Planning Provider, Title X family Planning Clinics and Title X "Look-Alike" 
Family Plaruiing Clinics; 

Indian Providers/ Tribal lllld Urban Indian Organization Providers; 

Hospitals - DSH and DSH-eligible Hospitals, Children's Hospitals, Rural Referral 
Centers, Sole Community Hospitals, Free-standing Cancer Centers, Critical Access 
Hospitals; and, 

Other ECP Providers, STD Clinics, TB Clinics, Hemophilia Treatment Centers, Black 
Lung Clinics, and other entities that serve predominantly low-income, medically 
underserved individuals. 

Serious Reportable Events or Never Events• Hospitcl acquired conditions that were not 
present on admission {POA) as an inputient and that alter the condition or diagnosis of 
the individual receiving core. 

Service Area - Those counties within the State of Colorado in which: 
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1.1.91. l. 

1.1.91.2. 

1.1.91.3. 

1.1.92. 

1.1.93. 

1.1.94. 

1.1.95. 

1.1.96. 

I. 1.97. 

1.1.98. 

1.1.99. 

The Contractor has been authorized by the Colorudo Division of Insurance to conduct 
business as a Health Maintenance Organization; 

The Contractor has assured 11ccess to Covered Services under this Contract; and, 

The Department and the Contractor have agreed that the Contnictor will provide 
Covered Services to Members. 

Site Review - The visit of Department staff or designees to the site or the administrative 
office( s) of a Participating Provider and/or the Contractor and its Participating Providers, 
not including scheduled meetings. 

Subscriber - The parent or legal guardian of a Member. 

Definition Removed 

Temporarily Absent - When the Member has temporarily left the Contractor's Service 
Area, but intends to return within a reasonable period of time, such as a vacation trip. 

Urban County • A county in the Contractor's service area with o total population equal 
to or greater than I 00,0UU people as detennined by the most recent decennial census. 

Urgently Needed Servi<:es - The Covered Services that must be delivered to prevent a 
serious deterioration in the health of a Member. Defined at 42 C.F.R. §422. l l 3(b)(J ){iii). 

Utilization Management • The function wherein use, consumption und outcomes of 
services, along with level and intensity of care, are reviewed using Utilization Review 
techniques for their appropriateness. 

Utilization Review - A set of formal techniques designed to monitor the use of, or 
evaluate the clinical necessity, appropriateness, ellicaey or efficiency of health care 
services, Referrals, procedures or settings., appropriateness, setting, or effectiveness of 
a covered benefit. 

2. CONTRACTOR'S GENERAL REQUlREMENTS 

2.1. The Contractor may be privy to internal policy discussions, contractual issues, price 
negoti11tions, confidential medical information, Department financial information, and 
advance knowledge of legislution, In addition to all other confidentiality requirements of 
the Contract, the Contractor shall also consider and treat any such information as 
confidential and shall only disclose it in accordunce with the terms of the Contrnct. 

2.2. Contr.ictor shall work cooperatively with Department staff and, if applicable, the staff of 
other State contractor-; to ensure the completion of the Work. The Department may, in its 
sole discretion, use other contractors lo perform activities related to the Work that arc not 
contained in the Contract or to perfonn any of the Department's responsibilities. In the 
event of II conflict between Contractor and any other State contractor, the Department will 
resolve the conflict and Contractor shall abide by the resolution provided by the 
Department. 

2.3. All persons employed by Contractor or Subconlructors lo perform work under this Contract 
shall be Contractor's or Subcontractors' employee(s) for alt purposes hereunder and shall 
not be employees of the State for any purpose as a result of this Contract. All Subcontracts 
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must fulfill the requirements of 42 C.F.R. §§ 438.230 and 438.6(1) that are appropriate to 
the service or activity delegated under subcontract. 

2.3.1. A wholly owned subsidiary of the Contractor shall not be considered a subcontractor. 

2.4. Where policies, procedures, programs and plans are required by this Contract or 
Depa11ment regulations, the Contractor shall maintain and provide internal documents that 
clearly demonstrate all such requirements and the responsibilities of the Contractor. Where 
the Contractor is required to communicate to Providers, documentation may exist outside 
of the Contractor's internal policies and procedures, generally in the form of direct Provider 
correspondence or a Provider manual. Exception can be made fur a single source for 
Provider and Contractor documents if the Contractor clearly specifies in the documents the 
role of the Contractor and the role of the Provider. Where the Contractor is required to 
communicate to Members, documentation may exist outside the Contractor's internal 
policies and procedures, generally in the form of direct Member correspondence or the 
Member Handbook. 

2.5. The Contractor shall submit all Encounter Claims Data, and shall complete pay recovery 
costs for dates of service during which time this Contract was in effect, regardless of 
whether this Contract is terminnted for any reason. 

2.6. Deliverables 

2.6.1. All Deliverables shall meet Deportment-approved fonnat and content requirements. The 
Department will specify the number of copies and media for each Deliverable. 

2.6.2. Each Deliverable wilt follow the Deliverable submission process ns follows: 

2.6.2. I. 

2.6.2.2. 

2.6.2.2.1. 

2.6.2.2.2. 

2.6.2.3. 

2.6.3. 

Contractor shnll submit each Deliverable to the Department for review nnd approval. 

The Department wi!t review the Deliveruble nnd may direct ContTactor to make 
changes to the Deliverable. Contractor shall make nil changes within 5 Business Days 
following the Department's direction to make the change unless the Department 
provides a longer period in writing. 

Changes the Department may direct include, but are not limited to, modifying 
portions of the Deliverable, requiring new pages or portions of the Deliverable, 
requiring resubmission of the Deliverable or requiring inclusion of information or 
components that were left out of the Deliverable. 

The Depa11mcnt may also direct Contractor to provide clarification or provide a 
walkthrough of any Deliverable to assist the Department in its review. Contractor 
shall provide the clarification or walkthrough as directed by the Department. 

Once the Department has received an acceptable version of the Deliverable, including 
all changes directed by the Deportment, the Department will notify Contractor of its 
acceptance of the Deliverable in writing. A Deliverable shall not be deemed accepted 
prior to the Department's notice to Contractor of its acceptance of that Deliverable. 

Contractor shall employ an internal quality control process to ensure that all Deliverables 
are complete, accurate, ensy to understand and of high quality. Contractor shall provide 
Deliverables that, at a minimum, are responsive to the specific requirements for thot 
Deliverable, organized into a logical order, contain accurate spelling and grammar, are 
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formatted uniformly, and contain accurate information and correct calculations. 
Contractor shall retain all draft and marked-up documents and checklists utilized in 
reviewing Deliverables for reterence as directed by the Department. 

2.6.4. If any due dote for a Deliverable foils on a day that is not a Business Day, then the due 
date shall be automatically extended to the next Business Day, unless otherwise directed 
by the Department. 

2.6.5. All due dotes or timelines that reference II period of days, months o r quarters shall be 
measured in calendnr dnys, months nnd quarters unless specifically stated as being 
measured in Business Days or othenvise. All times stoled in the Contract shall be 
considered to be in Mountain Time, adjusted for Daylight Saving Time as nppropriate, 
unless specifically stated otherwise. 

2.6.6. No Deliverable, report, data, procedure or system created by Contractor for the 
Department that is necessnry to ful filling Contractor's responsibilities under the Contract, 
as determined by the Department, shall be considered proprietary. 

2.6. 7. If any Deliverable contains ongoing responsibilities or requirements for Contractor, such 
a~ Deliverables that are plans, policies or procedures, then Contractor shall comply with 
all requiremenL~ of the most recently approved version of that Deliverable. Contractor 
shall not implement any version of any such Deliverable prior lo receipt of the 
Department's written approval of that version of that Deliverable. Once a version of any 
Deliverable described in this subsection is approved by the Department, all requirements, 
milestones and other Deliverables contained within thnt Deliverable shnll be considered 
to be requirements, milestones and Deliverables of this Contract. 

2.6.7.1. Any Deliverable described as an update of another Del iverable shall be considered a 
version of the original Deliverable for the purposes of this subsection. 

2.7. Stated Deliverables and Perfonnance Standards 

2. 7. I. Any section within this Statement of Work headed with or including the term 
"DELIVERABLE" or "PERFORMANCE ST AND ARD" is intended to highlight a 
Deliverable or performance standard contained in this Statement of Work and provide a 
clear due date for the Deliverables. The sections with these headings are for case of 
reference not intended to expand or limit the requirements or responsib ilities related to 
any Deliverable or performance stundurd, except to provide the due dale for the 
Deliverables. 

2.8. Communication Requirements 

2.8.1. Communication with the Department 

2.8.1 .1. The Contractor shall enable all Contractor staff to exchange documents and electronic 
files with the Department staff in formats compatible with the Department's systems. 
The Department currently uses Microsoll Oflice 2013 and/or Microsoft Oflice 365 
for PC. If the Contractor uses a compatible prot,'fam that is not the system used by 
the Department, then the Contractor shall ensure that all documents or files delivered 
to the Department are completely transfemible and reviewable, without error, on the 
Department's systems. 
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2.8.1.2. 

2.8. 1.2.1. 

2.8.1.2.2. 

2.8.1.2.3. 

2.8.1.2.4. 

2.8.1.2.4.1. 

2.8.1.3. 

2.8.1.3. I. 

2.8.1.4. 

2.8.1.5. 

2.8.1.6. 

2.8.1.7. 

The Department will use a transmittal process to provide the Contractor with official 
direction within the scope of the Contract. The Contractor shall comply with all 
direction contained within a completed transmittal. For a transmittal to be considered 
complete, it must include, at a minimum, all of the following: 

The date the transmittol will be effective. 

Direction to the Contractor regarding perfonnance under the Contract. 

A due dale or timetine by which the Contractor shall comply with the direction 
contained in the transmittal. 

The signature of the Department employee who has been designated to sign 
transmittols. 

The Department will provide the Contractor with the name of the person it has 
designated to sign transmittals on behalf of the Department, who will be the 
Dep11rtment's primary designee. The Depa11ment will also provide the Contractor 
with II list of backups who may sign a transmittal on behalf of the Depnrtment if 
the primary designee is unavailable. The Department may chunge any of its 
designecs from time to time by providing notice to the Contractor through a 
transmittal. 

The Department may deliver a completed transmittal to the Contractor in hard copy, 
os a scanned attochment to an email or through a dedicated communication system, if 
such a system is available. 

If a transmittal is delivered through a dedicated communication system or other 
electronic system, then the Depal1ment may use an electronic signature to sign that 
transmittal. 

If the Contractor receives conflicting transmittals, the Contractor shall contact the 
Department's primary designee, or backup designees if the primary designee is 
unavailable, to obtain direction. If the Department docs not provide direction 
otherwise, then the transmittal with the latest effective date shall control. 

In the event that the Contractor receives direction from the Department outside of the 
transmittal process, it shall contact the Depnl1ment's primacy dcsignee, or backup 
designees if the primary designee is unavailable, and have the Department confinn 
that direction through n transmittal prior to complying with that direction. 

Transmittals may not be used in place of an amendment, and may not, under any 
circwnstances be used to modify the tenn of the Contract or any compensation under 
the Contr11ct. Transmittals are not intended to be the sole means of communication 
between the Department and the Contractor, and the Department may provide day-to­
day communication to the Contractor without using o transmittal. 

The Contractor shall retain all transmittals for reference and shall provide copies of 
nny received transmittals upon request by the Department. 

2.8.2. Communication with Members, Providers and Other Entities 
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2.8.2.1. The Contractor shall create a Communication Plan that includes, but is not limited to, 
all of the following: 

2.8.2.1.1. A description of how the Contractor will communicate to Members any changes to 
the services those Members will receive or how I hose Members will receive the 
services. 

2.8.2.1.2. 

2.8.2.1.3. 

2.8.2.1.4. 

2.8.2.1.5. 

2.8.2.1.5.1. 

2.8.2.1.5.2. 

2.8.2. I .5.3. 

2.8.2.2. 

2.8.2.2.1. 

2.8.2.2.2. 

2.8.2.3. 

2.8.2.3.1. 

2.8.2.3.2. 

2.8.2.4. 

A description of the communication methods, including things such as email lists, 
newsletters and other methods, the Contractor will use lo communicate wilh 
Providers and Subcontractors. 

The specific means of immediate communication with Members and a method for 
accelerating the internal approval and communication process to address urgent 
communications or crisis situations. 

A general plan for how the Contractor will address communication deficiencies or 
crisis situations, including how the Contractor will increase staff, contact hours or 
other steps the Contractor will take if existing communication methods for Members 
or Providers are insufficient. 

A !isling of the following individuals within the Contractor's organization, thal 
includes cell phone numbers and email addresses: 

An individual who is authorized lo speak on the record regard ing the Work, the 
Contract or any issues that arise that are related to the Work. 

An individual who is responsible for any website or marketing related lo the 
Work. 

Back-up communication ~taff that can n:spond in the event that the other 
individuals listed are unavailable. 

T he Contractor shall deliver the Communication Plan to the Department for review 
and approval. 

DELIVERABLE: Communication !'Ian 

DUE: Within ten ( 10) Business Days after the Effective Date 

The Contractor shall review its Communication Plan on an annual basis and 
determine if any changes are required to account for any changes in the Work, in the 
Department's proces~es and procedures or in the Contractor's proces~es and 
procedures. The Contractor shall submit an Annual Communication Plun Update that 
contains all changes from the most recently 11pproved prior Communication Plan, 
Annual Communication Plan Update or Interim Communication Plan Update or shall 
note that there were no changes. 

DELIVERABLE: Annual CommuniC11tion J>lan Update 

DUE: Annually, by June 30th of each year 

The Department may request II change lo the Communication Plan 111 any time to 
account for any changes in the Work, in the Department's processes and procedures 
or in the Contractor's processes and procedures, or lo address any communication 
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reloted deficiencies detennined by the Department. The Contractor shall modify the 
Communication Plan as directed by the Department and submit an Interim 
Communicotion Plan Updute containing all changes directed by the Department. 

2.8.2.4.1. DELIVERABLE: Interim Communication Pion Update 

2.8.2.4.2. DUE: Within ten ( IO} Business Days following the receipt of the request from the 
Department, unless the Department allows for a longer time in writing 

2.8.3. The Contractor shall not engage in any non-routine communication with any Member, 
any Provider, the media or the public without the prior written consent of the 
Department. 

2.8.4. The Contractor shall use the Department-developed definition for the following terms, 
when applicable: appeol; co-payment; durable medical equipment; emergency room 
care; emergency services; excluded services; grievance; habilitation services and 
devices; health insurance; home health care; hospice services; hospitalization; hospital 
outpatient care; medically necessary; network; non-participating provider; physician 
services; plan; preauthori1.ation; prescription drug coverage; primary care physician; 
PCP; participating provider; premium; provider; rehabilitation services and devices; 
skilled nursing care; specialist; lllld urgent care. 

2.9. Business Continuity 

2.9.1. Contractor shall create a Business Continuity Plan that Contractor will follow in order 
to continue operations after a Disaster or a Business Interruption. The Business 
Continuity Plan shall include, but is not limited to, all of the follo\ving: 

2.9.1.1. How Contractor will replace staff thnt has been lost or is unavailable during or after 
a Business Interruption so that the Work is perfonned in accordance with the Contract. 

2.9.1.2. How Contractor will back-up all information necessary to continue perfonning the 
\1/ ork., so that no information is lost because of a Business Inte1TUption. 

2.9.1.2.1. In the event of a Disaster, the plan shall also include how Contractor will make oll 
information avnilable 111 its back-up facilities. 

2.9.1.3. How Contractor will minimize the effects on Members and Providers of any Business 
Interruption. 

2.9. 1.4. How Contractor will communicate with the Deportment during the Business 
Interruption and points of contact within Controctor's organization the Department 
can contact in the event of a Business Interruption. 

2.9. I .5. Planned long-tenn back-up facilities out of which Contractor can continue operations 
after a Disaster. 

2.9. 1.6. The time period it will take to transition all activities from Contractor's regular 
facilities to the back-up facilities after a Disaster. 

2.9.2. Contractor shall deliver the Business Continuity Plan to the Department for review and 
approval. 

2.9.2.1. DELfVERABLE: Business Continuity Plan 
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2.9.2.2. 

2.9.3. 

2.9.3.1 . 

2.9.3.2. 

2.9.4. 

2.10. 

2.10.1. 

2.10.2. 

2.10.3. 

DUE: Within 10 Business days after the Effective Date 

Contractor shall review its Business Continuity Plan at least semi-annually and update 
lhe plan as appropriate to account for any changes in Contractor's proces..~es, procedures 
or cin:umstances. Contractor shull submit an Updated Business Continuity Plan that 
contains all changes from the most recently approved prior Business Continuity Pinn or 
Updated Business Continuity Plan or shall note that there were no changes. 

DELIVERABLE: Updated Business Continuity Plan 

DUE: Semi-annually, by June 30th and December 31st of each year 

In lhe event of any Business Interruption, Contractor shall implement its most recently 
approved Business Continuity Plan or Updated Business Continuity Plan immediately 
after Contractor becomes aware of the Business Interruption. In thut event, Contractor 
shall comply with all requirements, Deliverables, timelines and milestones contained in 
the implemented plan. 

Federal Financial Participation Related Intellectual Property Ownership 

In addition to the intellectual property ownership rights specified in the Contract, the 
following subsections enumerate the intellectual property ownership requirements the 
Contractor shall meet during the term of the Contrnct in relation to federal financial 
participation under 42 C.F.R. §433. ! 12 and 42 C.f-.R. §95.617 concerning Mechanized 
Claim Processing and Information Rclricval Systems ("MCPIRS") to the extent !hat 
regulations apply to Contractor's operations under this Contract. CMS Regulations 
and Guidance, including, but not limited to, the CMS Memorandum RE: Mechanized 
Claim Processing and Information Retrieval Systems - Enhanced Funding, dated 
March 31, 2016 (SMD# 16-004) shall be applicable when interpreting requirements of 
lhis section 2.10 and only to lhe extent !hey apply to the Contractor. Nol\vithstanding 
any other provision in the Contract, any Exhibits or attachments, or in this Statement 
of Work (SOW), intellectual property ownership rights specified in the Contract or in 
this SOW shall not apply to ( 1) material created or used by Contractor which is 
unrelated to federal financial participation funding obtained by the State under 42 
C.F.R. §433.112 and 4S C.F.R. §95.617 in connection with its MCPIRS, (2) material 
created using funds other than Contract Funds or (3) material that would have been 
developed by Contractor to enhance its own proprietary intellectual property and 
commercial sonware used in Contractor's business operations unrelated to the 
MCPIRS, using funds outside of Contract Funds and regardless of Contractor's 
performance of work .. 

The Contractor shall notify the State before designing, developing, creating or installing 
any new data, new software or modification of a software. The Contractor shall not 
proceed with such designing, development, creation or installation of data or software 
without express written approval from the State. 

The Contractor shall use contract funds to develop all necessary materials, including, but 
not limited to, programs, products, pro~durcs, data and software to fulfill its obligations 
under the Contract. 
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2. I 0.4. The Contractor shall document all State funding used in the development of the work 
product, including, but not limited to the materials, programs, procedures, and any dnla, 
software or software modificnlions. 

2.10.4.1. The terms of this Contract will encompass sole payment for any and all work product 
and intellectual property produced by the Contractor for the State. The Contractor 
shall not receive llIIY additional payments for licenses, subscriptions, or to remove a 
restriction on any intellectual property work product related to or developed under the 
terms of this Contract. 

2.10.5. The Contractor shnll provide the State comprehensive and exclusive access to and 
disclose all details of the work product produced using contract funds. 

2.10.6. The Contractor shall hereby assign to the State, without further consideration, all right, 
interest, title, ownership and ownership rights in all work product nnd deliverables 
prepared and developed by the Contractor for the State, either alone or jointly, under this 
Contrnct, including, but not limited to, dato, software and software modifications 
designed, developed, created or installed using contract funds, as allowable in the United 
States under 17 U.S.C. §201 and §204 and in any foreign jurisdictions. 

2.10,6, I. Such assigned rights include, but are not limited to, all rights granted under 17 U.S.C. 
§106, the right to use, sell, license or otherwise transfer or exploit the Work Product 
nnd the right to make such changes to the Work Product as determined by the State. 

2.10.6.2. This assignment shall also encompass any and all rights under 17 U.S.C. §106A, also 
referred to as the Visual Artists Rights Act of 1990 (VARA) nnd any and all moral 
rights to the work product. 

2. I 0.6. 3. The Contractor shall, and shall require its employees and agents to, promptly sign and 
deliver any documents and take any nction the State reasonably requests to establish 
and perfect the rights assigned to the State or its designees under these provisions. 

2.10.6.4. The Contractor shall execute the assignment referenced in section 2.10.6 immediately 
upon the creation of the work product pursuant to the terms of this Contract. 

2. I 0. 7. The State claims sole ownership and all ownership rights in all copyrightable software 
designed, developed, created or installed under this contract, including, but not limited 
to: 

2.10.7.1. Data and software, or modifications thereof created, designed or developed using 
funding from the State 

2.10.7.2. Associated documentation and procedures designed and developed to produce any 
systems, programs reports and documentation 

2.10. 7. 3. All other work products or documents created, designed, purchased, or developed by 
the Contractor and funded by the Stnte. 

2.10.8. All ownership and ownership rights pertaining to work product created in the 
perfonnance of this Contract will vest with the State, regardless of whether the work 
product was developed by the Contractor or any Subcontractor. 
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2.10.9. The Contractor shall fully assist in and allow without dispute, both during the term of 
this Contract and after its expiration, registration by the State of any and all copyrights 
and other intellectual property protections and registrations in data, software, sonware 
modifications or any o ther Work Product created, designed o r developed using contr.1ct 
funds. 

2.10.10. The State reserves a royalty-free, non-exclusive nnd irrevocable license lo produce, 
publish or otherwise use such software, modifications, documentation and procedures 
created using funding from the State on behalfof itself, the Federal Department of Health 
and Human Services (HHS) and its conlrnctors. Such data and software include, but is 
not limited to, the following: 

2. 10.10.1. All computer sonware and programs, which have been designed or developed for the 
State, or acquired by the Contractor on behalf of the State, which are used in 
performance of the Contract. 

2.10.10.2. All internal system software and progrums developed by the Contractor or, including 
all source codes, which result from the performance of the Contract; excluding 
commercial software packages purchnsed under the Contractor's own license. 

2.10.10.3. All necessury data files. 

2.10.10.4. User and operation manuals ancl o ther documentation. 

2. 10.10.5. System and program documentation in the form specified by the State. 

2 .10.10.6. Training materials developed for State staff: agents or designated represenlntives in 
the operation and maintenance of this sonware. 

2.11 . Performance Reviews 

2.1 1.1. The Department may conduct performance reviews or evaluations of the Contractor in 
relation lo the Work performed under the Contract. 

2.1 1.2. The Department may work with the Contractor in the completion of any perfonmmce 
reviews or evaluations or the Department may complete any or all performance reviews 
or evaluations independently, at the Department's sole discretion. 

2.11.3. The Contractor shall provide all information necessary for the Department to complete 
all performance reviews or evaluations, as determined by the Deportment, upon the 
Department's request. The Contractor shall provide this information regardless of 
whether the Department decides to work with the Contractor on any aspect of the 
performance review or evaluation. 

2.11.4. The Department may conduct these performance reviews or evnluntions at any point 
during the term of the Contract, or after termination of the Contract for any renson. 

2. I 1.5. The Department may make the results of any performance reviews or evaluations 
available to the public, or may publicly post the results of ony performance reviews or 
evaluations. 

2.12. Renewal Options and Extensions 
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2.12.1. The Department may, within its sole discretion, choose to not exercise any renewal 
option in the Contract for any reason. If the Department chooses to not exercise an 
option, it mny reprocure the perfonnance of the Work in its sole discretion. 

2.12.2. The Parties may amend the Contract to extend beyond five (S) years, in accordance with 
the Colorado Procurement Code and its implementing rules, in the event thnt the 
Department detennines the extension is necessary to align the Contract with other 
Department contracts, to address State or Federal programmatic or policy changes 
related to the Contract or to provide sufficient time to transition the Work. 

2.12.2. I. In the event that the Contract is extended beyond five (5) years, the nnnual maximwn 
compensation for the Contract in any of those additional years shall not exceed the 
Contract maximum amount for the prior State Fiscal Y enr (SFY} plus the annual 
percent increase in the Consumer Price Index for All Urbll!l Consumers (Crl-U) for 
the Denver-Boulder-Greeley metropolitan aren for the calendar year ending during 
thnt prior SFY. If the CPI-U for Denver-Boulder-Greeley is for some renson not 
nvailable as specified in this subsection, the increase shall be equnl to the percent 
increase in the CPI-U (U.S.} for the same period. 

2.12.3. The limitation on the annual maximum compensation shall not include increases mnde 
specifically as compensation for additional work added to the Contract. 

2. 13. State System Access 

2.13.1. If Contractor requires access to any State computer system to complete the Work, 
Contrnctor shall have and maintain 1111 hardware, software and interfaces necessary to 
nccess the system without requiring any modification to the State's system. Contractor 
shall follow all State policies, processes and procedures necessary to gain access to the 
State's systems, 

3. CONTRACTOR RESPONSIBILITIES AND REGULATORY COMPLIANCE 

3.1. The Contractor shall provide administrative services under the tenns set forth in this 
Contract and as set forth in Exhibit M, Administrative and Medical Services, attached and 
incorporated herein by reference. The Contractor shall be licensed pursuant to C.R.S. § 10-
16 Part 4, et seq., ond the Department of Insurance as a Health Maintenance Orgnnization. 

3.2. The Contractor shall notify the Department, within two (2) business days, of any action on 
the part of the Colorado Commissioner of Insurance, suspending, revoking, denying 
renewal, or notifying the Contractor of any noncompliance pursuant to C.R.S. § I 0-16-401, 
et seq, Any revocation, withdrawal or non-renewal of necessary licenses, certifications, 
approvals, insurance, permits, etc. required for the Contractor to properly perfonn this 
Contract and/or failure to notify the Department as required by this section, may be grounds 
for the immediate tennination of this Contract by the Department for default. 

3.3. The Contractor shall meet the solvency standards set forth in C.R.S. §10-16-411, et seq., 
and its implementing regulntions and any other applicable regulntions. The Contractor shall 
notify the Department, within two (2) business days, of having knowledge or reason to 
believe that it does not meet the solvency stll!ldords specified herein, Failure lo meet the 
solvency standards and/or failure to notify the Department as required by this section may 
be grounds for the immediate termination of this Contract by the Depar1ment for default. 
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3.4. The Contractor shall make a good faith effort to comply with managed care requirements 
for the Children's Health Insurance Program. 

3.5. Mental Health Parity 

Contrnctor shall submit all necessary documentation and reporting required to the 
Department to establish and demonstrnte compliance with 42 C.F.R. Purt 438, subpart K 
regarding parity in mental he.al th and substance use disorder benefits. 

4. HEALTH (NSURANCE PROVIDERS FEE REPORTING 

4.1. In the event that the Contractor is subject to any Health Insurance Providers Fee under 26 
C.F.R. Part 57 and required to file a form 8963, then the Contractor shall create II Health 
Insurance Providers Fee Report to the Department that contains all of the following 
infonnation: 

4.1.1. A copy of the Fonn 8963 as well as copies of any corrected Form 8963s filed with the 
Internal Revenue Service (IRS). 

4.1.2. The preliminary and final calculations of the fee from the IRS, even if the calculated fee 
was$0.00. 

4.1.3. An allocation of the fee attributnble to the Work under this ContracL 

4.1.4. Any additional information related to the Health Insurance Providers Fee, as detennined 
by the Department. 

4.2. The Contrnctor shall deliver the Health Insurance Providers Fee Report for each year that 
it is required to file a form 8963 with the IRS. 

4.2.1. 

4.2.2. 

DELIVERABLE: Health Insurance Providers Fee Report 

DUE: Annually, no later than Octoher 1st of each year in which the Contractor filed a 
fonn 8963 

5. CONTRACTOR PERSONNEL 

5.1. Personnel General Requirements 

5.1.1. Contractor shall provide qualified Key Personnel and Other Personnel a.~ necessary to 
perfonn the Work throughout the term of the Contract. 

5.1.2. 

5.1.2.1. 

5.1.2.2. 

5.1.3. 

The Contractor shall provide the Department with an organizational chart listing all 
positkins within the Contractor's organization that arc responsible for the performance 
of any activity related to the Contract, their hierarchy and reporting structure and the 
names of the individuals fulfilling each position, within thirty (30) calendar days of the 
Contract's Effective Date. The organizational chart shall contuin accurate and up-to-dale 
telephone numbers and email addresses for each individual listed. 

DELIVERABLE: Organizational Chart. 

DUE: Thirty {30) c.alcndar days from the Contract's Effective Date. 

The Contractor shall deliver an updated Organizational Chart within five {5) business 
duys of any change in Key Personnel or request from the Department for an updated 



5.1.3.1. 

5.1.3.2. 

5.1.4. 

5.1.5. 

5.1.5.1. 

5.1.S.2. 

S.1.6. 

5.1.6.1. 

5.1.6.2. 

5.1.7. 

5. 1.8. 

Organizational Chart. The Contractor shall deliver to the Department an interim plan for 
fulfilling any vacant position's responsibilities and the plan for filling the vacancy. 

DELIVERABLE: Updated Organizational Chart. 

DUE: Five (5) business days from any change in Key Personnel or from the 
Department's request for an updated Organizational Chart. 

Contractor shall not permit any individual proposed for assignment to Key Personnel 
positions to perform any Work prior to the Department's approval of that individual to 
be assigned as Key Personnel. 

Contractor shall not voluntarily change individuals in Key Personnel positions \vithout 
the prior written approval of the Department. Contractor shall supply the Department 
with the name, resume and references for any proposed replacement whenever there is a 
change to Key Personnel. Any individual replacing Key PersoMel shall have 
qualifications that are equivalent to or exceed the qualifications of the individual that 
previously held the position, unless otherwise approved, in writing, by the Department. 

DELIVERABLE: Name(s), resume(s} and references for the person(s} replacing 
anyone in a Key Personnel position during II voluntary change 

DUE: At least 5 Business Days prior to the change in Key Personnel 

[f any individual filling a Key Personnel position leaves employment with Contractor, 
Contractor shall propose a replacement person to the Department. The replacement 
person shall have qualifications that are equivalent to or exceed the qualifications of the 
individual that previously held the position, unless otherwise approved, in writing, by 
the Department. 

DELIVERABLE: Name(s), resume(s) and references for the person(s) replacing 
anyone in a Key Personnel position who leaves employment with Contractor 

DUE: Within 10 Business Days following Contractor's receipt of notice that the 
person is leaving employment, unless the Department allows for a longer time in 
writing for Contractor to recruit a replacement. 

The Department may request the removal from work on the Contract of employees or 
agents of the Contractor whom the Department justifies as being incompetent, careless, 
insubordinate, unsuitable or othenvise unacceptable, or who's continued employment on 
the Contract the Department deems to be contrary to the public interest or not in the best 
interest of the Department. For any requested removal of Key Personnel, the Department 
shall provide written notice to Contractor identifying each element of dissatisfaction with 
each Key Personnel, and Contractor shall have ten {JO) business days from receipt of 
such written notice to provide the Department with a written action plan to remedy each 
stated point of dissatisfaction. The Contractor's written action plan may or may not 
include the removal of Key Personnel from work on the Contract. 

If any of Contractor's Key Personnel or Other Personnel are required to have and 
maintain any professional licensure or certification issued by any federal, st.ate or local 
government agency, then Contractor shall submit copies of such current licenses and 
certifications to the Department. 
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5.1.8.1. 

5.1.8.2. 

DEUVERABLE; All current professional licensure and certification documentation 
as specified for Key Personnel or Other Personnel 

DUE: Within 5 Business Days of receipt of updated licensure or upon request by the 
Department. 

5.2. 

5.2. 1. 

Personnel Availability 

5.2.2. 

5.2.3. 

5.2.4. 

5.2.5. 

5.2.5.1. 

Contractor shall ensure Key Personnel and Other Personnel assigned to the Contracl are 
available for meelings wilh the Department during the Department's normal business 
hours, as determined by the Department. Contraclor shall also make these personnel 
available outside of the Department's normal business hours and on weekends with prior 
notice from the Department. 

Contractor's Key Personnel and Other Personnel shall be available for all regularly 
scheduled meelings between Conlractor and the Department, unless the Department has 
granted prior, written approval otherwise. 

Contractor shall ensure that the Key Personnel and Olher Personnel allcnding all 
meelings between the Department and Contractor have the authority to represent and 
commit Contractor regarding work planning, problem resolution and program 
development. 

At the Department's direction, the Contractor shall make its Key Personnel and Other 
Personnel available to attend meelingi; as suhjecl matter experts wilh stakeholders both 
within the State government and external or private stakeholders. 

All ol' Contractor's Key Personnel and Other Personnel thnt attend any meeting with the 
Department or other Department stakeholders shall be physically present at the location 
of the meeting, unless the Department gives prior, written permission to attend by 
telephone or video conference. If Contractor has any personnel attend by telephone or 
video conference, Contractor shall provide all additional equipment necessary for 
attendance, including any virtual meeting space or telephone conference lines. 

The Contractor shall respond to all telephone calls, voicemails and emails from the 
Department within one (I) Business Dny of receipt hy the Contractor. 

5.3. 

5.3.1. 

Key Personnel 

5.3.1.1. 

5.3.1 .1.1. 

5.3.1.1.2. 

Contractor shall designate people to hold the following Key Personnel positions: 

Contract Manager 

The Contract Manager shall be the Department's primary point of contact for 
contract and performance issues and responsibilities. 

All communication between the Department and the Contractor shnll be facilitated 
by the Contract Manager. 

5.3.1.1.3. The Contract Manager shall ensure that all Contract obligations are in compliance 
with oil state and federal laws, regulations policies and procedures and with the 
requirements of the Contract. 

5.4. Training of Contractor's Employees 
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S.4.1. 

S.4.2. 

S.S. 

S.S.!. 

5.5.2. 

5.5.3. 

The Contractor shall make appropriate staff available to participate in periodic training 
programs, sponsored by the Department, at the Department's direction. These programs 
will be designed to provide technical assistance to the Contractor with policy 
interpretation and coordination of services. 

The Contractor shall be responsible for providing 1my necessary Plan- or Policy-related 
training lo Participating Providers lllld any Subcontractors. 

Other Personnel Responsibilities 

Contractor shall use its discretion to determine the number of Other Personnel necessary 
to perform the Work in accordance with the requirements of this Contract. If the 
Department has determined that Contractor hos not provided sufficient Other Personnel 
to perform the Work in accordance with the requirements of this Contract, Contractor 
shall provide all additional Other Personnel necessary to perform the Work in accordance 
with the requirements of this Contract at no additional cost to the Department. 

Contractor shall ensure that all Other Personnel have sufficient training and experience 
to complete all portions of the Work assigned to them. Contractor shall provide all 
necessary training to its Other Personnel, except for Department-provided training 
specifically described in this Contract. 

Contractor may subcontract to complete a portion of the Work required by the Contract. 
The conditions for using a Subcontractor or Subcontractors are as follows: 

5.5.3. J. Contractor shall provide the organizational name of each Subcontractor and all items 
to be worked on by each Subcontractor to the Department. 

S.5.3. I. I. DELlVERABLE: Name of each Subcontractor and items on which each 
Subcontractor will work 

S.S.3.1.2. DUE: The later of30 days prior to the Subcontractor beginning work or the Effective 
Date 

5.5.3.2. Department mny review any subcontracts upon written request to the Contractor. 

5.5.3.3. No subcontract, which the Contractor enters into with respect to performance under 
the Contract, shall in any way relieve the Contractor of any responsibility for the 
performance of duties under this Contract. The Contractor retains all responsibility 
for adherence to all standnrds and requirements within this Contract, including those 
delegated to any entity. 

6. CLIENT ELIGIBILITY, ENROLLMENT AND DISENROLLMENT 

6. I. Any client determined eligible for the Program may be Enrolled in the Contractor's Plan, 
provided that the client resides within in the Contractor's service area. The Department 
certifies that Enrollment processes used by the Department shall be impartial to the 
Contractor lllld other HM O's participating in this Program, and shall reflect, to the greatest 
extent possible the infonned choice of clients. The Conll'actor may, at llllY time, observe 
Enrollment processes maintained by the Department. 

6.2. Eligibility Re-determination 
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6.2.1. 

6.2.2. 

6.2.3. 

A client may annually reapply to the Department or it.~ designee and be re-evaluated to 
determine eligibility status. 

The Department may re-determine the eligibility status at any time during the tenn of 
this Contract. If the Contractor, in a manner consistent with all applicable laws and 
regulations penaining to patient confidentiality, infonns the Department of any 
pregnancy and /or delivery of a Member, the Department shall make every appropriate 
effor1 to facilitate a determination of the Member's eligibility for Medicaid, und 
retroactively adjust the Member's Enrollment status accordingly. 

Pursuant to section I 932(a)(4)(B) of the Social Security Act and 42 C.F.R. §438. IO(t)( I), 
the Department will notify Members of their Disenrollment rights at least sixty (60} 
calendar days before each annual Enrollment opportunity. 

6.3. Enrollment 

6.3.1. 

6.3.1. I. 

6.3.1.2. 

6.3. 1.3. 

6.3.1.4. 

6.3.1.5. 

Enrollment Requirements 

Enrollment in the Contractor's Plan shall be voluntary. 

If the Contractor has been notified of Member Enrollment status using reports and 
information from the Medicaid Management Information System (MMIS) and or the 
Colorado Benefits Management System (CBMS) or the PHP interface files or the 
HIPAA compliant xl2n transactions as specified in section 6.6, the Effective Date or 
Enrollment shall be the first ( I st) day of the following month. If the Contractor has 
not been notified of a Member's enrollment status on the Pl-IP interfuce files or the 
HIJ>AA compliant Xl2N trans.actions, the Contractor shall not be responsible for 
coverage of the Member, except as otherwise agreed by the Contractor in writing or 
viu electronic mail. 

Except in ~ses related to Member Medicaid eligibility, for the purposes of this 
Contract, there shall be no retronctive Enrollment, unless a1:,-reed upon in specific, 
individual cases by the Department and Contractor in writing. In no event shall any 
Member be entitled to coverage by the Contractor for heulth care services rendered, 
supplies or drugs received or expenses incurred prior to the Effective Date of 
Enrollment. Expenses shall be considered incurred on the date the service or supply 
is rendered or received. 

In addition to cases mentioned in 6.3.1.3, a Member's Medicaid eligibility 
detennination may cnuse retronctive eligibility or retroactive Disenrollment from the 
Contractors plan. 

If a Member, other than a newborn, is an inpatient of a Hospital on his/her Effective 
Date of Enrollment in the Contractor's Plan, the Contractor must notify the 
Department in writing within thirty (30) calendar days of discovery of such 
circumstance by the Contractor, and request that the Enrollment be po~tponed. The 
new Eftective Date of the Member's Enrollment will then be the first dny of the month 
following the month of discharge. The Contractor will not be liable for Covered 
Services prior to the new Effective Date of Enrollment. The Department shall make 
uppropriate adjustmenL~ to the amount of Monthly Premium Payment. 
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6.3.1.6. A Member may remain eligible for coverage, and Enrolled in lhc Contractor's Plan 
through I I ;59 pm on the last day of the month in which his or her Eligibility Period 
expires, or month in which the Member's nineteenth {19th) birthday occurs 
(whichever is sooner), after which time eligibility for the Program and Enrollment in 
lhc Contractor's Plan shall be tenninated. The Contractor shall have no further 
financial responsibility for the provision of Covered Services lo such Members after 
the effective date of termination, except as required pw-suant to Section 6.4. of this 
Contract. 

6.3.1. 7. The Contractor shall permit nn eligible individual who is Enrolled wilh the entity to 
tenninute or change Enrollment For Cause at any time consistent with the Social 
Security Act§ l 903(m) (2) {A) (vi). 

6.3.1.8. The Contractor shall only accept Members who reside sufficiently near the office of 
a Provider in the Contrnctor's Plan for the Member lo reach that Provider within a 
reasonable time and using available and affordable modes of tnmspor1ation. 

6.3.1.9. The Contractor shall not discriminate against Clients eligible to Enroll on the basis 
of financial viability, race, color national origin, sex, sexual orientation, gender 
identity, or disability and shall not use any policy or practice that has the effect of 
discriminating on the basis of race, color, national origin, sex, sexual orientation, 
gender identity, or disability. The Contractor shall also not discriminate against 
Clients eligible to Enroll on the basis of health status or need for health care services. 

6.3.1.10. In accordance with lhe American Recovery and Reinvestment Act of2009 section 
5006(d), lhe Contractor shnll: 

6.3.1.10.1. Demonstrate that there arc sufficient I/TIU providers in the net\vork to ensure timely 
access to services available under the contract for American Indian enrollees who 
are eligible to receive services from such providers. 

6.3. 1.10.1. l. The Contractor shall exempt from premiums any American Indian who is eligible 
to receive or has received an item or service furnished by an Indian health care 
provider or through referral under contract health services. 

6.3.1.10.1.2. The Contractor shall exempt from all cost sharing any American Indian who is 
currently receiving or has ever received an item or service furnished by an Indian 
health care provider through referral under contract health services. 

6.3.1.10.1.3. The Contractor shall meet the requirements of FFS timely payment for all 1/T/U 
providers in its network, including paying ninety (90) percent of all clenn claims 
from practitioners, who are in individual or group practice or who practice in 
shared health facilities, within thirty (30) days of the date ofrcceipt. 

6.3.1.10.1.4. The Contractor shall pay ninety-nine (99) percent of all clean claims from 
practitioners, who arc in individual or group proctice or who practice in shared 
health facilities, within ninety (90} days of the date of receipt. 

6.3.1.10.2. P11y !/TIU providers, whether participating in the network or not, for covered 
managed care services provided to American Indian/Alaska Native Members 
enrollees who are eligible to receive services from the 1/T/U. The Contractor shall 
pay 1/flU providers at either a rate that has been negotiated between the Contractor 
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and the 1/T/U provider, or if there is no negotiated rnte, at II rate no less than the 
level and amount of payment that would be made if the provider were not 11n I/TIU 
provider. 

6.3.1.10.3. Permit an out-of-network UT/U provider to refer an Indian enrollee to a network 
provider. 

6.3.1. l I. Pursuant to C.R.S. §25.5-8-110(9), there shall be a period of at least twenty (20) 
calendar days prior to expiration of every Member's Eligibility Peri()d in which the 
Member may elect to Discnroll from the Contrnctor's pion and Enroll in another CH P+ 
plan participating in the Program. The Department shall issue notification to the 
Member of the option to Disenroll from the Contractor's plan and process any request 
for II change in Enrollment on or before the 2 I st of the month prior to the month in 
which the change shnll become effective. 

6.3. 1.12. The Contractor shall provide all Enrollment notices, informational materiuls and 
instructional materials relating to Enrollment of Members in a manner and format that 
may be em-ii y understood and, wherever possible, at a sixth-grnde reading level. 

6.3.1.13. Contractor shall have in place a mechanism to help Members and Potential Members 
understand the requirements and benefits of the plan. 

6.3.1.14. The Contractor may limit Enrollment of new Clients, other than newborns, by 
notifying the Department, in writing, that it will not accept new Clients; as long 11s the 
Enrollment limitation does not conflict with applicable Federal and State statutes and 
regulations. 

6.3.1.15. In the event that the Contractor limits the number of Clients it will accept, the 
Department will develop a procedure for how the Contractor shall notify the 
Department when the number of Clients is approaching the limit. The Contractor 
shall comply with all timelines and notice requirements of the Department's plun. 

6.3.2. Effective Date of Enrollment 

6.3.2.1. A Member, other than a newborn of II mother who is a Member, shall be Enrolled in 
the Contractor's Phm as follows: 

6.3.2.1.1. If the Client has selected the Contractor's Plan during any period that is not during 
the Client's Open Enrollment Period, then the Enrollment shall be effective the first 
day of the month following the month in which the Client Enrolled. 

6.3.2.1.2. If the Client has selected the Contractor's Plan during the Client's Open Enrollment 
Period, Enrollment shall be effective the first day of the month following the Client's 
Open Enrollment Period. 

6.3.2.1.3. If the Client has selected to chnnge Pnssive Enrollment to the Contractor's Plan on 
or before five (5) p.m. the last business dny of the month, Enrollment shall be 
effective the first day of the next month. 

6.3.3. Enrollment of a Newborn 

6.3.3.1. The Contractor shall furnish Covered Services to newborns of mothers who are 
Members, who are determined CHP+ eligible, from the dute of birth up to thirty (30) 
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calendar days or until the last day of the first full month following birth, whichever is 
sooner. The Department will enroll the newborn into Contractor's Plan upon receipt 
of the newborn' s state identification number. 

6.4. Disenrollment 

6.4.1. The Department may, at its discretion, unilaterally Disenroll Members from the 
Contractor's Plan at any time. 

6.4.2. Disenrollment due to Medicaid Coverage. 

6.4.2.1. The parties acknowledge and agree that due to eligibility criteria and demographic 
characteristic of the Children's Basic Health Plan and Medicaid programs, a 
significant nwnber of Members may become eligible for the Medicaid program at 
some point during the twelve {12) month span of eligibility for the Children's Bnsic 
Health Plan. The Department shall be responsible for Disenrolling Members who 
have Medicaid coverage effective the first day of the month following the 
determination of Medicaid eligibility. 

6.4.3. 

6.4.3.1. 

6.4.3.2. 

6.4.3.3. 

6.4.3.4. 

6.4.3.S. 

6.4.3.6. 

6.4.3.7. 

6.4.3.8. 

6.4.3.8.1. 

6.4.3.8.2. 

6.4.3.8.3. 

Contractor may only request Disenrollment of a Member from the Contractor's Plan for 
Cause. The Department shall review the Contractor's requests for Disenrollment and 
may grant or reject the Contractor's request at its discretion. A Disenrollment for Cause 
may only occur under the following circumstances: 

Admission of the Member to any federal, state, or county governmental institution for 
treatment of mental illness, narcoticism or alcoholism, or a correctional institution. 

Receipt of comprehensive hc.alth coverage, other than CHP+, by the Member. 

Enro!lmcnt in a Medicare MCO or capitated health plan other than such a plan offered 
by the Contractor. 

Child welfare eligibility status. 

The Member moves out of the Contractor's Service Arca. 

The Contractor's Plan does not, because of moral or religious reasons, cover the 
service the Member seeks. 

The Member needs related services to be performed at the same time, not all related 
services are available within the network and a Physician determines that receiving 
the services separately would subject the Member to unnecessary risk. 

Abuse or intentional misconduct consisting of any of the following: 

Behavior of the Member that is disruptive or abusive, to the extent that the 
Contractor's ability to furnish services to either the Member or other Members is 
impaired. 

A documented, ongoing pattern of fuilure on the part of the Member to keep 
scheduled appointments, or meet any other Member responsibilities. 

Behavior of the Member that poses a physical threat to the Provider, to other 
Providers or Contractor staff or to other Members. 
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6.4.3.9. The Member commits fraud of knowingly furnishes incorrect or incomplete 
information on applications, questionnaires, forms Of statements submitted to the 
Contractor as part of the Member's Enrollment in the Contractor's J>lnn. 

6.4.3.10. Any other reason determined to be acceptable by the Department. 

6.4.4. The Contractor shall provide one oral warning, to any Member exhibiting abusive 
behavior or intentional misconduct, stating that continuation of the behavior or 
misconduct will result in a request for Discnrollment. If the Member continues the 
behavior or misconduct after the oral warning, the Contractor shall send a written 
warning that the continuation of the behavior or misconduct will result in Disenrollment 
from the Contractor's Plan. The Controctor shall send a copy of the written warning and 
a written report of its investigation into the behavior, to the Department, no less than 
thirty (JO} calendar days prior to the Disenrollment. If the Member's behavior or 
misconduct poses an imminent threat to the Provider, to other Providers or Contractor or 
to other Members, the Contractor may request an expedited Oisenrollment after it has 
provided the Member exhibiting the behavior or misconduct with an oral warning. 

6.4.4.1. The Contractor shall provide the Department a copy of any written warning provided 
to a Member 

6.4.4. I. J. DELIVERABLE; Written warning and written report of abusive behnvior or 
intentional misconducl. 

6.4.4.1.2. DUE: No less than thirty (30) calendnr days prior to Disenrollment unless the 
Department approves expedited Disenrollment. 

6.4.5. Disenrollment for Cause shall not include Discnrollmcnt because of: 

6.4.S. I. Adverse changes in the Member's health status. 

6.4.5.2. Change in the Member's utilization of medical services. 

6.4.5.3. The Memh~r's diminished mental capacity. 

6.4.5.4. Any behavior of the Member resulting from the Member's special needs, as 
detcnnined by the Department, unless those behaviors seriously impair the 
Contractor's ability to furnish services to that Member or other Members. 

6.4.5.5. Member's failure to pay a copayment if that Member is a child. 

6.4.6. The Department may Disenroll any Member, who requests Disenrollment, in its sole 
discretion. 

6.4. 7. The Department may Disenroll a Member from the Contractor's Plan upon that 
Member's request. A Member may request Disenrollmcnt, and the Department may 
grant the Member's request: 

6.4.7.1. For Cause, at any time. A Discnrolhncnt for Cause may occur under the following 
circumstances: 

6.4.7.1. I. The Member moves out of the Contractor's Service Area. 

6.4.7.1.2. The Contractor docs not, because ofmornl or religious objections, cover the service 
the Member needs. 
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6.4.7.1.3. 

6.4.7.1.4. 

6.4.7.1.5. 

6.4.7. l.6. 

6.4.7.1.7. 

6.4.7.2. 

6.4.7.2.1. 

6.4.7.2.2. 

6.4.7.3. 

6.4.7.3.1. 

6.4.8. 

6.4.9. 

The Member needs related services to be perfonned at the same time, not 1111 related 
services are available within the network and a Physician determines that receiving 
the services separately would subject the Member to unnecessary risk. 

Administrative error on the part of the Department or its designee or the Contractor 
including, but not limited to, system error. 

Poor quality of care, as documented by the Department. 

Lack of 11ccess to Covered Services, as documented by the Department. 

Lack of access to Providers experienced in dealing with the Member's health care 
needs. 

Without Cause, during re-Enrollment 

A Member may request Disenrollment, without Cause once every twelve (12) 
months during the Members Re-Enrollment period. 

A Member may request Disenrollment upon automatic re-Enrollment under 42 
C.F.R. §438.56(g) ifthe temporary loss of eligibility has caused the Member to miss 
the annual Disenrollment opportunity. 

Without Cause, after initial Passive Enrollment 

A Member may request Disenrollment from the Contractors Plan within ninety (90) 
calendar days of initial Passive Enrollment, as detailed under 42 C.F.R. 
~438.56(c)(2)(i). 

In the event that the Department grants II request for Disenrollment, either from the 
Contractor or from a Member, the effective date of that Disenrollment shall be no later 
than the first day of the second month following the month in which the Member or 
Contractor files the request. If the Department fails to either approve or deny the request 
in this timeframe, the request shall be considered approved. 

In the event that a Member is Disenrolled from the Contractor's Plan because the 
Member has become ineligible for CHP+, then the effective d11te of Disenrollment shall 
be the date on which the Member became ineligible. 

6.4. I 0. If a current Member of a Contractor's Pl11n is an inpatient of a Hospital at I l :59 p.m. the 
day before that Member's Disenrollment from the Contractor's Plan is scheduled to take 
effect, Disenrollment shall be postponed until the Member is discharged from the 
Hospital. If the Member is discharged from the Hospital, the new Disenrollment date for 
that Member shall be the last day of the month following discharge. 

6.4.10. I. If the Contractor is notified by a Provider that a Member's medical program has 
changed in the Provider portal during an inpatient stay, the Contractor shall notify the 
Department in writing. 

6.4.11. The Contractor may issue a written request for clarification from the Department 
regarding the Enrollment status of a Member when such clarification is reason11bly 
necessary for the Contractor to perfonn the obligations established hereunder. The 
Department or its designee shall issue such clarification in writing to the Contractor 
within five (5) business dnys of receipt of the Contractor's request, which shall include: 
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6.4.1 I.I. 

6.4.11.2. 

6.4.11.3. 

6.4.12. 

6.4. 12.1. 

6.4.12.2. 

The Member's name and Program identification number. 

The effective date of the Members Enrollment in the Contractor's Plan. 

The effective date of the Members Disenrollment from the Contractor's Plan, if 
applicable. 

The Department, in consultation with the Contractor, may establish any forms and/or 
procedures necessary to ensure that clarification of a Member's Enrollment sllltus is 
provided lo the Contractor in a timely and accurate manner. 

If the Department or its designee foils to provide this information to the Contractor 
within the timeframe specified in section 6. 4 .11 above, the Contractor shall have no 
financial responsibility for Covered Services provided to the Member for lhe time 
period between the time the clarification should have been provided under section 
6.4.1.1. and the time it is actually provided, and may invoice the Department for all 
Covered Services that have been provided to the Member during that period. 

This invoice shall include, but is not limited to: 

6.4.12.2.1. 

6.4.12.2.2. 

The dates on which Covered Services were provided to the Member. 

The name and location of the Providers that rendered Covered Services to the 

6.4.12.3. 

Member. 

The Department shall issue payment in full to the Contractor within thirty (30) 
calendar days of such receipt. 

6.4.13. If the Contractor ha.~ been notified of Member Disenrollment status, the Contractor 
agree$ lo discontinue the provision of Covered Services under this Contract to the 
Member, ut 11 :59pm on the last day of the month that notification was received, except 
as specified at section 6.4.18 of this Contract. 

6.4.14. The Department may retroactively adjust Monthly Premium Payments so as to 
accurately rcllcct changes in lhe date of Member Disenrollment. The Department shall 
not retroactively change a Disenrollment date unless: 

6 .4.14. I. A Member does not reside in the Cootr.iclor's Service Arca; 

6.4.14.2. A Member is identified by either the Contractor, the Department or its desit,'llee as 
having other health insurance coverage, including private plans; or, 

6 .4.14.3. The Department, in consultation with the Contractor, determines that retroactive 
Disenrollment is necessary and in the best interest of the Member ( e.g., in the event 
that Medicaid eligibility is l,,'fnnted due to catastrophic illness, injury or Disability). 

6.4.15. In the event that a Member is retroactively Disenrollcd, the Department or its designec 
shall transmit notice of the transaction lo the Contrnetor, which identifies the Member 
and the effective date of the Disenrollment. Additionally, .such Disenrol!ment shall be 
reflected on the electronic Enrollment reports for the following month, depending on the 
date of the transaction. The Department may recoup payment for retroactive 
Disenrollments in accordance with the process estublished under section 16.2.3. The 
Department shall not recoup more than six (6) months' worth of Monthly Premium 
Payment for such adjustments. 
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6.4.16. The Department or its designee shall maintain complete monthly records of all 
retroactive Disenrollment transactions affecting the Contractor's Plan and shall provide 
an electronic copy of such records to the Contractor upon request. 

6.4.17. In no event, except as required in section 6.4.18., shall any Member be entitled to 
coverage for any benefits with respect to health care services rendered, supplies or drugs 
received, or expenses incurred following tennination of coverage. Expenses shall be 
considered incurred on the date the service or supply is rendered or received. 

6.4.18. If a Member is receiving inpatient care on his or her effective date ofDisenrollment from 
the Contractor's Plan, the Contractor shall be responsible for the coverage of Hospital 
Services until the Member is discharged, except when Disenrollment is due to fraud or 
abuse by the Member. Upon discharge, 1111 responsibilities of the Contractor to the 
Member under this Contract shall cease. 

6.S. The Department shall produce electronic enrollment reports to the Contractor on a daily 
and monthly basis for the pW'pose of identifying and confinning the Contractor's 
membership, and providing II definitive basis for the purpose of payment adjustments and 
reconciliation. 

6.6. The Contractor shall use reports and information from the Medicaid Management 
lnfonnation System (MM!S) and or the Colorado Benefits MMagement System (CBMS) 
to verify the CHP+ eligibility and Enrollment in the Contractor's Plan for its Members. 
These reports shall include, at a minimum, 1111 of the following: 

6.6.1. HIPAA Compliant X12N transactions. The Contractor may use X12N transactions to 
verify CHP+ Enrollment in the Contractor's Plan and Capitation Payment processing for 
the Contractor's Plan. 

6.6.1.1. HIP AA X 12N 834N Health Core Enrollment and Maintenance standard transaction. 

6.6.1.2. Xl2N 820 Premium Payment for Insurance Products. 

6.6.2. interChnnge Proprietary Encounter File 

6.6.3. interChange Proprietary Remittance Advice 

6.7. Identification Cards, Provider Directory, and Member Handbook. 

6.7 .1. Upon notification by the Department of a Member's Enrollment in the Contractor's Plan, 
annually, and upon Members request, the Contractor shall furnish each Member the 
information specified in 42 C.F.R. §438.IO(f}(3) and: 

6.7.1.1. 

6.7.1.2. 

6.7.1.3. 

Issue an Identification Card, and Member Handbook selling forth II statement of the 
services and benefits to which the Member is entitled. 

Information not specified in 42 C.F.R. §438.10 but required as port of this contract 
may be accessible to Members online. If a Member requests II hord copy, Contractor 
wilt issue to the Member. Contractor must notify Members annually of the online 
location and the Members right to request and receive a hard copy 

In the event that the new Member hos not designated a PCP at the time of Enrollment 
in the Contractor's Plan, the Contractor shall issue an Identification Card to the 
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Member after an assignment is made, in accordance with the process and timefrome 
specified in Section 7. I I.I of this contract. 

6. 7 .1.4. Issue a Provider Directory including the names, locations, telephone numbers, and 
qualifications, of English and Non-English languages spoken by current contracted 
Providers in Member's service area. Included will be identification of Providers that 
are not accepting new patients. This will include, at minimum, infonnation on PCP's, 
specialist, and hospitals. 

6.7.1.4.1. The Provider Directory may be accessible to Members online. If a Member requests 
a hard copy, Contractor will issue to the Member. Contractor must notify Members 
annually of the online location of the Provider Directory and the Members right to 
request and receive a hard copy of the Provider Directory. 

6.7.2. In addition to the instance described in Section 6.7.1. above, the Contractor shall issue 
to each Member written updates reflecting any substantive changes made by the 
Department to the scope and/or descriptions of Covered Services set forth in the Member 
Handbook during the Contract Y car. 

6. 7.2.1. For the purpose of this provision, "substantive change" shall mean any change in the 
scope of Covered Services (i.e., types of service), the level of any Covered Service 
provided (e.g., maximum number of visits or benefit cost), or conditions under which 
a Covered Service is provided (e.g., authorization criteria). This provision shall in no 
way be construed as permitting the Contractor to unilaterally reduce the minimum 
scope or level of Covered Services required under this Contract. The Contrnctor may 
periodically update the Member Handbook document to reflect any changes to the 
scope, level or conditions of coverage offered in excess of the minimums required 
under this Contract. 

6.7 .3. If a substantial change to the Contractor's Provider Network occurs during the Contract 
Year, or upon written request of the Department, the Contractor shall issue a notice of 
an updated Provider Directory to all Members affected by the change. 

6. 7.4. The Contractor's Provider Directory may describe the lanb'Uage capabilities of Providers 
and/or other services the Contractor provides to ensure Cultural Competence. 

6. 7.5. The Contractor will provide a copy of the Provider Directory, and Member Handbook to 
any Members who request such materials by telephone or writing, within five (5) 
business days of the request. 

6.7.6. The Contractor agrees to include a description of the Contractor's Plan in the Member 
Handbook. The dest,Tiption of the plan offered shall be reviewed and approved by the 
Department prior to its use by the Contractor. The Contractor agrees to provide the 
Department with current copies of the Member Handbook upon request. 

6 .7.7. Right to Services- Possession of the Contractor's Identification Card confers no right to 
services or other benefits ofthe Pro1:,,ram. To be entitled to services or benefits, the holder 
of the card must, in foct, be u Member on whose behalf Monthly Premium Payment is 
committed by the Department to the Contractor or is otherwise entitled to services under 
this Contract. Therefore, uny Applicant or other individual who is receiving services or 

l:.lbibit 8 -l. CuntrJcl Nom"'-1": l8-l0144KAI 

Page 33 of 124 



other benefits for which he or she is not then entitled pursuant to the provisions of this 
Contract is personally responsible for the cost of all medical care. 

6.7.8. Annual Open Enrollment Period - Pursuant to C.R.S. §25.5-8-110(9), there shall be a 
period of at least twenty {20) calendar days prior to expiration of every Member's 
Eligibility Period in which the Member moy elect to Disemoll from the Contractor's 
Plan and Enroll in another CHP+ plan pnrticipating in the Program in their respective 
geographic region. The Department shall issue notification to the Member of the option 
to Disenroll from the Contractor's Plan and process any request for a change in 
Enrollment on or before the 21st of the month prior to the month in which the change 
shall become effective. 

7. CUSTOMER SERVICE 

7.1. Contractor must require that network Providers offer hours of operation that are no less 
than the hours of operation offered to commercial Members or that are comparable to other 
CHP+ Providers. Contractor agrees to provide customer service, at a minimum, on all days 
the Department is open. 

7.2. The Contractor agrees to have eighty percent {80%) ofCHP+ calls answered within thirty 
(30) seconds or less. This will be reported to CHP+ on a quarterly basis following the 
reporting schedule in 15. J.1.1. of this Contract. 

7.3. The Contractor agrees to adequately staff and maintain a Member services and Grievance 
response function that operates during regular business hours and is responsible for the 
following: 

7 .3 .1. Explaining the operation of the Contractor's Plan, including the role of the PCP, and what 
to do in an emergency or urgent medical situation. 

7.3.2. Assisting Members in the selection of n PCP. 

7.3.3. Explaining to Members how to make appointments and obtain services. 

7.3.4. Accepting, recording and responding to Member Grievances, or oral expressions of 
dissatisfaction with the Contractor's plan. 

7.4. The Contractor shall maintain a ca!I center which includes n toll free and local line for all 
Member and Provider inquiries. 

7.S. The Contractor shall provide access to interpreter services for non-English speaking 
Members and Text Telephone (TTY) / Telecommunications Device for the Deaf (TDD) 
line. 

7.6. The Contractor's call center shall be open, at a minimum, from 8:00 a.m. to 5:00 p.m. 
Mountain Time, Monday through Friday on all days the Department is open. Voice 
Message will be available twenty-four (24) hours a day, seven (7) days a week for after 
hour's coverage. 

7. 7. The Contractor's call center shall be staffed by personnel sufficiently knowledgeable about 
program policy and requirements to be able to respond immediately to inquiries from 
Providers and Members. This will include the ability to service in-person inquiries. 
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7.8. The Contractor shall maintain a phannacy call center available to phannncy Providers 24 
hours a day 7 days a week. 

7.9. Grievance and Appeals Procedures 

7.9.1. The Contractor shall process prospective, concurrent, and retrospective reviews, and 
huve in pluce procedures for Grievances and Appeals of Adverse Benefit Determinations 
that comply with the requirements concerning these activities contained in IO CCR 2505-
10 §8.209 and 42 C.F.R. Pert 438 Subpart Fin its entirety. 

7 .10. 

7.10.1. 

lnfonnation to Members and Potential Members 

7.10.1.1. 

7.10.1.2. 

7.10.1.3. 

7.10.1.4. 

Contractor shall, upon request, make available to Enrollees and Potential Enrollees in 
the Contractor's Service Area information concerning the following: 

Providers, including the identity, locations, credentials, English and Non-English 
languages spoken, and availability of health care Providers that participate with the 
Contractor's organization. 

Enrollee rights and responsibilities. 

Grievance and Appeal procedures, including the procedures available to an Enrollee 
and a health care Provider to express dissatisfaction or Appeal the fail ure of the 
organization to cover a servic~. 

lnfonnation on covered items and services, including all items and services that are 
available to Enrollees under the Contract between the Department and the Contr.1ctor 
that are covered either directly or through a method of referrnl and prior authorization. 

7.1 I. Provider Network 

7 .11 .1. Contractor shall have written policies and procedures for as.~igning each of its Members, 
who have not selected a PCP 111 the time of Enrollment, to a PCP or clinic. The process 
must include at least the following features: 

7 .11.1 . I. Upon notification of Enrollment by the Department or its designee, the Contractor 
shall make at least one attempt, in addition to the Member packet, to contact or notify 
the Member in order to provide infonnation on options for selecting or changing a 
PCP. Contractor shall offer freedom of choice within its network of PCPs who arc 
designated by the Contractor lo provide .services to Members Enrolled in the 
Contractor's Plan. 

7.1 1. 1.2. If a Member docs not select a PCP witltin ten ( 10) calendar days of Enrollment, the 
Contractor shall make an automatic assignment, if this has not been done, taking into 
consideration such fuctors us current Provider relationships, language needs (to the 
extent they are known), and area of residence. Contractor must then notify the 
Member in a timely manner by telephone or in writing of his/her PCP's name, 
location, and office telephone number, and how to change PCP's if desired. 

7 .11 .1.3. If a Member requests a change in his or her PCP, Contractor shall grant the request to 
the extent reasonable and practical and in accordance with its policies for other 
Enrolled groups. 

7.1 2. Changing Health Care Providers 
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7 .12. I. The Contractor shall have written policies and procedures for allowing Members to 
select or be assigned to a new PCP including when a PCP is tenninated from the 
Contractor's Plan, or when a PCP change is ordered as part of the resolution to a fonnal 
Grievance proceeding. 

7.12.2. {n cases where II PCP or other Provider has been tenninated from the Contractor's Plan, 
the Contractor shall provide notice to Members concerning changes in its Provider 
Network as specified at C.R.S. §10·16•705(7}. The Contractor shall allow Members to 
select another PCP or make II re-assignment within fifteen (IS) business days of the 
tennination effective date of his/her PCP. 

7 .12. 3. Providers shall be deemed added to or deleted from the Contractor's Provider Directory 
as contracts between the Contractor and Providers begin or end. The Contractor shall 
give not less thon forty-five {45) calendar days written notice to the Department if such 
contract activity would m11terially impair the Contractor's capacity to perfonn under this 
Contract. "Materially impair," as used in this clause, refers to any change in the 
Contractor's Provider Network that may create a disruption in the continuity of care for 
twenty-five (25} or more Members. 

7.13. Provider Network Requirements 

7 .13. I. The Contractor shall maintain a network that is sufficient in numbers and types of 
Providers to assure that all Covered Services to Members will be accessible without 
unreasonable delay. 

7.13.2. The Contractor shall demonstrate with respect to the Service Area, thnt it has the c~pacity 
to serve the expected Enrollment in that Service Aren. 

7. 13.2.1. The Contractor shall also demonstrate that the organization maintains a sufficient 
number, mix, and geographic distribution of Providers of services to ensure services 
are provided 10 all members. 

7.13.2.2. The Contractor shall make assurances thnt Covered Services to Members will be 
accessible without unreasonable delay. 

7.13.2.2. 1. 

7.13.2.2.1.1. 

7.13.2.2.J.2. 

7.13.2.2. 1.3. 

7. 13.2.2.1.4. 

The Contractor shall consider the following when estllblishing and mointaining the 
Provider network: 

The anticipnted CHP+ number of Members. 

The expected utilization of Covered Services. 

The numbers and types of Providers required to furnish the Covered Services. 

The number of network Providers who 11re not accepting new CHP+ patients. 

7.13.2.2.1.5. The geographic location of Providers and Members considering distance, travel 
time, the means of transportation ordinarily used by Members and whether the 
location provides physical access to Members with Disabilities. 

7.14. Net\\fork Changes 
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7.14.t. Within ten (10) business days, the Contractor shall report in writing to the Department, 
all changes in Provider Networks related to quali ty of care, competence, or professional 
conduct. 

7.14.2. Within ten (10) business days, the Contractor shall report to the Department, in writing, 
any chunges greater than or equal to five percent (5%} in their Provider Networks in a 
thirty (30} calendar day period that are due to one or more of the following 
circumstances: 

7.14.2.1. A Provider requests withdrawal. 

7.14.2.2. The action is part of the Contractor's activities to obtllin or retain National Committee 
on Quality Assurance (NCQA) accreditation. 

7.14.2.3. A Provider fails to receive credentialing or re-credentialing from the Contractor. 

7.14.2.3. I. Notwithstanding the above, the Contractor is not obligated to notify the Department 
of any Provider that fails to receive credentialing from the Contractor if the Provider 
was never represented by the Contractor as being a part of its Provider Network. 

7.14.3. To help ensure State plan compliance with 42 C.F.R. §§ 455.410-440, and consistent 
with 42 C.F.R. § 438.602(b), Contractor shall employ measures to help ensure that the 
Contractor and all of their contracted, ordering or reterring physicians or other 
professionals providing services under the State plan are enrolled in the interChange as 
a participating provider. 

7 .14.4. Contractor shall tcnninate its health care provider contracts for provision of services to 
Members with contracted Providers if such Provider fails to revnlidate enrollment nt least 
every 5 years as required by 42 C.F.R. § 455.414, regardless of provider type, when the 
Provider is no longer identified as a participating provider in the interChange. 

7.14.S. If the Contractor foils to maintain an adequate network, as defined in C.R.S. § I 0-16-704, 
that provides Members with access to PCPs within a county in the Contractor's Service 
Arca, the Department may designate that county as a mixed county for the purpose of 
offering the option of an HMO or the State's self-funded nel\vork to eligible Members 
by providing the Contractor a thirty (30) calendar day written notice. If it is determin~ 
by the Department that the health or safety of Members are compromised by the lack of 
access this designation may occur immediately. 

7.14.6. The Controctor's participation in the Prot:,'Tam is limi ted to Enrollment of Members who 
reside in the Contractor's Service Area and are Enrolled in accordance with the terms of 
this Contract. Geographic coverage in the Program may be changed only upon approval 
by the Department. 

7.14.6.1 . Such II request by a Contractor shall be submitted in writing to the Department at least 
forty-five (45) calendnr days prior to the dute of the change. The Department will 
approve or deny any such request within thirty (30) calendar days of such request. If 
the Department has not responded within thirty (30) calendar days, the request will 
be deemed approved. 

7.14.6.2. The Department will only consider requests for a change in the Contractor's Service 
Area if the change includes counties in which the Contractor is licensed by the 
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Colorado Division of Insurance to conduct business as II Health Maintenance 
Org1111ization (HMO). 

7.14.7. The Contractor may discontinue providing Covered Services to Members within an 
entire county within the Contractor's Service Area, by providing no less than sixty (60) 
calendar days prior written notice to the Deportment of the Contractor's intent to 
discontinue such services. Such discontinuance of the provision of Covered Services 
shall be effective on the first day of the month following conclusion of the sixty (60) 
calendar day notice period. 

7.14.8. The Contractor shall notify the Department, in writing, of Contractor's knowledge of an 
unexpected or anticipated mnterial change to the network or a network deficiency that 
could affect service delivery, availability or capacity within the provider network. The 
notice shall include: 

7 .14.8.1. lnfonnation describing how the change will affect service delivery. 

7.14.8.2. Availnbility, or capacity of covered services. 

7.14.8.3. A plan to minimize disruption to the Members' care and service delivery. 

7.14.8.4. A plan to correct any network deficiency. 

7.14.9. DELIVERABLE: Network Changes and Deficiencies 

7.14.10. DUE: Within five (5) days after the Contractor's knowledge of the change or deficiency. 

7.15. Provider Network Reports 

7.15.1. The Contractor agrees to provide a report which contains complete and accurate 
infonnation regarding the names, addresses, and telephone numbers of Providers 
participating in the Contractor's Plan. This report is due within fifteen ( 15) calendar days 
of a request from the Department. This information shall be submitted in a fonnat to be 
determined by the Department, in consultation with the Contractor. 

8. COVERED SERVICES 

8.1. Only those benefits described in Exhibit E, Covered Services and Copayments and Exhibit 
J, Fluoride Varnish Program Details, will be Covered Services under the terms of this 
Contract. Those benefits excluded in Exhibit E and Exhibit J will not be Covered Services. 
The Contractor shall, also, outline benefits and other coverage, specific to the Contractor's 
Plan, in the Member Handbook. 

8.2. The Contractor shall determine the Medical Necessity of Covered Services and shall make 
benefit and coverage detenninations in a manner that is fully consistent with the tenns of 
this Contract. All such detenninations shall be subject to the Contractor's Grievance and 
Appeals procedures. 

8.3. The Contractor shall provide or shall arrange to have provided all Covered Services 
specified in Exhibit E, Covered Services and Co-payments and Exhibit J, Fluoride Varnish 
Program Details. The Contractor shall provide Care Coordination, Utilization Management 
and disease management for Members to promote the appropriate and cost-effective 
utilization of Covered Services. The Contractor shall submit a plan to the Department on 
how Contractor will ensure that the services provided are sufficient in amount, duration 
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and scope to reasonably be expected to achieve the purpose for which the services are 
furnished. 

8.4. The Contractor shall provide coverage of Emergency Services twenty-four (24) hours a 
day and seven (7) days a week, regardless of whether the focilities accessed by the Member 
participate in the Contractor's Plan. 

8.4.1. Outpatient Follow-up Appointments - within seven (7} days after discharge from a 
hospitalization. 

8.5. Contractor shall make Urgently Needed Services available within twenty-four (24) hours 
of request by the Member, or the Member's Providcr(s), CXC()pt when the Member is 
Temporarily Absent from the Service Area. 

8.6. Non-Urgent, Non-Emergent Covered Services 

8.6.1. Contractor shall make services available within thirty (30) calendar days for treatment 
of a Non-emergent, non-urgent medical problem. This thirty (30) calendar day standard 
does not apply lo appointment~ for routine physical examinations, nor for regularly 
sche<luled visits to monitor a chronic medical condition if the schedule calls for visits 
le~s frequently than once every thirty (30) calendar days. 

8.6.2. Contractor shall schedule non-urgent, symptomatic care within seven (7} calendar days 
of the Member's request for services. 

8.6.3. Contractor ~hall ~chedule non-symptomatic well care physical examinations within 
thirty (30) calendar d11ys unless an appointment is required sooner lo ensure the 
recommended screenings in accordance with the American Academy of Pediatrics 
(AAP) accepted Bright Futures schedule. 

8.6.4. Emergency Behavioral Health Care - by phone within fifteen ( I 5} minutes after the 
initial contact, including TTY accessibility; in person within one { I) hour of contact in 
Urban and suburban areas, in person within two (2) hours after contact in Rural and 
Frontier areas. 

8.6.5. Non-urgent, Symptomatic Behavioral Health Services - within seven (7) days after 11 

Member's request. 

8.6.5. l . The Contractor shall not consider administrative intake appointments or group intake 
processes as a treatment appointment for non-urgent, symptomatic care. 

8.6.5.2. The Contractor shall not place Members on waiting lists for initial routine service 
requests. 

8.6.6. The Contractor shall provide mental health or substance use disorder benefiL~ in the 
inpatient, outp11tient aml emergency care classifications of benelits within the scope of 
benefits stipulated in the Contract. 

8. 7. Contractor shall provide coverage, either directly or through its PCPs, to Members on a 
twenty-four (24} hours per day, seven (7} days per week basis. If PCPs are not able to 
provide such cover11ge, Contractor shall have II buck-up plan for instances where the PCP 
is not available. 
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8.8. Contractor shall have written policies and procedures describing how Members can receive 
coverage of Emergency Services or Urgently Needed Services while Temporarily Absent 
from the Contractor's Service Area. 

8.9. Care Coordination 

8.9.1. The Contractor is responsible for providing Care Coordination services for Members, 
and Members with Special Health Care Needs when appropriate. 

8. 9. 2. The Contractor's Care Coordination system must be designed to coordinate the provision 
of services to its Members, and must promote nnd ensure service accessibility, attention 
to individual needs, continuity of care, comprehensive and coordinated service delivery, 
Cultural Competence, and fiscal and professional accountability. 

8.9.3. The Contractor will advertise their Cnre Coordination activities to other public and 
private agencies and shall provide information to Members regarding these public and 
private resources. 

8. IO. The Contractor shall provide the same ~tandard of care for all Members regardless of 
eligibility category and shall make all Covered Services as accessible in terms of 
timeliness, amount, duration and scope, to Members, as those services are to non-CHP+ 
Member recipients within the same area. 

8.11. The Contractor shall not arbitrarily deny, or reduce the nrnount, duration or scope of a 
required service solely because of diagnosis, type of illness or condition of the Member. 

8.12. The Contractor shall outline benefits and other coverage specific to the Contractor's Plan 
in the Member Handbook. 

8.13. 

8.13.1. 

8.13.2. 

8.13.3. 

Determination of Covered Services 

Those benefits excluded in Exhibit E, Covered Services and Co-payments and Exhibit J, 
Fluoride Varnish Program Details will not be Covered Services. 

The Contractor shall determine the Medical Necessity of Covered Services, and shnll 
make benefit and coverage detenninations in a manner that is fully consistent with the 
terms this Contract. All such determinations shall be subject to the Contractor's 
Grievance and Appeals procedures. 

The Contractor shall create and consistently update a report describing the Contractor's 
Covered Services. 

8. 13.3.1. The Covered Services Report shall be delivered to the Department for review upon 
request of the Department, or at least annually. 

8.13.3.1.1. DELIVERABLE: Covered Services Report. 

8.13.3. ! .2. DUE: Upon request and July 31 each year. 

8.14. Corrective Actions 

8.14.1. If at any time during the tem1 of this Contract, the Department finds that a Member 
cannot reasonably access Covered Services because of the inability of Providers to 
accept additional Members, or for any other reason beyond the control of the Member, 
the Department may require the following corrective action process be implemented: 
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8.14. 1.1. The Department or its desib'llee will issue written notification to the Contractor 
regarding the inability of Members to access Covered Services due to inadequate 
capacity of Providers to accept additional Members as patients. Such notification will, 
to the greatest extent possible, include the names or identification numhers of 
Members having difficulty accessing services. 

8.14.1.2. The Contractor shall issue a written response to the Department or its dcsigncc within 
ten (10) business days of receipt of the notification specifying the actions the 
Contractor is talcing to correct the problem, and the date by which access to Covered 
Services will be ensured. 

8.14.1.3. If the Contractor cannot ensure access to Covered Services within the timeframes 
specified above in Section S.4, S.5, and S.6.1. through 8.6.5., the Contractor shall 
make all necessary arrangements with Providers that are not participating in the 
Contractor's Plan to ensure delivery of Covered Services to the Member until the 
problem is resolved. 

8.15. Coverage Limitations 1md Copayments 

8 .15.1. The Contractor shall cover any service that is required under any State or Federal statute, 
regulation or rule, or is defined as Medically Necessary in Exhibit E, Covered Services 
and Copayments. 

8.15.2. The Contractor shall not be liable for any Covered Services incurred prior to the 
Member's effective date of coverage under this Contract or after the date of termination 
of coverage, except in the c~sc of an inpatient stay as specified in sections 6.3.1.5. and 
6.4.10. 

8.15.3. The Contractor shall not have a pre-existing condition exclusion period or post 
Enrollment waiting period for any Member. 

8.15.4. The Contractor shall be authorized to impose copayments for Members that shall not 
exceed the amounts specified in Exhibit E Covered Services and Copayments. 

8.15.4. I. The Contractor shall 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 managed 
care plan. 

8. 15.4.2. The Contractor may not apply any cumulative financial requirements for mental 
health or substance use disorder benefits in a classification (inpatient. outpatient, 
emergency care, prescription drugs) that accumulates separate! y from any established 
for medical/surgical benefits in the same classification. 

8. 15.4.3. The Contractor may only apply a non-qualitative treatment limitation (NQTL) for 
mental health or substance use disorder benefits, in any clossification, in a manner 
comparable to ond no more stringently than, the processes, strategies, evidentiary 
standards, or other factors applied to the same NQTL in the same benefit classification 
of the enrollee's medical/surgical benefits. 
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8.15.5. The Contractor may invoice Members for unpaid co-payments if payment is not made at 
the time of service. 

8.15.6. The Contractor may bill for multiple outstanding co-payments on a single invoice, but 
no invoice(s) shall exceed fifty dollars ($50) within any month and shall not include 
additional administrative charges. 

8.15.7. The Contractor's co-payment policies shall be applied equally to all Members. 

8.1 S.8. The Contractor shall not factor in increased utilization of Covered Services which is 
attributable solely to the non-collection of co-payments by the Contractor or 
Subcontractor in the calculation of future reimbursement rates by the Department. 

8. I S.8. I. The Contractor shall pince approprinte limits on a service: 

8.15.8.1.1. Based on criteria under the CHP+ State Plan, such as medical necessity. 

8, I S.8. I .2. For utilization control, provided the services furnished can reasonably be expected 
to achieve their purpose. 

8.15.8.1.3. For utilization control, provided that the services supporting individuals with 
ongoing or chronic conditions or who require long-term services and supports are 
authorized in a manner that reflects the enrollee's ongoing need for such services 
and supports. 

8.15.8.1.4. For utilization control, provided that family planning services are provided in a 
manner that protects and enables the enrollee's freedom to choose the method of 
family planning to be used. 

8. I 6. Covered Services Through Participating Providers 

8.16.1. • Covered Services shall be made available in the Service Area only through Participating 
Providers or non-Participating Providers authorized by the Contractor. 

8.16.2. Except for Emergency Services and Urgently Needed Services, the Contractor shall hnve 
no liability or obligation to pay for any service or benefit sought or received by any 
Member from any non-Participating Provider unless: 

8.16.2.1. Special arrangements or Referrals are made by a PCP or the Contractor, us specified 
in the Member Handbook; or 

8.16.2.2. The Member is receiving a service as described in Section 10.5.4., Continuation of 
Care for Persons with Special Health Care Needs. 

8.17. Coverage of Specific Services and Responsibilities 

8.17.1. Emergency Services 

8.17.1.1. The Contractor shall ensure that Members within the Service Area shall have access 
to Emergency Services on II twenty-four (24) hour per day, seven (7) day per week 
bnsis. 

8.17.1.2. Members temporarily out of the Service Area may receive out-of-area Emergency 
Services and Urgently Needed Services. 
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8.17.1.3. The Contractor shall not require prior authorization for Emergency Services or 
Urgently Needed Services. 

8.17. 1.4. The Contractor may not deny payment for Emergency Services if a non-contracted 
provider provides the Emergency Services or when a representative of the Contractor 
instructs the Member to seek Emergency Services. 

8.17.1.S. The attending emergency physician, or the provider actually !renting the Member, is 
responsible for determining when the Member is sufficiently stabilized for transfer or 
discharge and that determination is binding on the Contractor as responsible for 
coverage und pnyment. 

8.17.1.6. The Contractor may not deny paymenl for treatment oblained when an enrollee had 
an emergency medical condition, including cases in which the absence of immediate 
medical auention would not result in placing the henlth of the individual in serious 
jeopardy, serious impairment to bodily functions, or serious dysfunction of any bodily 
organ or part. 

8.17.1.7. The Contractor must allow the emergency services provider a minimum often (10) 
cnlendar days to notify the primary care provider, MCO, PIHP, PAHP, Contractor or 
applicable State entity of the enrollee's screening and treatment before refusing to 
cover the services based on a failure to notify. 

8. 17.1.8. A Member who has an Emergency Medical Condition may not be held liable for 
payment of subsequent screening and treatment needed to diagnose the speci fie 
condition or stabilize the patient. 

8.17.2. Emergency Ambulance Transportation 

8.17.2.1. The Contractor shall make reasonable efforts to ensure that Members within the 
Service Area shall have access to emergency ambulance transportation on a twenty­
four {24) hour per dny, seven {7) day per week basis. This includes providing access 
for Members with medical, physical, psychiatric or behavioral emergencies. 

8. I 7.3. Verification of Medical Necessity for Emergency Services 

8.17.3.1. The Contractor may require that all claims for Emergency Services be accompanied 
by sufficient documentation to verify nature of the services. 

8.17.3.2. The Contractor shall not deny benefits for conditions which a reasonable person 
outside of the medical community would perceive as Emergency Medical Conditions. 

8.17.3.3. The Contractor shall not limit what constitutes an Emergency Medical Condition on 
the basis of lists of diagnoses or symptoms. 

8.17.4. Post stabilization Care Servic~ 

8.17.4.1. The Contractor shall provide coverage for Post stabilization Care Services in 
compliance with 42 C.F.R. §438.114 and 42 C.F.R. §422. I I 3(c). 

8.17.4.2. The Contractor shall be responsible for coverage and payment of emergency services 
and post stabilization care services. 
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8.17.4.3. The Contractor shall cover and pay for emergency services, regnrdless of whether the 
Provider that furnishes the services has a contract with the Post-stabilization Care 
Services entity. 

8.17.4.4. The Contractor shall not deny payment for treatment obtained when a Member had 
an emergency medical condition, including those cases in which the absence of 
immediate medical attention would not have had the outcomes specified in the 
definition ofan emergency medical condition contained in 42 C.F.R. 438. I 14(a). 

8.17.4.5. The Contractor shall be financially responsible for Post-stabilization Care Services 
obtained within or outside the Post-stabilization Care Services entity that have been 
pre-approved by a plan Provider or other entity representative. 

8.17.4.6. The Contractor shall be financially responsible for Post-stabilization Care Services 
obtained within or outside the Post-stabilization Care Services entity that have not 
been pre-approved by a plan Provider or other entity representative but administered 
to maintain the Member's stabilized condition within one (I) hour of a request to the 
entity for pre-approval of further post-stabilization care services. 

8. I 7.4.7. The Contractor shall be fimmcially responsible for Post-stabilization Care Services 
obtained within or outside the Post-stabilization Care Services entity that have not 
been pre-approved by a plan Provider or other entity representative, but administered 
to maintain, improve or resolve the Member's stabilized condition if: 

8.17.4. 7. I. The Contractor does not respond to a request for pre-approval within one (I) hour. 

8.17.4. 7.2. The Contractor cannot be contacted. 

8.17.4. 7.3. The Contractor's representative and the treating physician cannot reach lU1 

agreement concerning the Member's care, and a plan physician is not available for 
consultation. In this situation, the Contractor shall give the treating physician the 
opportunity to consult with a plan physician, and the treating physician may 
continue with care of the patient until a plan physician is reached or one of the 
criteria of 42 C.F.R. §422. l 13(c)(3} is met. 

8.17.4.8. The Contractor shall limit charges to Members for Post-stabilization Care Services to 
110 11mount no greater than what the organization would charge the Member if he or 
she had obtained the services through a Managed Care Plan. 

8.17.4. 9. The Contractor's financial responsibility for post-stabilization care services it has not 
pre-approved ends, when one of the following circumstances has been met: 

8.17.4.9.1. A Contractor's physician with privileges at the treating hospital assumes 
responsibility for the Member's care. 

8.17.4.9.2. A Contractor's physician assumes responsibility for the Membl!l''s care through 
transfer. 

8. I 7.4.9.3. A Contractor's representative and the treating physicion reach an agreement 
concerning the Member's care. 

8.17.4.9.4. The Member is discharged. 

8.18. Coverage of Prescription Drugs 
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8.18.1. The Contractor shall establish o drug formulary for all Medically Necessary Covered 
Drugs with its own prior authorization criteria The fonnulary must include at minimum, 
the same drugs that the State funded plan provides (SMCN). 

8.18.2. The Contractor shall provide a Covered Drug if there is a Medical Necessity which is 
unmet by the Contractor's fonnulary product. 

8.18.3. rursuaot to 42 U.S.C. Section 1396r-8(d)(5), the Contractor shall develop and maintain 
a prior authorization pro1:,'111m for covered outpatient drugs for any medically necessary 
conditions. The prior outhorizotion program shall include the following: 

8.18.3.1. Provision of a telephonic or telecommunication response within twenty-four (24} 
hours of a request for prior authori7..itions, and 

8.18.3.2. The Controctor may authorize at least a seventy-two (72} hour supply of outpatient 
Covered Drugs in an Emergency situation when the prior authorization request is 
incomplete or additional information is needed. Emergency prior authorization 
shall be given retroactively if the drug had to be dispensed immediately for the 
Member's well-being. 

8.19. Responsibility Regarding Psychiatric and Medical Diagnoses 

8.19.1. 

8. I 9.1.1. 

8.19.1.2. 

8.19. 1.3. 

Inpatient Hospital Services 

The Contructor shnll be responsible for inpatient Hospital stays regardless of the 
primary diagnosis that requires inpatient care. 

The Contractor shall be financially responsible for the Hospital stay when the 
Member's primary diagnosis is medic.al in nature, even when the medical diagnosis 
includes some psychiatric procedures. 

The Contractor shall be financially responsible for inpntient services when the 
Member's primary diagnosis is psychiatric in nature, even when the psychiatric 
Hospitalization includes some medical conditions or procedures to treat a secondary 
medical diagnosis. 

8.20. 

8.20.1. 

Coverage for Emergency Services 

8.20.2. 

8.20.3. 

The Contractor shall not limit what constitutes on emergency medical condition on the 
basis of a list of diagnoses or symptoms. 

The Contractor shall be responsible for Emergency Services when the Member's primary 
diagnosis is medical in nature, even when the medical diagnosis includes some 
psychiatric conditions or procedures. 

The Contractor shall be responsible for Emergency Services when the primary diagnosis 
is psychiatric in nature even when the psychiatric diagnosis includes some procedures to 
treat a secondary medicul diagnosis. 

9. THIRD PARTY COORDINATION AND LIABILITY FOR COSTS 

9.1. If any injury or illness to a Member has occurred for which II third pQrty is lioble 1md the 
Member has the right to recover damages rrom that third party, the Contractor shall provide 
Covered Services reluted to any such illness or injury. The Contractor shall have a lien on 
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all funds recovered by the Member, up to the actual cost incurred by the Contractor, for the 
services and supplies provided to the Member. The Contractor may give notice of that lien 
to any party who may hnve contributed to the loss. 

9.2. The Contractor has the right to be subrogated to the Member's rights to the extent of the 
Covered Services received under this Contrnct. This includes the Contractor's right to bring 
suit agninst the third party in the Members name. The Contractor's right of reimbursement 
shall have first priority over any claim of a Member to be fully compensated for losses or 
damages suffered in connection with such injury or illness. 

9.3. All funds recovered from third parties up to the actual cost incurred by the Contractor for 
Covered Services provided to the Member, shall become the property of the Contractor. 

9.4. The Contractor shall have the same rights the Depnrtment has under C.R.S. §25.S-4-205( 4), 
for all months thnt the Client is n Member of the Contractor's Plan. 

9.5. The Contractor shall develop and implement systems nnd procedures to identify potential 
third parties that may be liable for payment of all or pnrt of the costs for providing Covered 
Services under this Contract. 

9.6. Potential third parties shall include any of the sources identified in 42 C.F.R. §433.138 
relating to identifying third parties. The Contractor shall cooperate with the Department to 
obtain information from other state and federal agencies and the Contractor shall cooperate 
with the Department in obtaining information from commercial third party resources. 

9.7. The Contractor shall actively pursue and collect from third party resources that hnve been 
identified except when the cost of pursuing recovery reasonably exceeds the amount that 
may be recovered by the Contractor. 

9.8. To assist in third party recoveries the Contractor shall have all rights afforded to the 
Deportment under C.R.S. §25. 5-4-30 I. 

9.9. The Contractor shall not restrict access to Covered Services due to the existence of possible 
or actual third party liability. 

9.10. The Contractor shall inform Members, in its written communications and publications thot 
Members shall comply with the Contractor's protocols including using Providers within 
the Contractor's Plan, prior to receiving Non-emergency medical care. The Contractor 
shall also inform its Members that failure to follow the Contractor's protocols will result 
in a Member being linble for the pnyment or cost of any care or services that the Contractor 
would have been liable to pay. If the Contractor substantively foils to communicate the 
protocols to its Members, the Member is not liable to the Contractor or the Provider for 
payment or cost of the care or services. 

9.11. The Contractor shall inform Members, in its written communications nnd publications, that 
when a third party is primarily liable for the payment of the costs of a Member's medical 
benefits, the Member shall comply with the protocols of the third party, including using 
Providers within the third party's network, prior to receiving non-emergency medical care. 

9.12. The Contractor shall also inform its Members, in its written communications and 
publications, that failure to follow the third party's protocols will result in a Member being 
liable for the payment or the cost of any care or any service that the third party would have 
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been liable to pay except that, if the third party or the service Provider substantively foils 
to communicate the protocols to the Member, the items or services the third party is liable 
for ore non-reimburs11ble under the tenns of this Contract and the Member is not liable to 
the Provider. 

9 .13. The Contractor shall include information in the Contractor's Member Handbook regarding 
its rights and the Member's obligations under this section of the Contract and C.R.S. §25.5-
4-301. 

9.14. The Contractor shall, on a quarterly basis, notify the Departments fiscal agent, us directed 
by the Department, of any third party payers identified by the Contractor. The Contractor 
shall submit the following information: 

9.14.1. State identification number. 

9.14.2. 

9.14.3. 

9.14.4. 

9.14.S. 

9.14.6. 

9.14.7. 

9.15. 

9 .15.1. 

Member's social securi ty number. 

Member's relationship to policyholder. 

Member's name, complete address, and telephone number. 

D11ytime telephone number where Memher can be reached. 

Covered Service recovered. 

Date and amount of Covered Service recovered. 

The Contractor shall provide a quarterly report lo the Department describing all third party 
recovery efforts and amounts recovered. The report shall include items listed in 9.14 for 
each recovery, and all net amounts recovered from third party resources. 

The Conll'actor shall deliver the report to the Department for review nnd approval. 

9.15. 1. 1. 

9 .15. 1.2. 

DELIVERABLE: Third Party Recovery Report 

DUE: Quarterly, according to the schedule in 15. 1.1.1. 

9.16. CoordinQtion of Benefits 

9.16.1. The Contractor shall identify and coordinate with all third parties against whom a 
Member may have a claim for payment or reimbursement for Covered Services so that 
no more than 100% of Covered Services incurred will be paid on behalf of the Member. 

9.16.2. None of the above rules as to coordination of benefits shall serve as a barrier to the 
Member first receiving Covered Services from the Contractor, but neither shall the 
Contractor be prohibited from exercising its full rights as a licensed HMO. 

9. I 6.3. The Contractor shall not be required to make such payment for circumstances in which 
it is not the primary pnyer. 

10. SERVICE DELIVERY 

10.1 . T he Contractor shall have written agreements with all Providers in its nct:\vork. 

10.2. Access 

10.2.1. Access lo Care Standards 
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10.2.1.1. 

10.2.1.2. 

10.2.1.3. 

10.2.1.4. 

10.2.1.5. 

10.2.1.6. 

I 0.2. I. 7. 

I 0.2. I. 7.1. 

10.2.1.8. 

10.2.1.9. 

10.2.1.10. 

The Contractor shall ensure that its network is sufficient to meet the requirements for 
every Member's nccess to care to: 

Serve all primary care and care coordination needs; 

Serve all behavioral health needs; and 

Allow for adequate Member freedom of choice amongst Providers. 

TI1e Contractor shall provide the same standard of cnre to nil Members, regardless of 
eligibility category. 

The Contractor shall ensure the Provider network is sufficient to support minimum 
hours of Provider operation to include service coverage from 8:00 a.m.- 5:00 p.m. 
Mountain Time, Monday through Friday. 

The Contractor's network shall provide for extended hours, outside the hours from 
8:00 a.m.- 5:00 p.m., on evenings and weekends and nltemntives for emergency room 
visits for after-hours urgent care. 

The Contractor shall ensure that evening and weekend support services for Members 
and families shall include access to clinical staff, not just an answering service or 
referral service staff. 

The Contractor shall implement a network management process and maintain an up­
to-date d11t11base or directory of contracted Providers approved to deliver services, 
which includes nil the information listed in Section 14. 1.3.6 of this contract. The 
Contractor shall ensure that the directory is updated at least monthly and shall be 
made available to the Department. 

The Contractor shall ensure thnt its network provides for twenty-four (24) hour a day 
avai111bility of informntion, referral and treatment of emergency medical conditions 
in compliance with 42 C.F.R. § 438.J(q)(l). 

The Contractor shalt ensure that its network complies with the time and distance 
standards in the following table: 
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PRIMARY AND SPECIALTY CARE NETWORK AND DISTANCE STANDARDS 

Urban County Rural County Frontier County 

Required Maximum Maximum Maximum Maximum Maximum Maximum 
Providers Time Distance Time Distance Time Distance 

(minutes} (miles) (minutes) (miles) {minutes} (miles) 

Pediatric 30 30 45 45 60 
Primary Care 
Providers 
Pediatric Specialty 30 30 45 45 100 
Care/ PT/ OT/ ST 
Providers 
Gynecology, 30 30 4S 4S 60 
OB/GVN 
Pharmacy 10 10 30 30 60 
Hospitals (acute 20 20 30 30 60 
care) 

10.2.1.11. The Contractor shall ensure that its network has a sufficient number of providers 
so lhat each Member has their choice of at least two (2) PCPs and OB/GYN within 
their zip code or within the maximum distance for their county classification. For 
Rural and Frontier areas, the Department may adjust this requirement based on the 
number and location of available Providers. 

BEHAVIORAL HEALTH NETWORK TIME AND DISTANCE STANDARDS 

60 

100 

60 

60 
60 

Urban County Rural County Frontier Countv 
Required Maximum Maximum Maximum Maximum Maximum Maximum 
Providers Time Distance Time Distance Time Distance 

(minutes} (miles) (minutes) (miles) {minutes) I miles) 

Hospitals (acute 20 20 30 30 60 60 
care) 

Psychiatrists and 30 30 60 60 90 90 
other psychiatric 
prescribers; 
serving children 
Mental Health 30 30 60 60 90 90 
Provider; serving 
children 

Substance Use 30 30 60 60 90 90 
Disorder 
Provider; serving 
children 
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I 0.2. I. I I. I. In the event that there are less than two (2) practitioners that meet the provider 
standards within the defined area for 11 specific Member, then the Contractor 
shall not be bound by the requirements of the prior paragraph for that Member. 

I 0.2.1.11.2. The Contractor shall use GeoAccess or o comparable service to measure the 
distance between the Members and the Providers in the Contractor's Region. 

I 0.2. I .12. The Contractor shall ensure that its behavioral health network meets the time and 
distance standards described in the table below for each practitioner type listed. 

10.2.1.13. The Contractor shall ensure that its behavioral health network hns II sufficient 
number of Providers so that each Member has their choice of at least two (2) 
behavioral health providers within their zip code or within the maximum distance 
for their county classification. For Rural ond Frontier areas, the Department may 
adjust this requirement based on the number and location of available providers. 

10.2. 1.13. I. In the event that there are no behavioral heulth providers who meet the 
behavioral health provider standards within the defined area for a speci tic 
Member, then the Contractor shall not be bound by the time and distance 
requirements of the prior table for that Member. 

10.2. 1.13.2. The Contractor shall use GeoAccess or a comparable service to measure the 
distance between the Members and the behavioral health providers in the 
Contractor's Region. 

10.2.1.14. The Contractor shall ensure that its network meets the following pmctitioner to 
Members ratios and distance standards: 

10.2.1.14.l. Pediatric primary care providers: One (1) PCP Provider per eighteen hundred 
(1,800} child Members. 

I 0.2. 1.14. I. I. PCP includes Physicians designated to practice Family Medicine and 
General Medicine. 

10.2.1. I 4. 1.2. Physician specialists designated to practice Internal Medicine, Infectious 
Disease, OB/GYN 1md Pediatrics shall be counted os either a PCP or 
Physician specialist, but not both. 

10.2.1.14.2. Pediatric Physician Specialist to Members ratio: One (I) practitioner per 
eighteen hundred ( I ,800) child Members. 

I 0.2.1.14.2.1. Physician specialist includes Physicians designated to practice Cardiology, 
Otolaryngology/ENT, Endocrinology, Gastrocnterology, Neurology, 
Orthopedics, Pulmonary Medicine, General Surgery, Ophthalmology and 
Urology. 

10.2.1.14.2.2. Physician specialists designated to practice Internal Medicine, Infectious 
Disease, OB/GYN and Pediatrics shall be counted as either II PCP or 
Physician specialist, but not both. 

10.2. 1.14.3. Pediatric mental health providers: One (I) practitioner per eighteen hundred (I ,800) 
child Members. 
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I 0.2.1.14.4. Substance use disorder providers: One (I) practitioner per eighteen hundred (1,800) 
Members. 

10.2.1.15. The Contructor shall provide female Members with direct access to a women's health 
specialist within the network for Covered Services necessary to provide women's 
routine and preventive health care services. This is in addition to the Member's 
designated PCP if that source is not a women's health specialist. 

I 0.2.1.16. The Contractor shall provide for a Member to receive a second opinion from 11 

qualified Health Core Professionul within the network or arrange for the Member to 
obtain one outside the network if there is no other qualified Health Care Professional 
within the network, at no cost to the Member. 

10.2.1.1 7. The Contractor shull ensure that all Members have appropriate nccess to certified 
nurse practitioners and certified nurse midwives, as set forth at 42 C.F.R. §438.102(a), 
as amended, through ei ther Provider ai,,reements or Reforrals. This provision shnll not 
be interpreted as requiring the Contractor to provide any services that are not Covered 
Services under this Contract. 

10.2.1.18. The Contractor shall comply with all requirements described in 10 CCR 2505-10, 
§8.205.5.and 42 C.F.R §438.207. The Contractor shall follow the Safe Harbor 
Standards in its network of Providers that serve predominately low-income, 
mcdically-underserved individuals, such as Health Care Providers defined in section 
340B(a){4} of the Public Health Service Act, and Providers described in section 
!927(c)(l)(D)(i}(IV) of the Social Security Act as set forth by section 221 of Public 
Law 111 - 8. 

10.2.1.19. The Contractor shall utilize best efforts to implement the Colorado Medical Home 
Standards set forth in Exhibit G, Children's Basic Health Plan Medical Home 
Stnndards, to ensure that all children on the CHP+ Program have access to II Medical 
Home. 

I 0.2. 1.20. The Contractor shall make assurances that Covered Services to Members wilt be 
accessible without unre.asom1ble delay. 

I 0. 2. 1.2 I. The Contractor shall maintain sufficient Indian or Tribnl Providers in the network to 
ensure time! y access to services available under the Contract for Ind inn or Tribal 
Members who are eligible to receive services from such Providers, in accordance with 
the American Recovery nnd Reinvestment Act of 2009. 

I 0.2. 1.2 l. I. Indian or Tribal Members eligible to receive services from 1111 Indian or Tribal 
Provider in the network are permitted to choose that Indian or Tribal Provider as 
their PCMP, as long as that provider has the capacity to provide services. 

I 0.2.1.22. The Contractor shall establish clinicnlly appropriate scheduling guidelines for various 
types of appointments necessary for the provision of primary and specialty care 
including, but not limited to: 

I 0.2. 1.22. I. Routine physicals. 

I 0.2.1.22.2. Diagnosis and treatment of acute pain or injury. · 

10.2. 1.22.3. Follow-up appointments for chronic conditions. 
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10.2.1.23. The Contractor shall ensure that its scheduling guidelines meet, at a minimum, all of 
the following standards: 

10.2.1.23.1. Urgently Needed Services shall be provided within twenty-four {24) hours of 
notification of the Member's need for those services to the Member's PCP or the 
Contractor. 

I 0.2.1.23.2. Outpatient Follow-up Appointments - within seven (7} days after discharge from a 
hospitalization. 

10.2. 1.23.3. Non-emergent, non-urgent medical problem shall be provided within thirty (30) 
calendar days. This thirty (30) calendar day standard does not apply to appointments 
for regularly scheduled visits to monitor a chronic medical condition if the schedule 
calls for visits less frequently than once every thirty {30) calendar days. 

10.2.1.23.4. Non-urgent, symptomatic care shall be scheduled within seven (7) calendar days of 
the Member's request for services. 

I 0.2.1.23.5. Non-symptomatic well care physical examinations shall be scheduled within thirty 
(30) calendar days, unless an appointment is required sooner lo ensure the 
recommended screenings in accordance with the American Academy of Pediatrics 
(AAP) accepted Bright Futures schedule. 

I 0.2.1.23.6. Emergency Behavioral Health Care - by phone within fifteen ( I 5) minutes after the 
initial contact, including TTY accessibility; in person within one (I) hour of contact 
in Urban and suburban areas, in person within two (2) hours after contact in Rural 
nnd Frontier areas. 

10.2.1.23. 7. Non-urgent, Symptomatic Behavioral Health Services - within seven (7) days after 
a Member's request. 

10.2.1.23.7.1. The Contractor shall not consider administrative intake appointments or group 
intake processes as a treatment 11ppointment for non-urgent, symptomatic care. 

I 0,2, I .23. 7.2. The Contractor shall not place Members on waiting lists for initial routine service 
requests. 

10.2.1.23.8. The Contractor shall tnke actions necessary to ensure that all primary care, Core 
Coordination, and behaviornl health services covered under this Contract are 
provided to Members with reasonable promptness, including but not limited to the 
following: 

10.2.1.23.8.1. Utilizing out-of-network Providers. 

I 0.2. I .23.9. The Contractor shall establish policies and procedures to ensure continuity of care 
for all Members transitioning into or out of the Contractor's enrollment, 
guaranteeing that a Member's services are not disrupted or delayed. 

10.2.1.23.10. The Contractor shall have a system in place for monitoring patient load in their 
Provider network and recruit Providers as necessary to assure adequate access to all 
covered services. 

10.2.1.24. The Contractor shall make these scheduling guidelines available to the Department 
for review prior to implementation. 
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10.2.1.25. In the event that the Department detennines that the guidelines are unacceptable to 
the Department, then the Contractor shall immediately modify those guidelines to 
comply with the Department's request. 

10.2.1.25.1. The Contractor shall communicate all scheduling guidelines in writing to 
Porticipating Providers. 

10.2.1.25.2. The Contractor shall create and maintain an effective organizational process for 
monitoring scheduling and wait times, identifying scheduling and wait time issues 
that do not comply with its guidelines, and taking appropriate corrective action. 

10.2.2. 

10.2.2.1. 

10.2.2.2. 

10.2,2.3. 

10.2.3. 

10.2.3.1. 

10.2.4. 

10.2.4.1. 

Out ofNet\vork Providers 

In the event thut the Contractor is unable to provide any Covered Service to a Member 
from a Provider within it~ network, then the Contractor shall provide that service 
through a Provider that is not within its network promptly, and without compromising 
the Member's quality of care or heolth. 

The Contractor shall ensure that the cost to the Member for ony service provided by 
the Contractor from a Provider that is not within the Contractor's Plan is not greater 
than the cost to that same Member if that Member had received the service from a 
Provider that was within the Contractor's Plan. 

The Contractor shall work with any Provider that is not within its network with respect 
to any payment that the Contractor must make to the Provider to meet the 
requirements of section I 0.2.2. All payments from the Contractor to a Provider that 
is not within the Contractor's Plan shall be made in accordance with C.R.S. §25.5-4, 
unless otherwise negotiated bet\vcen the Contractor and that Provider. 

Geographic Access 

The Contractor shall ensure that all Urban County, Rural County, and Frontier County 
Members it accepts have access to an Essential Community Provider within a travel 
time oflhirty (30) miles or thirty (30) minutes, forty five ( 45} mi les or forty five (45) 
minutes, ninety (60} miles or ninety (60) minutes respectively whichever urea is 
larger, to the extent such services arc available and Providers are qualified and willing 
to contract with the Contractor on reasonable terms offered by the Contractor. 

Service Availability 

The Contractor shall ensure that Members, including Members with Disabilities, have 
a point of access to appropriate services available on a 24-hour per day basis, and 
have written policies and procedures for how the Contractor will meet this 
requirement. The Contractor shall communicute this infonnation to Participating 
Providers and Members and have a routine monitoring mechanism to ensure that 
Participating Providers promote and comply with these policies and procedures. 
These policies and procedures shall address, at a minimum, the following 
requirements: 

10.2.4.1.1. Emergency Services shall be avai lable twenty-four (24) hours per duy, seven {7) 
days per week. 
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I 0.2.4.2. If Participating Providers do not comply, the Contractor shall take corrective action 
and notify the Department of the action taken as required pursuant to 42 C.F.R. 
§438.206( c)( I)( vi). 

10.3. Service Arca Standards 

I 0.3.1. The Department will make any final dctennination regarding the Contractor's suitability 
for providing Covered Services to Members within any specific Service Area. 

10.3.2. At least sixty (60} calendar days prior to the Contractor's expected expansion date, 
Contractor shall provide the Department with written notice, and a service plan analysis 
when seeking to expand into a new Service Area or expand the eligibility categories 
served. Such written notice and anolysis shall include, but not be limited to: 

I 0.3.2.1. An analysis by the Contractor concerning whether its Provider Net\vork is adequate 
to serve Members in the proposed county, able to provide the full scope of benefits, 
and can comply with the standards for access to care os specified in this Contract. 

I 0.3.2.2. The name of the proposed county or counties in which the Contractor is licensed by 
the Colorado Division of Insurance to conduct business as a Health Maintenance 
Orgonization (HMO). 

I 0.3.2.3. A demonstration that the Contractor has the capacity to serve the expected Enrollment 
in that Service Area. 

10.3.2.4. A demonstration that the Contractor maintains a sufficient number, mix, and 
geographic distribution of Providers of services. 

I 0.3.2.5. Assurances that Covered Services in Exhibit E to Members will be accessible without 
unreasonable delay. 

10.3.3. The Contractor may discontinue providing Covered Services to Members within an 
entire county within the Contractor's Service Area, by providing no less than sixty (60} 
calendar days prior written notice to the Department of the Controctor's intent to 
discontinue such services. Such discontinuance of the provision of Covered Services 
shall be effective on the first day of the month following conclusion of the sixty (60) 
colendor day notice period. 

10.3.4. If the Contractor fails to maintain an adequate network, as defined in C.R.S. § I 0-16-704, 
that provides Members with access to PCPs within a county in the Contractor's Service 
Area, the Department may designate that county os a mixed county for the purpose of 
offering the option of a CHP+ plan or the state's self-funded network to eligible 
Members by providing the Contractor o thirty (30) calendar day written notice. If it is 
determined by the Department that the health or safety of Members are compromised by 
the lack of access, this designation may occur immediately. 

I 0.4. Selection and Assignment of PCPs 

10.4.1. The Controctor's Plan shall provide the Members with a meaningful choice in selecting 
a PCP. The Contractor shall ullow, to the extent possible and appropriate, each Member 
to choose a PCP. 
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10.4.2. 

10.4.3. 

10.5. 

10.5. I. 

If a Member does not select a PCP, the Contractor shall assi1:,,n the Member to a PCP and 
notify the Member, by telephone or in writing, ofthllt Member's PCP's name, location, 
and oftice telephone number. 

The Contractor shnll in no way prohibit or restrict a Participating Provider, who is acting 
within the lawful scope of practice, from advising a Member ubout any aspect of his or 
her health status or medical care, advocating on behalf of a Member, advising about 
alternative treatments that may be self-administered, including the risks, benefits nnd 
consequences of treatment or non-treatment so that the Member receives the information 
needed to decide among all available treatment options and can make decisions regarding 
the Member's own health care, regardless of whether such care is a Covered Service 
under this Contract. This section shall not be construed as requiring the Contractor to 
provide any service, treatment or benefit that is not a Covered Service under this 
Contract. 

Coordination of Care 

The Contractor shall have written policies and procedures to ensure timely coordination 
with any of a Member' s other Providers for the provision of Covered Services lo that 
Member. 

10.S. l. I. The Contractor shall implement the~e procedures in a manner that promotes and 
assures service accessibility, attention to individual needs, continuily of care, 
maintenance of health, and Independent Living. The polici~ and procedures shall 
also address the coordination nnd provision of Covered Services in conjunction with 
other medical and behavioral henlth plans that may be providing services to the 
Member and ensure that, in the process of coordinnting care, each Member's privacy 
is protected consistent with the confidentiality requirements in 45 C.F.R. §§ 160 and 
164. 

I 0.S.2. The Contractor shall coordinate with the Member's mental health Providers, if the 
Member has mental heulth Providers, to facilitate the delivery of mental health services 
in conjunction with the provision of Covered Services, as appropriate. 

I 0.5.2.1. The Contractor may cover, in addition to services covered under the state plan, any 
services necessary for compliance with the requirements for parity in mental health 
and substance disorder benefits, within the scope of benefits stipulated in the 
Contract. 

10.5.3. In addition to effor1s made as part of the Contractor's internal quality assessment and 
improvement program, the Contractor's Care Coordination system shnll include, but is 
not limited to: 

10.S.3. I. Procedures for, and the capacity to: 

10.5.3. I. I. Provide an individual needs assessment after Enrollment, and at any other necessary 
time, that includes the screening for Special Health Care Needs. Special Health Care 
Needs may include, but are not limited to, mental health, high risk health problems, 
functional problems, language or comprehension barriers and other complex he,alth 
problems. 
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10.5.3.1.2. Develop an individual treatment plan os necessnry based on the needs assessment 
and to avoid duplication of treatment. 

I 0.5.3.2. The Conttactor shall produce a treatment plan for enrollees with Special Health Care 
Needs who are detennined through assessment to need a course of treatment or 
regular core monitoring. The treatment plan must be: 

10.5.3.2.1. Developed by the enrollee's primary care provider with enrollee participation, and 
in consultation 1Yi.th 11ny specialists caring for the enrollee; 

10.5.3.2.2. Approved by the Contractor in a timely manner, if this approval is required by the 
Contractor, and 

I 0.S.3.2.3. Any treatment plans produced by the Contractor shall be in accordance with any 
applicable State quality assurance and utilization review standards. 

I 0.5.3.2.4. Establish treatment objectives, trentment follow-up, the monitoring of outcomes and 
a process to ensure that treatment plans are revised as necessary. 

10.5.3.2.5. Accommodate the specific cultural and linguistic needs of the Contractor's Members 
and shall allow Members with Special Health Care Needs direct access to a 
specialist as appropriate for the Member's condition and medical needs. 

I 0.5.3.3. Procedures designed to address those Members who may require services from 
multiple Providers, facilities and agencies and who require complex coordination of 
benefits and services. 

10.5,3.3.1. The Contractor must also implement procedures to deliver care to and coordinate 
services for all enrollees for the following: 

I 0. 5.3. 3. I. I. Th.e services between settings of care, including appropriate discharge planning 
for short term and long-term hospital and institutional stays; 

10.5.3.3.1.2. The services the enrollee receives from any other MCO, PIHP, or PAHP; 

10.5.3.3.1.3. The services the enrollee receives in FFS Medicaid or FFS CHP+; and 

I 0.5.3.3. 1.4. The services the enrollee receives from community and social support providers. 

10.5.3.4. A strategy to ensure that all Members, and those Members' authorized fomily 
Members or guardians, are involved in trcattncnt planning and consent to nny medical 
treatment. 

10.5.3.5. Procedures and criteria for making Referrals and coordinating care by specialists, 
subspecialists and community-based organizations that will promote continuity as 
well as cost-effectiveness of care. 

10.S.3.6. Procedures to provide continuity of care for newly Enrolled Members to prevent 
disruption in the provision of Medically Necessary services. These procedures may 
include, but are not limited to, the following: 

I 0. S. 3 .6.1. Appropriate Care Coordination staff trained to evaluate and h11ndle individunl case 
transition and care planning. 

I 0. 5. 3 .6.2. Assessment for detennining if appropriate technology and equipment are available. 
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I 0.5.3.6.3. Procedures for ev11luating adequacy of P11rticipating Providers. 

l0.5.3.6.4. Clearly written criteria and procedures that are made available to all Participating 
Providers, staff and Members regarding how to initiate case planning. 

10.5.3.6.5. Transitions of Care: The Contractor shall provide continuity of care for Members 
who arc involved in multiple systems and experience service transitions from other 
Medical Assistance pro1,,rams and delivery systems. 

10.5.3.6.6. Continued Services to Members: The Contr11ctor shall comply with the state's 
transition of care policy to ensure the continued access to services during a transition 
from one Medical Assistance program/ MCO to another, as required in 42 C.F.R. § 
438.62 

I 0.5.4. The Department may review any of the Contractor's procedures relating to Care 
Coordination and d irect changes to the procedures that it determines to be in the best 
interest of the Department or the Members. 

10.6. Per~ons with Special Health Care Needs 

10.6.1. The Contrnctor shall have sufficient experienced Providers with the nbility to meet the 
unique needs of all Members who are Persons with Special Health Core Needs. If 
necessary primary or specialty care cannot be provided within the Contractor's Plan, the 
Contractor shall make arrangements for Members to access these Providers outside the 
network. The Contractor shall implement procedures to share the results of its 
identification and assessment of that Member's needs with other Providers serving the 
Member with Special Health Care Needs, in order to prevent duplication of those 
activities. 

10.6.2. The Contractor shall implement mechanisms within thirty (30) calendar dnys lo assess 
each Member identified as a Person with Specinl Health Cnre Needs in order to identify 
any ongoing special conditions of the Member that requires a course of treatment or 
regular care monitoring. 

I 0.6.3. The Contractor shall allow Pernons with Special Health Care Needs who use specialists 
frequently for their health care to muintain these types of specialists as PCPs or be 
allowed direct access or a standing Refem1I to specialists for the needed care. 

10.6.4. 

10.6.4.1. 

10.6.4.2. 

Continuation of Care for Persons with Special Health Care Needs 

The Contractor shall inform any new Member who is a Person with Special Health 
Care Needs as defined in 10 CCR 2505-10, §8.205.9, in accord11nce with 42 C.F.R 
§438.208, that the Member may continue to receive Covered Services from the 
Member's current Provider for sixty (60) calendar days from the date of Enrollment 
in the Contractor's Plan. The Member may only continue to receive Covered Services 
from the Member's current Provider if the Member is in an ongoing course of 
treatment with that Provider and the previous Provider agrees as specified in C. R.S. 
§25.5-5-406( I )(g). 

The Contractor shall inform a new Member with Special Health Care Needs that the 
Member may continue to receive Covered Services from ancillary, or non-network, 
Providers at the level of care received prior to Enrollment in the Contractor's Plan, 
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for II period of seventy-five (75) calendar days, as specified in C.R.S. §25.5-5-
406(J)(g). 

I 0.6.5. The Contractor shall infonn a new Member who is in her second or third trimester of 
pregnnncy, that she may continue to see her current Provider until the completion of 
post-partum care directly related to the delivery, as specified in C.R.S. §25.5-5-
406( 1 )(g). 

10.6.6. The Contractor shall establish and maintain procedures and policies to coordinate health 
care services for children with Special Health Care Needs with other agencies or entities 
such as those dealing with mental health and substance use disorders, public health, home 
and community-based care, Developmental Disabilities, local school districts, child 
welfare, IDEA programs, Title V, families, caregivers and advocates. 

10.7. Early Intervention Services and Support 

10.7.t. Contractor will provide Early Intervention (El) Services and Support as described in 
C.R.S. 27-10.5 part 7. 

10.7.2. Contractor shall provide El Services and Support by participating in the EI trust, in 
accordance with C.R.S. 27-10.5-709. 

I 0. 7 .3. If Contractor does not meet the requirements specified in C.R.S. 27-10.5-709, Contractor 
shall develop a process in coordination with the Department to ensure El Services and 
Support are provided in accordance with C.R.S. 27-10.5 part 7 which shnll include, but 
not be limited to the following steps: 

10.7.3.1. The Department will confirm CHP+ eligibility and Enrollment for CHP+ Members 
that are provided by the EI Program Coordinator. 

10. 7.3.2. Within thirty (30) calendar days of notification from the Department, the Contractor 
shall submit funds in the amount established by the EI Program in the approved CHP+ 
Member's name. 

10.7.3.3. The Contractor shall, upon the CHP+ Members exit from early intervention services 
or discontinuation of CHP+ eligibility, notify the EI trust. All unused monies 
deposited in the EI trust on behalf of the eligible CHP+ Member, infant or toddler that 
are not expended shall be returned no later thnn ninety (90) c.alendar days after the 
end of the calendar year. 

10.7.3.4. The El Program Coordinntor shall provide Contractor with a report specifying the 
amount of benefits paid to certified Early Intervention Service Brokers for services 
provided to an eligible infant or toddler during the prior calendar year, including the 
amount paid to each certified Early Intervention Service Broker and the services 
provided to an eligible infant or toddler no later than April first (I st) of each Contract 
year. 

10.7.4. The Contractor shall not be responsible for services funded by the trust ond shnll ensure 
that any qualified early intervention Provider that receives reimbursement for services 
funded by the trust fund shall accept such reimbursement 11S payment in full for services 
under C.R.S. Section 10-16-104(1.3), and shall not seek additional reimbursement from 
either the eligible infant's or toddler's family or the carrier. 
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10.8. Accommodation of Members with Disabilities or Special Health Care Needs 

I 0.8.1. The Contractor shall promote accessibility and availability of Medically Necessary 
Covered Services, either directly or through subcontracts, to ensure that appropriate 
services and accommodations are mode available to Members with a Disability or any 
Members with Special Health Care Needs. Covered Services for Members with 
Disabilities or Special Health Care Needs must be provided in such a manner that will 
promote Independent Living and Member participation in the community at large. 

10.8.2. The Contractor shall fucilitate culturally and linguistically appropriate care, by 
complying with the following requirements: 

10.8.2.1 . Establish and maintain policies to reach out lo specific cultural and ethnic Members 
for prevention, health education and treatment for diseases prevalent in those groups. 

I 0.8.2.2. Maintain policies 10 provide health care services that respect individual health care 
attitudes, beliefs, customs and practices of Members related to culturul affiliation. 

I 0.8.2.3. Muke a reasonable effort to identify Members whose cultural norms and practices 
may affect their access to health care. Such efforts may include inquiries conducted 
by the Contractor of the lan1:,'llage proficiency of Members during the Contractor's 
orientation calls or being served by Participating Providers, or improving access lo 
health care through community outreach and Contractor publications. 

10.8.2.4. Develop and provide cultural competency training programs, as needed, to the 
network Providers and Contractor staff regarding all of the following: 

10.8.2.4. I. Health care attitudes, values, customs and beliels that affect access 10, and benefit 
from health care services. 

10.8.2.4.2. The medical risks associated with the Member population's racial, ethnic and 
socioeconomic conditions. 

10.8.2.S. Make available written translation of Contractor materials, including Member 
Handbook, correspondence and newsletters. 

I 0.8.2.5. 1. Written Member infonnation and correspondence shall be made available in 
languages spoken by prevalent non-English speaking Member populations within 
the Contractor's Service Arca as directed by the Department or as required by 42 
C.F.R. §438. 

I 0.8.2.6. Develop pol icies and procedures, as needed, on how the Contractor will respond to 
requests from Participating Providers for interpreter services by a Qualified 
Interpreter. This shall occur particularly in Service Areas where lan1:,'Uage may pose a 
barrier so that Participating Providers can: 

I 0.8.2.6.1. Conduct the appropriate assessment and treatment or non-English speaking 
Members, including Members with a Communication Disability. 

10.8.2.6.2. Promote accessibility and availability of Covered Services, at no cost to Members. 

10.8.2. 7. Develop policies and procedures on how the Contractor will respond to requests from 
Members for interpretive services by a Qualified Interpreter or publications in 
a lternative fonnats. 

E:t:hihit B-1. Contr.11;1 Numh~T: 1 S-•0l448/\I 

rage 59 of 124 



10.8.2.8. Make a reasonable effort, when appropriate, to develop and implement a strategy to 
recruit and retain qunlified, diverse and culturally competent clinical Providers that 
represent the racial and etlulic communities being served. 

I 0.8.2.9. Provide access to interpretative services by a Qualified Interpreter for Members with 
a hearing impnirment in such a way that it will promote accessibility and availability 
of Covered Services. 

10.8.2.10. Develop and mointnin written policies and procedures to ensure compliance with 
requirements of the Americans with Disabilities Act of 1990 and Section 504 of the 
Rehabilitation Act of 1973. 

I 0.8.2.1 I. Arrange for Covered Services to be provided through agreements with non• 
Participating Providers when the Contractor does not have the direct capacity to 
provide Covered Services in an appropriate manner, consistent with Independent 
Living, to Members with Disabilities. 

10.8.2. I 2. Provide access to TDD or other equivalent methods for Members with a hearing 
impnirment in such a way that it will promote accessibility and avnilability of Covered 
Services. 

10.8.2.13. Make Member information available for Members with visual impairments, 
including, but not limited to, Braille, large print or audiotapes. For Members who 
cannot read, Member information must be available on audiotape. 

I 0.9. Preventative Health Services 

I 0.9.1. The Contractor shall establish and maintain a comprehensive program of preventive 
health services for Members. The Contractor shall ensure that Members with a Disability 
have the same access to preventative health services os other Members. The program 
shnll include written policies and procedures, involve Participating Providers and 
Members in their development and ongoing evnluation, and are a part of the Contractor's 
comprehensive quality assurance program as specified in Section 12 of this Statement of 
Work. The Contractor's program of preventive health services shall include, but is not 
limited to: 

I 0.9.1.1. Risk assessment by a Member's PCP, or other qunlified professionals specializing in 
risk prevention who are part of the Contractor's Participating Providers or under 
Contract to provide such services, to identify Members with chronic or high risk 
illnesses, n Disability or the potential for such conditions. 

I 0.9.1.2. Health education and promotion of wellness programs, including the development of 
appropriate preventive services for Members with a Disability to prevent further 
deterioration. The Contractor shall also include the distribution of infonnation to 
Members to encourage Member responsibility for following guidelines for preventive 
health. 

I 0.9.1.3. Evaluntion of the effectiveness of health preventive services, including monitoring 
nnd evaluation of the use of sele<:t preventive henlth services by at•risk Members. 

I 0.9. 1.4. Procedures to identify priorities and develop guidelines for approprinte preventive 
services. 
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10.9.1.5. Processes to inform and educate Participating Providers about preventive services, 
involve Participating Providers in the development of programs and evnluute the 
effectiveness of Participating Providers in providing such services. 

I 0 .10. Services Delivered Only to Members 

I 0 .10.1. The Contractor ~hall ensure that Providers operating under the Contractor's Plan supply 
services only to Members. It is the responsibility of the Provider to verify that the 
individual receiving medical services is II Member on the date of service, whether the 
Contractor or the Department is responsible for reimbursement of the services provided 
and whether the Contractor has authorized II Referral or made special arrangements with 
a Provider, when appropriate. If a Provider has verified eligibility nnd Enrollment as 
specified by the Department, the Department will reimburse the Contractor for the claim 
if the Department is responsible for the reimbursement of that claim. 

It. COMPLIANCE AND MONITORING 

I I. I. Utili:-.ation Management 

11 .1.1. The Contractor shall follow CMS re1:,,ulations regarding Utilization Management in 42 
C.F.R. §438, e1 seq. 

11 .1.2. The Contractor shall establish and maintain a utilization management program to 
moni tor access to and appropriate utilization of covered services that is compliant with 
42 C.F.R. §§438.905 an<l 438.910, et seq. The program shall be under the direction of an 
appropriately qualified clinician. Utilization determinations shall be based on written 
criteria and guidelines developed or adopted with involvement from practicing providers 
or nationally recognized standurds. The utilization management process shall in no way 
impede timely access to services. 

I I. l .2.1. The Contractor may not impose Aggregate Lifetime/Annual Dollar Limit (AL/ADL) 
on Mental Health/Substance Use Disorder (MM/SUD) benefits. 

11.1.3. The Contractor shall ensure that any decision to deny a Service Authorization request or 
to authorize II service in un amount, duration, or scope that is less than requested, be 
made by a health care professional who hus appropriate clinical expertise in treating the 
Member's medical, behavioral health, or long-term services and supports needs. 

11.1.4. Utili:;,,ation Management review shall be conducted under the direction of a qualified 
clinician. 

11.1.5. The Contractor and its subcontractors must have in place, und follow, written policies 
and procedures for processing requests for initial nnd continuing authori:;,.atiuns of 
service. 

11.1.6. The Controctor shall have a mechanism in effect to ensure consistent application of 
review criteria for authorization decisions and consultation with the requesting Provider 
when appropriate. 

11 .1. 7. Prior authorization and benefit decisions shall involve a health care professional who has 
appropriate clinical expertise in treating the Members' condition or disease. 
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11. 1 .8. The Contractor shall notify the requesting Provider of any decision to deny II service 
authorization request or to authorize a service in an amount, duration or scope that is less 
than requested. The notice to the Provider may be oral or in writing. 

11.1.9. The Contractor shall give the Member written notice of any decision to deny a service 
authorization request or to authorize a service in on amount, duration, or scope that is 
less than requested. Notice must meet the requirements listed in 42 C.F.R. §438.404. 

11. l .10. Standard authorization decisions shall be made and the Member notified as expeditiously 
as the Members health condition requires, not to exceed ten { I 0) calendar days following 
the receipt of the request for service, with a possible extension of up to fourteen ( 14) 
additional calendnr days if: 

11.1.10.1. The Member or Provider requests an extension. 

I I. I. I 0.2. The Contractor justifies to the Department a need for additional infonnation and how 
the extension is in the Member's interest. 

11. I. 11. Expedited authorization decisions are those cases in which the Provider indicates that 
following the standard timeline could seriously jeopardize the Member's life or health 
or ability to maintain or regnin maximum function. 

11.1.12. Expedited authorization decisions must provide notice as expeditiously as the Members 
health condition requires and no later than three (3) business days after receipt of the 
request for service. Contractor may extend the three (3) business days' time frame by up 
to fourteen (14) calendar days if: 

11.1.12. l. The Member or Provider requests an extension. 

I I. I. I 2.2. The Contractor justifies to the Department II need for additional information and how 
the extension is in the Member's interest. 

11.1.13. The Contractor shall provide infonnation to Members and Pnrticipating Providers, in 
appropriate formats, about how the Contractor's Utilization Management Program 
functions and is utilized to determine the Medical Necessity of Covered Services. This 
infonnation shall include appropriate points of contact with the program, contact persons 
or numbers for infonnation or questions, and information about how to initiate Appeals 
related to Utilization Management determinations. 

I 1.1.14. The Contractor shall provide information to Members, at the time of the Member's 
Enrollment that includes, but is not limited to, the purpose of the Contractor's Utilization 
Management Program and how the program works. 

11.1.15. The Contractor shall provide inform11tion to Participating Providers, at the time an 
agreement with that Provider is executed, that includes, but is not limited to, necessary 
information and guidelines to enable the Provider to understand and participate 
appropriately in the Utilization Management Program. 

I I. I. I 6. The Contractor shall maintain data systems sufficient to support Utilization Management 
review program activities and to generate management reports that enoble the Contractor 
to effectively monitor and manage Covered Services, Grievances and Appeals and 
Disenrollments for rensons other than loss of CHP+ eligibility. 
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11.2. Serious Reportable and Never Events 

11.2. I. The Contractor shall track a ll Serious Reportable Events as described in Exhibit H, 
Serious Reportable Events or Never Events and any service with the Pre~nt on 
Admission (POA) indicator at the time of a Hospital admission. 

11.2.2. The Contractor or rendering Provider shall not bill the Member or CHP+ for POA related 
services. 

11.2.3. Members sholl not be billed for the balance of claims for the portion denied by CHP+. 

I I .2.4. Contractor shall not reimburse any Provider for the additional costs resulting from the 
Hospital Acquired Conditions (HAC) and Serious Reportable Events in Exhibit H. 

11.2.5. Contractor shall keep a log of nil inpatient Hospital claims that contain HAC, including 
a list of those that resulted in an overpayment. 

11.2.6. Claims assigned to a higher Diagnosis Related Group (DRG) or DRG with 
Complications and Co-morbidities (CC) shall be reassigned to II lower DRG or DRG 
without CC when appropriate based on diagnoses that were not acquired during the 
Hospitalization. 

11.2.7. The Contractor shall identify those claims ussigned to a DRG with CC due to the 
presence of diagnoses and procedure codes different from lhe ones associated with 
Serious Reportable Events {SRE}, as set forth in Exhibit H, that were acquired during 
the Hospital stay. In such instances, claim re-assignment to a DRG without CC may not 
be appropriate. 

11.2.7.1. If the selected condition is present on admission and the claim was assigned to a DRG 
with CC, the claim shall remoin in its original assignment. 

11 .2.8. The Contractor shall track reporting quarterly to conform to the State Fi~cal Year (SFY). 
Contractor shall have ninety (90) days after the end of any quarter to provide data 
according to the reporting schedule in 15. I. I. I. 

11.3. Site Reviews 

11.3.1. The Department may conduct Site Reviews of the Contractor's, Suhcontmctors' or 
Participating Providers' locations on an annual basis or more frequently if the 
Department determines more frequent reviews to be necessQry. 

11 .3.2. The Department will conduct these Site Reviews for the purpose of determining 
compliance by the Contractor with opplicuble Department regulations and the 
requ irements of this Contract. In the event that right of acce~~ i~ requested under this 
section, the Contractor and/or its Subcontractors or Participating Providers shall, provide 
and make available staff to assist in the audit or inspection effort. 

11.3.3. All inspections or audits will be conducted in a manner that will not unduly interfore 
wi th the performance of the Contractor's, Subcontractor's or Participating Providers' 
provision of care. 

11.3.4. Contractor shall provide adequate space on the premises to reasonably accommodate 
Department, state or federal personnel conducting the audit or inspection effort. 
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11.3.5. An emergency or unannounced review may be required in instances where patient safety, 
qunlity of medical care, potential fraud or financinl viability is at risk. The Department 
may determine when an emergency review is required in its sole discretion. 

11.3.6. For Non-emergency Site Reviews, the Contractor shall participate in the previelV of the 
monitoring instrument to be used as part of the assessment and shall be contacted for 
mutually agreed upon dates for a Site Review. 

I 1.3.6. 1. Final notice of the Site Review schedule and a copy of the monitoring instrument will 
be moiled lo the Contractor at least thirty {30) calendar days prior to the visit. The 
Contractor shall submit copies of policies, procedures, manuals, handbooks, reports, 
and other requested materials to facilitate the Department's Desk Audit prior to the 
Site Review. The Contractor shall have a minimum of thirty (30) calendar days to 
submit the required materials for Non-emergency reviews. 

11.3. 7. Where policies, procedures, programs, and plans are required by this Contract or 
Department regulations, the Contractor shall maintain and provide internal documents 
that clearly demonstrate all such requirements. 

I 1.3.7.1. Such internal procedures must detnil responsibilities of the Contractor, where the 
Contractor is required to communicate to Providers; documentlltion shall exist outside 
of the Contractor's internal policies and procedures, generally in the fonn of direct 
Provider correspondence or a Provider manual. Exceptions can be made for a single 
source for Provider and Contractor documents if the Contractor clearly specifies in 
the documents the role of the Contractor and the role of the Provider. Where the 
Contractor is required lo communicate to Members, documentation shall exist outside 
the Contractor's internal policies and procedures, generally in the form of direct 
Member correspondence or the Member Handbook. 

11.3.8. The Contractor shall make available to the Department and its agents for Site Review, 
all records and documents related to the execution of this Contract, either on a scheduled 
bnsis as noted elsewhere in this section, or immediately on an emergency basis. Delays 
in the availability of such documents and records may subject the Contractor to remedial 
actions, as speci fled in this Contract. These records and documents shall be maintained 
according to statutory or general accounting principles and shall be easily separable from 
other Contractor records and documents. 

11.3.9. A written report of the site visit will be transmitted lo the Contractor within fortY five 
(45} calendar days of the Site Review. The Contractor shall be allowed thirty {30} 
calendar days to review the preliminary report and respond to the findings. The final 
report will indicate areas of strength, suggestions for improvement, and required actions. 
A copy of the Site Review report and Contractor response will be transmitted to the 
Colorado Department of Regulatory Agencies, Division of Insumnce. 

I 1.3.10. The Contractor shall respond to any required actions, if necessary, ,vith II corrective 
action plan within thirty (30) calendar days of the final written report, spedfying the 
action to be taken to remedy any deficiencies noted by the Department or its agents and 
time frames to implement these remedies. The corrective action plan is subject to 
approval by the Department. The Department will monitor progress on the corrective 
action plan until the Contractor is found to be in complete compliance. Department will 
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notify the Contractor in writing when the corrective actions have been completed, 
accepted and the Contractor is considered to be in compliance with Department 
regulations and this Contract. 

11.3.10.1. The Department may extend the time frame for corrective action in its wle discretion. 
The Department may also reduce the time frame for corrective action if delivery of 
Covered Services for Members is adversely affected or if the time reduction is in the 
best interests of the Members, as determined by the Department. For corrective action 
plans affecting the provision of Covered Services to Members, the Contractor shall 
ensure thnt Covered Services are provided to Members during all corrective action 
periods. 

11.3.10.2. Any data submitted by the Contractor to the Department or its agents nfter the last site 
visit day will not be accepted towards compliance with the visit in the written report. 
This data will only apply toward the corrective action plan. 

11.3.1 ! . The Department review staff shall notify the Department if the Contractor was found to 
be seriously out of compliance or uncooperntive with the Site Review process or the 
corrective action plan. 

I 1.3.12. The Site Review may include reviews or a sample of Participating Providers to ensure 
that Providers have been educated and monitored by the Contractor about the 
requirements under this Contract. 

11.4. Contr.ictor Review of Studies, Inspections, Site Reviews and Audits 

11.4. I. The Department will submit the resull~ of any studies, inspections, Site Reviews or audits 
of the Contractor, or its Subcontracton; or Participating Providers, lo the Contractor for 
review. The Contractor shnll have thirty (30) Calendar Days to review the results of the 
study or audit prior to the Department releasing those results to the public. The 
Department may consider the Contractor's review or comments before releasing those 
results to the public. 

11.5. Compliance Monitoring 

11.5. I. Upon the Department 's request, the Contractor shall submit to the Department any 
appropriate infonnation necessary for the Depurtment to issue a Certificate of Creditable 
Coverage on behalf of a Member whose eligibility for CHP+ has ended as the 
Department is required to do under the Health Insurance Portability nnd Accountubility 
Act of 1996 {HIPAA), 42 U.S.C. §!320d - 1320d-8, and its implementing re1:,•1.ilations. 

11.6. Other Monitoring Activities 

I 1.6.1. 

11.6.1.1. 

11.6. 1.2. 

I 1.6.2. 

The Contractor shall participate in and respond to other Department compliance 
monitoring activities, including but not limited to: 

Appeals analysis to identify trends in the CHP+ Pro1:,,r.un and among CHP+ plans. 

Other reviews as determined by the Department. 

The Contractor shall authorize the accrediting entity lo provide Uie Department a copy 
of its most recent accreditation review, including: I) accreditation status, survey type, 
and level; 2) accreditation results, including any recommended actions or improvements, 
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corrective action plans, or summaries of findings; and 3) expiration date of the 
accreditation. 

12. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 

12.1. The Contractor shall maintain an internal quality assessment and performance 
improvement program that complies with all provisions of Subpart b of 42 C.F.R. 
§438.330. 

12.2. The scope of the Contractor's internal quality assessment and perform11I1ce improvement 
program shall be comprehensive and shall include, but not be limited to: 

12 .2. I. Practice Guidelines 

12.2.1.1. The Contractor shall develop practice guidelines for the following: 

12.2.1.1.1. Perinatal, prenatal and postpartum care for women. 

12.2.1.1.2. Conditions related to Persons with II Disability or Special Health Care Needs. 

12.2.1.1.3. Well child care. 

12.2.1.2. The Contractor shull ensure that practice guidelines comply with the following 
requirements: 

12.2.1.2.1. The guidelines are based on valid and reliable clinical evidence or II consensus of 
Health Care Professionals in a particular field. 

12.2. I .2 .2. The guidelines consider the needs of the Member. 

12.2.1.2.3. The guidelines are adopted in consultation \vith Purticipating Providers. 

12.2. 1.2.4. The Contractor reviews and updates the guidelines at least every two (2) years. 

I 2 .2 .1.3. The Contractor shall disseminate the practice guidelines to nil affected Providers and, 
upon request, to Members, the Department, other non-Members and the public at no 
cost. 

12.2.1.4. The Contractor shall ensure that decisions regarding Utilization Management, 
Member education, Covered Services and other areas to which the guidelines apply 
are consistent with the guidelines. 

12.3. Performance Improvement Projects (PIP) 

12.3.1. The Contractor shall conduct one (I) PIP that is designed to achieve, through ongoing 
measurements and intervention, significant improvement, sustained over time, in clinical 
care and nonclinical care areas that are expected to have a favorable effect on health 
outcomes and Member satisfaction. 

12.3.2. PIPs shall follow all requirements ns outlined in the External Quality Review 
Organiution (EQRO) Protocol Validating PIPs, and as directed by the Department. 

12.3.3. The Contractor shall conduct PIPs on topics selected by CMS when the Department is 
directed by CMS to focus on a particular topic. 

12.3.3.1. At least once per year, the Department will review the impact and effectiveness of 
the quality assessment and performance improvement program of the Contractor, 
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including I) the Contractor's performunce on the measures on which it is required 
to report; 2) the outcomes and trended results of each Contractor's performance 
improvement projects; and 3) the results of any efforts by the Contractor to support 
community integration for enrollees using long-term services and supports. 

12.3.4. The Contractor shall report the status and results of each PIP as parl of the annual EQRO 
quality report and when requested by the Department. The results of each PIP shall be 
submitted in sufficient detail to allow the Department to validate the projects. 

12.3.5. The Contractor shall complete PIPs in a reasonable time period in order to facilitate the 
integration of project findings and information into the overall quality assessment and 
improvement program, and to produce new information on qU11lity of care each year. 

12.4. Performance Measurement Data 

12.4.1. Healthcare Effectiveness Data and Information Set (HEDIS) 

12.4.1.1. The Contractor shall calculate and submit specified HEDIS measures as determined 
by collaboration between the Department and the Contractor's quality improvement 
committee. 

12.4.1.2. The Contractor shall nnalyze and respond to results indicated in lhe HEDIS measures. 

12.4.1.3. The Contractor shall cont.met with an external entity to pcrfonn an external audit of 
the HEDIS measures according to HEDIS and EQRO protocols. 

12.4.1.4. Any failed audit that nullifies more than three (3) required HEDIS measures is 
considered non-compliant with this requirement, und the Contractor shall make all 
necessary changes to ensure that the requirement is completed. 

12.4.2. Mandatory Federal Performance Measurements 

12.4.2. 1. The Contractor shall calculate additional performance measures as required by the 
Department nnd CMS. 

12.4.3. 

12.4.3.1. 

Member Satisfaction 

12.4.3.2. 

12.4.3.2.1. 

12.4.3.2. 1. 1. 

12.4.3.2.1.2. 

12.4.3.2. I .3. 

12.4.3.2.1.4. 

In uccordance with CHIPRA section 402{a)(2), CHP+ programs arc required to report 
results from National Committee on Quality Assurance {NCQA) / AHRQ's 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) Health Plan 
Survey, on an annual basis. 

The Contractor shall monitor Member perceptions of accessibility and adequacy of 
services provided by the Contractor. 

The Contractor shall use tools to measure these Member perception which shall 
include, at a minimum, 

Member surveys, 

Anecdotal information, 

Grievance nnd Appeals dnta and 

Enrollment and Disenrollment informution. 
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12.4.3.3. The Contractor shall develop and implement a two (2) year CAHPS Health Plan 
Survey Corrective Action Plan for the Globnl Rating and Composite Measure areas 
of the CAHPS Health Plan Sw-vey that report a score that is less than the National 
Medicaid fiftieth {50th) percentile of the NCQA HEDIS Benchmarks and Thresholds 
for Accreditation. 

12.4.3.3.1. Modifications shall be made as requested by the Department. 

12.4.3.4. The Contractor shall utilize CAHPS Health Plan Survey data to draft and implement 
a corrective action plan, as directed by the Department which may include, at a 
minimum: 

12.4.3.4.1. 

12.4.3.4.2. 

12.4.3.4.3. 

12.4.3.5. 

12.4.3.5. I. 

12.4.3.5.2. 

12.4.3.6. 

12.4.3.6.1. 

12.4.3.6.2. 

12.4.3.7. 

12.4.3.8. 

12.4.3.8.1. 

12.4.3.8.2. 

12.4.3.8.3. 

12.4.3.8.4. 

12.4.3.9. 

12.4.3.9.1. 

CAHPS Health Plan Survey data. 

A draft CAHPS Health Plan Survey final report provided by the Department. 

A CAHPS Health Plan Survey final report provided by the Department. 

The Contractor shall deliver the final CAHPS Health Pinn Survey Corrective Action 
Plan to the Department for review and approval and to the Department's EQRO. 

DELIVERABLE: CAHPS Health Plan Survey Corrective Action Plan. 

DUE: Within 60 (sixty) days of the Department's provision of the draft CAHPS 
Health Plan Survey final report and supporting documentation to Contractor. 

The Contractor shall submit a CAHPS Health Plan Survey Corrective Action Plan 
Status Update every six {6) months. Modifications to the CAHPS Health Plan Survey 
Corrective Action Plan may be made at this time when approved or required by the 
Department. 

DELIVERABLE: Corrective Action Plan Status Update. 

DUE: Every six (6) months. 

At the end of the CAHPS Health Plan Survey Corrective Action Plan's two (2) year 
period, the Contractor shall submit II CAHPS Health Plan Survey Corrective Action 
Plan Final Report on its CAHPS Health Plan Survey Corrective Action Plan. 

The CAHPS Health Plan Survey Corrective Action Plan Final Report shnll include, 
at a minimum: 

A summary of all Contractor's activities. 

Contractor's successes in implementing the CAHPS Health Plan Survey Corrective 
Action Plan. 

Any shortfalls in the CAHPS Health Plan Survey Corrective Action Plan and areas 
that need improvement. 

Recommendations for improvement in the area of provider and health system 
performance. 

The Contractor shall deliver the CAHPS Health Pan Survey Corrective Action Plan 
Final Report to the Department for review and approval. 

DELIVERABLE: CAHPS Health Plan Survey Corrective Action Plan Final Report. 
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12.4.3.9.2. DUE: Upon completion of the CAHPS Health Plan Survey Corrective Action Plan's 
two (2) year period or as the timefr11me is modified under Section 12.4.3.12 and 
I 2.4.3.13 

12.4.3.10. If, after the two (2) year corrective action plan period, the Contractor continues lo 
receive 11ny score that is less thun the Nutional Medicaid fiftieth {50th) percentile of 
the NCQA HEDIS Benchmarks and Thresholds for Accreditation, the Contractor 
shall work wilh the Department and the Department's EQRO to create a new CAHPS 
Health Plan Survey Corrective Action Plan under !his Section. 

12.4.3.11. The CAHPS Health Plun Survey Corrective Action Plan and modifications arc subject 
to approval by the Department. 

12.4.3.11. I. The Department will monitor progress on the CAHPS Health Plan Survey 
Corrective Action Plan until the Contractor meets the state performance goals. 

12.4.3.11.2. The Department will notify the Contractor in writing when the CAHPS Health Plan 
Survey Corrective Action Plan is accepted and the Contractor is considered to have 
met goals with Department expectations and this Contract. 

12.4.3.12. The Deparlmenl may extend the time frame for corrective action in its sole discretion. 
The Department may also reduce the time l'rame for corrective action if delivery of 
Covered Services for Members is adversely affeclc<l or if the time reduction is in the 
best interests of the Members, as determined by the Department. 

12.4.3.13. For CAHPS Health Plan Survey Corrective Action Plans affecting the provision of 
Covered Services to Members, the Conlraclor shall ensure that Covered Services are 
provided to Members during all corrective action periods. 

12.4.3. 14. The Contractor shall comply with all provisions of the Department approved CAHPS 
Health Pinn Survey Corrective Action Plan. 

12.4.4. Mechanisms to Detect Over and Under Utilization 

12.4.4.1. The Contractor shall implement and maintain mechanisms lo detect over and 
underutilization of services. These mechanisms may incorporate those developed for 
the Contractor's Utilization Management Program. 

12.4.5. Quality of Care Concerns 

12.4.5.1 . The Contractor shall investigate any alleged quality of care concerns. 

12.4.5.2. In response to a request from !he Department in rela tion to any quality of care concern, 
the Contractor shall submit a letter to the Department that includes a brief but clear 
desl-"liption of the issue, the efforts that the Contractor took lo investigate the issue 
and the outcome of the review as determined by the Contractor. 

12.4.5.2. 1. The outcome description shall include whether or not the issue was found to be a 
quality of care issue, and what action the Contractor intends to take with the Provider 
or Providers involved, The leuer shall not include any names of the persons 
conducting the investigation or participating in any peer review process. 

12.4.5.2.2. The letter shall be delivered to the Department within ten ( IO} husine.~s days of the 
Department's request. Upon request, !he Department may allow 11dditional time to 
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investigate and report. If the Contractor refers the matter to a peer review process, 
it shall infonn the Department of that referral. 

12.4. 5 .3. Notwithstanding any other provision of this Contract, the Contractor may not disclose 
any infonnation that is confidential by law. 

12.4.5.4. After the letter is received by the Department, ifthere is a request for public disclosure 
pursuant to the Colorado Open Records Act al C.R.S. §24-72-203, the Department 
will assert any applicable exemptions and, if none apply, will petition the court 
pursuant to C.R.S. §24-72-204(6)(a). to prohibit disclosure. 

12.4.6. Quality hnprovement Committee 

12.4.6.1. The Contractor shall have a Quality Improvement Committee. 

12.4.6.1.1. The committee shall be comprised of appropriate Department staff, representatives 
from participating Health Maintenance Organizations, and external experts as 
necessary. 

12.4.6.1.2. The purpose of the committee shall be to assess 1md implement measures of quality, 
access, and customer satisfaction in the delivery of Covered Services to Members. 

12.4.6.1.3. The Contractor shall produce data and information as necessary to support the 
objectives of the Quality Improvement Committee, as mutually agreed by the 
parties. 

12.4.6.2. The Contractor shall participate in the Department's Managed Care Quality 
Improvement Committee (MQulC) to provide input and feedback regarding quality 
improvement priorities, performance improvement topics and measurements and 
specifics of reporting fonnats and time frames, and other collaborative projects. 

12 .4. 7. Program Impact Analysis 

12.4.7.t. The Contractor shall maintain a process for evaluating the impact and effectiveness 
of the quality assessment and improvement program on at least an annual basis. 

12.4.7.2. Upon request by nny Provider or Member, this infonnation shall be made available 
to Providers and Members at no cost. 

12.4.8. Quality Improvement Work Plan 

12.4.8.1. The Contractor shall provide a quality improvement work plan to the Department. 

12.4.8.1.1. The plan shall describe current and future quality assessment and perfonnance 
improvement activities. 

12.4.8.1.2. The plan shall integrate findings and opportunities for improvement identified in 
HEDIS, Balance Scorecard and Department Focused Goals Reporting, Member 
satisfaction surveys, PIPs and other monitoring and quality activities as required by 
the Department. 

12.4.8.1.3. The plan is subject to the Department's approval. 

12.4.8.1.3.1. DELIVERABLE: Quality Improvement Work Plan. 

12.4.8.1.3.2. DUE: Annually, by September 30 of each year of the Contract. 
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12.4.9. External Review 

12.4.9.1. The Contractor shall participate in an annual external independent review of quality 
outcomes, timeliness of, and access to the services covered under this Contract. 

12.4.9.1.1. 

12.4.9. I. I. I. 

12 .4.9 .1.1.2. 

12.4.9.1.1.J. 

12.4.9.1.1.4. 

12.4.9.1.1.5. 

12.4.9.1.1.6. 

12.4.9.2. 

12.4.9.3. 

The external review may include but not be limited to all or any of the following: 

Medical Record review. 

Performance improvement projects and studies. 

Surveys. 

Calculation and audit of quality and utilization indicators. 

Administrative data analyses. 

Review of individual c11Ses. 

For external review activities involving Medical Record abstraction, the Contractor 
shall be responsible for obtaining copies of the Medical Records from the sites in 
which the services rc11cctcd in the Encounter occurred. 

The Contractor shall participate in the development and design of any external 
independent review studies to nsse:;s und assure quality of care. The final study 
spccifiC,\ltions shall be at the discretion of the Department. 

12.4.10. Heallh Information Systems 

12.4.10.1. The Contractor shall maintain II health information system that collects, analyzes, 
integrates and reports data pursunnt to 42 C.F.R. §438.242. The system shall provide 
information on areas including, but not limited to, utilization, Grievances and 
Appeals, Encounters and Disenrollment. 

12.4. I 0.2. The Contractor shall collect data on Member and Provider characteristics and on 
services furnished to Members. 

12.4.10.3. The Contractor shull muke ull collected data available to the Department and to CMS 
upon request. 

12.4.10.3.1. The Contractor shall ensure that data received from provider is accurate and 
complete by: 

12.4. 10.3.1.1. Verifying the accuracy and timeliness of reported data; 

12.4. 10.3.1.2. Screening the data for completeness, logic, and consistency; and 

12. 4.10.3 .1.3. Collecting service informution in standardized formats to the extent feasible and 
appropriate. 

12.4. I 0.4. The Contractor shall make timely, good faith and reasonable efforts to work with the 
Depar1ment and any of the Department's contractors, as directed by the Department, 
in order to promote efficiency nnd the health and wel fore of Members and meet the 
requirements and timelines set forth in the Health Information Technology for 
Economic and Clinical Health (HITECH) provisions of the American Recovery and 
Reinvestment Act of2009 (ARRA} nnd subsequent rules. 
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12.4. 10.S. Contractor shall prepare, for CHP+ Members, the required files for submission of 
medical and pharmacy claims and eligibility 11nd Provider data to the Colorado All 
Payer Claims Database in compliance with HBI0-1330, as codified in C.R.S. §25.5-
1-204. 

12.4.10.6. Contractor shall work with the Colorado Department of Public Health and 
Environment to submit immunization information for all covered Members to the 
Colorado Immunization Information System (CHS) on at least a monthly basis per 
CllS's Health Level 7 or Flat file specifications. 

12.4.1 I. The Contractor shall provide occurrence rates for the identified measures per the 
specifications provided by the Department no later than December 16th each year for the 
previous calendar year. 

12.4.11. I. DELIVERABLE: Occurrence Rates 

I 2.4.11.2. DUE: No later than December 16th for the previous calendar year 

12.4.12. Measure DEV: Developmental Screening in the First Three Years of Life. CHP+ plan 
shall provide rates using CPT code 96 I I 0. 

12.4.13. If specifications for this measure change, the Department will notify the Contractor as 
soon as possible to ensure the changes may be implemented by the Contractor for the 
reporting period for which the changes are implemented. 

13. RESPONSIBILITIES OF THE CONTRACTOR, DEPARTMENT, AND MEMBERS 

I 3.1. The Member is responsible for tracking copayments and notifying the Department if 
copayments exceed the maximum allowed in Title XXI of the Socio! Security Act (5% of 
the Member's family's gross annual income}. 

13.2. The Department will notify Clients upon determination of eligibility for the Program, that 
the individual Member has responsibility for tracking copayments and notifying the 
Department if copayments exceed the maximum. 

13.3. The Contractor is responsible for outlining, in the Member Handbook, the Member's 
responsibility for tracking copayments and notifying the Department if copayments exceed 
the maximum allowed. 

13.4. If the Member reaches the maximum allowable copayment and notifies the Department, 
the Department will provide the Member with an adhesive sticker to be attached to his or 
her Identification Card to be used to notify any Provider that the copayment is no longer 
required for that Member. 

I 3.5. The Contractor shall not charge any copayment for any Member who has reached the 
maximum allowable copayment amount, os indicated by a special adhesive sticker attached 
to the Member's Identification Card. 

13.6. The Contractor shall apply all copayment maximums as described in Title XXI of the 
Social Security Act annually, and shall be renewed on the first day of the Member's new 
Enrollment year. 
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13.7. 

13.8. 

13.8.1. 

13.8.2. 

13.8.3. 

13.8.4. 

13.8.5. 

13.8.6. 

13.8.7. 

The Member is responsible for paying an annual Enrollment fee based upon a schedule 
established by the Department that re!lects income level and number of children within the 
Member's family, as specified in Program rules. 

Remedies: In addition to any other remedies provided for in this Contract, and without 
limiting its remedies otherwise available by law, the Department may exercise the 
following remedial actions if the Contractor substantially fails to satisfy or perform the 
duties and obligations in this Contract. Substantial failure to satisfy the duties and 
obligations of this Contract shall be defined to mean significant insufficient, incorrect, or 
improper perfornumce, activities, or inaction by the Contractor. These remedial actions are 
as follows: 

Suspend new Enrollment in Contractor's Plan; and/or 

Require the removal of II particular geographic area, in which the failure exists, from the 
Contractor's Service Arca; and/or 

Request the removal from work on the Contract of Providers, employees or agents of the 
Contractor whom the Department justifies as being incompetent, careless, insubordinate, 
unsuitable, or otherwise unacceptable, or whose continued employment on the Contract 
the Department deems lo be contrary to the public interest or not in the best interest of 
the State; and/or 

Deny payment or recover reimbursement for those services or obligations which have 
not been performed and which, due to circumstances caused by the Contractor, cannot 
be performed or if performed would be of no value to the Department. Denial of the 
amount of payment must be reasonably related to the value of work or performance lost 
to lhe Department; and/or, 

Tenninate this Contract for default, in accordance with Section 17.2, Termination for 
default, of this SOW. 

The above remedies are cumulative and the Department, in its sole discretion, may 
exercise any or all of them individually or simultaneously. 

Notice provided to the Contractor pursuant to this Section shall include a description of 
those actions/standards the Contractor must achieve to avoid remedial action(s) and a 
time frame in which such actions/standards must be implemented. Contractor losses due 
to remedial action shall not be returned to the Contractor upon achieving compliance. 

14. MEMBER AND PROVIDER ISSUES 

14.1. l\llcmbcrlssucs 

14.1.1 . Member Services, Rights, Responsibilities, Grievances and Appeals 

14.1.1.1. Contractor must comply with any applicable federal and state laws that pertain to 
Member righl~ and ensure that its staff and atii!iated Providers take those rights into 
account when furnishing services lo Members. 

14.1.1.2. The Contractor shall establish and maintain written policies and procedures for 
treating all Members in a manner that is consistent with 11II the following rights: 
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14.1.1.2.1. Each Member is guaranteed the right to be treated with respect and with due 
consideration for his or her dignity and privacy. 

14.1.1.2.2. Each Member is guaranteed the right to receive information on available treatment 
options and alternatives, presented in a moMer appropriate to the Member's 
condition 1111d ability to understand. 

14.1.1.2.3. Each Member is guaranteed the right to participate in decisions regarding his or her 
health care, including the right to refuse treatment. 

14.1.1.2.4. Each Member is guaranteed the tight to be free from any form of restraint or 
seclusion used as a means of coercion, discipline, convenience, or retaliation. 

14.1.1.2.5. Each Member is guaranteed the right to request and receive a copy of his or her 
Medical Records, and to ~uest that they be amended or corrected, as specified in 
45 C.F.R. Part 164. 

14.1. 1.2.6. Each Member is free to exercise his or her tights, and that the exercise of those rights 
does not adversely affect the way the Contractor, subcontractors, Providers or the 
Deportment treats the Member. 

14.1.1.2.7. To receive, from the Provider and nt the times specified in 42 C.F.R. §489.102, 
information concerning the implementation of Advance Directives, including a clear 
and precise statement of limitation if the Provider cannot implement an Advance 
Directive on the basis of conscience. 

14.1.1.2.7.1. The information shall include the Adult Member's rights under this Contract, the 
Contractor's policies regarding the implementation of those rights and o statement 
regarding the fact that Grievances concerning noncompliance with the Advance 
Directive requirements may be filed with the State Department of Public Health 
and Environment. Such information shall be provided in writing or an alternate 
fonnat appropriate for the Member. Changes in state law shall be reflected in the 
Contractor's written material no later than ninety {90) calendar days afler the 
effective date of the change. 

14.1.1.3. The Contractor shall have \vritten policies guaranteeing each Member's right to 
receive information on the managed care program and plan into which he/she is 
enrolled. 

14.1.2. 

14.1.2.1. 

14.1.3. 

14.1.3.1. 

Member Responsibilities 

The Contractor shall establish and maintain \vritten policies and procedures regarding 
the tights and responsibilities of Members that incorporate the rights and 
responsibilities identified by the Department in this Contr4Ct. These policies and 
procedures shall include the components described in this Section and address the 
elements listed in Exhibit K, Member Handbook Requirements. 

Written Policies, Procedures and Information Relating to Members 

The Contractor shall make its written materials that are critical to obtaining services, 
including, at a minimum, provider directories, enrollee handbooks, appeal and 
grievance notices, and denial and termination notices available in the prevalent non• 
English languages in its particular service area. 
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14.1.3.2. The Contractor shall ensure that all of the written materials meet the following 
requirements: 

14.1.3.2. I. 

14.1.3.2.2. 

14.1.3.2.3. 

14. 1.3.3. 

14.1.3.4. 

14.1.3.5. 

14.1.3.6. 

14.1.3.6.1. 

14.1.3.6.2. 

14.1.3.6.3. 

14.1.3.6.4. 

14.1.3.6.5. 

14.1.3.6.6. 

14. 1.3 .6. 7. 

14. I .3.6.8. 

14.1 J.7. 

Are available in alternative formats upon request of the potential enrollee or enrollee 
at no cost. 

Include taglines in the prevalent non-English languages in the state, as well as large 
print, 18 point font, explaining the availability of written translation or oral 
interpretation to understand the infonnation provided. 

Include taglines in the prevalent non-English languages in the state, as well as large 
print, 18 point font, explaining the availability of the toll -free and Teletypewriter 
Telephone/Text Telephone (TTY/TOY) telephone number of the MCP's 
member/customer service unit. 

The Contractor shall make interpretation services, including oral interpretation and 
use of auxiliary aids such as TTY/TDY and American Sign Language (ASL}, free of 
charge to each enrollee. 

That all written materials for potential enrollees and enrollees are in a font size no 
smaller than 12 point. 

Include on all written materials a large print tagline (18 point font) and infonnation 
on how to request auxiliary aids and services, including materials in alternative 
fonnats. 

For each of the following provider types covered under this Contract • physicians, 
including specialists; hospitals; phannacies; behavioral health providers; and Long­
Term Services and Supports (LTSS) providers, as appropriate, the Contractor shall 
make the following information on the Contractor's network providers available to 
the enrollee in paper form upon request and electronic form: 

Names, as well as any group affiliations, 

Street addresses, 

Telephone numbers, 

Website URLs, as appropriate, 

Specialties, as appropriate, 

Whether network providers will accept new enrollees, 

The cultural and lin1:,•1.iistic cupabilities of network providers, including languages 
(including ASL) offered by the provider or a skilled medical interpreter at the 
provider's office, and whether the provider has completed culturul competence 
training, 

Whether network provider's offices/facilities have accommodations for people with 
physical disabilities, including offices, exam room(s) und equipment. 

The Contr.ictor shall ensure that its provider network infonnation includes the 
following: 
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14.1.3.7. J. A paper provider directory must be updated at least monthly. 

14.1.3. 7.2. Ao electronic provider directory must be updated no later than 30 calendar days after 
the Contractor receives updated provider iofonnation 

I 4.1.3.8. The Contractor shall make the provider directory available on the Contractor's 
website in a machine readable file and fonnat as specified by the Secretary. 

14.1.3.9. The Contractor and its subcontractors must have in place and follow written policies 
and procedures for processing requests for initial and continuing authorizations of 
services. 

14.1.3.10. The Contractor shall provide to all Members, including new Members, a Member 
handbook. This Member h1111dbook shall include general information about services 
offered by the Contractor and complete statements concerning Member rights and 
responsibilities as listed in this section within a reasonable time after the Contractor 
is notified of the Enrollment. The Member handbook shall include all of the minimum 
requirements listed in Exhibit K. The Department may review the Member handbook 
upon request and the Contractor shall make any changes to the Member handbook 
directed by the Department within forty-five (45) days of the Department's request. 

14. I .3. I 0.1. The handbook information provided to the enrollee is considered to be provided if 
the Contractor: 

14.1.3.10.1.1. Mails a printed copy of the infonnation to the enrollee's mailing address. 

14.1.3.10.1.2. Provides the information by email after obtaining the enrollee's agreement to 
receive the information by email. 

14.1.3. 10. I .3. Posts the information on its website and advises the enrollee in paper or electronic 
form that the information is available on the Internet and includes the applicable 
Internet address, provided that enrollees with disabilities who cannot access this 
infonnation online are provided auxiliary aids and services upon request at no 
cost. OR 

14.1.3.10.1.4. Provides the infonnation by any other method that can reasonably be expected to 
result in the enrollec receiving that information. 

14.1.3.11. Written information provided to Members shall be written, to the extent possible, 11t 
the sixth (6th) grade level, unless otherwise directed by the Department. Written 
information shall be translated into other non-English languages prevalent in the 
Service Area, and provided in alternative formats as required in this Contract. The 
Contractor shall inform Members and potential Members that oral interpretation 
services are available for 1111y language, that written information is available in 
prevalent langunges and how the Member may access interpretation services free of 
charge. Prevalent population shall be established by the State. 

14.1.3.12. The Contractor may provide Members with similar information, in the same manner 
as that inform11tion is provided to private or commercial enrollees, but shall also 
provide Members with additional information ns appropriate to promote compliance 
with this Contract. 
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14. I .3. 13. The Contractor shall provide periodic updates to the Member handbook when needed 
to explain changes to the above policies. The Contractor shall submit the updates to 
the Department for review and approval. 

14. 1.3.13. !. The Member handbook shall be approved or disapproved by the Department in 
writing within forty-five (45) calendar days of receipt by Department. If the 
Member handbook is disapproved by the Department, the Department shall specify 
the reason(s) for disapproval in the written notice to Contractor. 

14. 1.3.13.2. The Contractor shall provide a copy of the policies on Members' rights and 
responsibilities to all Participating Providers and ensure that Participating Providers 
arc aware of infom1ation being provided to Members. 

14.1.3.13.3. The Contractor and its representatives shall not knowingly provide untrue or 
misleading information, as defined at §10-16-413 (l)(a)-(c), C.R.S., regarding the 
Contractor's Plan or Medical Assistance eligibility, to Clients or Members. 

14.1.3.14. Notices of Changes, Information and Actions 

14.1.3.14.1. The Contr.ictor shall notify all Members of their right to request and obtain the 
information listed in Section 14.1.3.1. at least once per year. 

14.1.3.14.2. If the Contractor chooses to provide required information electronically, it must 
observe the following requirements: 

14.1.3. 14.2.1. It must be in u format that is readily accessible. 

14.1.3. 14.2.2. The infonnation shall be placed in a location on the Contractor's website that is 
prominent and readily accessible. 

14.1.3.14.2.3. The infonnation shall be provided in an electronic form which can be 
electronically retained and printed. 

14.1.3.14.2.4. The infonnation is consistent with content and language requirements. 

14.1 J .14.2.S. The Contractor shall notify the enrollee that the information is available in paper 
fonn without charge upon request 

14.1.3.14.2.6. The Contractor shall provide, upon request, information in paper form within five 
( 5) business days. 

14. I J .14.3. The Contractor shall also notify Members of any significant changes in the 
following information at least thirty (30) calendar days prior to the effective date of 
the chunge. Significant changes include, but are not limited to: 

14.1.3. 14.3.1. The amount, duration and scope of Covered Services available in sufticient detail 
to ensure that Members understand the benefits to which they are entitled. 

14. 1.3 .14.3 .2. Procedures for obtaining Covered Services, including authorization requirements. 

14.1.3.14.3.3. The extent to which, and how, Members may obtain benefits, including family 
planning service.~, from out-ol~nctwork Providers. 

14.1.3.14.3.4. The extent to which, and how, after-hours and Emergency Services ore provided 
including: 
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14.1.3.14.3.4. l. 

14.1.3.14.3.4.2. 

14.1.3.14.3.4.3. 

14. 1.3.14.3.4.4. 

14. 1.3.14.3.4.5. 

14.1.3.14.3.5. 

14.1.3.14.3.6. 

14. 1.3.14.3.6.1. 

14.1.3.14.3.6.2. 

What constitutes an Emergency Medical Condition, Emergency Services and 
Post-Stabilization Care Services. 

The fact that prior authorization is not required for Emergency Services. 

The process and procedures for obtaining Emergency Services, including use 
of the 911 telephone system or its local equivalent. 

The locations of any emergency settings and other locations at which Providers 
and Hospitals furnish Emergency Services nnd Post-Stabilization Care Services 
covered under the contract. 

The fact that, subject to the provisions of this section, the Member has the right 
to use any Hospital or other setting for Emergency Services. 

Policy on Referrals for specialty care and for other benefits not furnished by the 
Member's Primary Care Physician. 

Any changes of cost sharing or co-payments that the Member is responsible for 
in relation to the receipt of a Covered service. 

All cost sharing and co-payments, if greater than zero, shall be implemented 
and imposed in accordance with 42 C.F.R. §447.50 through42 C.F.R. §447.82. 

The Contractor shall not charge a deductible, cost shoring or copayment charge 
upon the following categorically or medically needy individuals: 

14.1.3.14.3.6.2.1. Pregnant women 

14.1.3.14.3.6.2.2. American Indians 

14.1.3. 14.3.6.2.3. Native Alaskans 

14.1.3.14.3. 7. For a counseling or referral service that the Contractor does not cover because of 
moral or religious objections, the Contractor shall furnish information on how 
and where to obtain the service. 

14.1.3.15. Notice of Adverse Benefit Determination 

14. 1.3.15.1. If the Contractor denies coverage of or payment forn Covered Service to a Member, 
the Contractor shall send the Member a notice of adverse benefit determination 
approved by the Department thnt meets the following requirements: 

14.1.3.IS.J.t. Is in writing. 

14.1.3.15.1.2. ls available in the state-estnblished prevalent non-English languages in its region. 

14.1.3.1 S.1.3. Is available in alternative formats for persons with special needs. 

14.1.3.15.1.4. Is in an easily understood language and format. 

14.1.3.15.1.5. Explains the adverse benefit determination the Contractor or its subcontractor has 
taken or intends to lake. 

14.1.3.15. 1.6. Explains the re.asons for the adverse benefit determination, including the tight of 
the Member to be provided with reasonable access to and copies of all documents, 
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14.1.3.15.1.7. 

I 4. 1.3. I 5.1.8. 

14.1.3.15.1.9. 

records, and other information relevant to the Member's adverse benefit 
determination upon request and free of charge. 

Provides information about the Member's right to file an Appeal, or the Provider's 
right to file an Appeal when the Provider is acting on behalf of the Member as the 
Member's designated representative. 

Explains the Member's right to request a State Review. 

Describes the procedures for the Member to exercise their Appeal or Grievance 
rights. 

14.1.3.15.1.1 O. Describes the circumstances under which expedited resolution of an Appeal is 
available and how to request it. 

14.1.3.15.1.11. Explains the Member's right to have benefits continue pending the resolution of 
the Appeal, how to request that benefits be continued, and the circumstances 
under which the Member may be required to pay the costs of continued services. 

14.1.3.15. J. 12. A member's right to the appeals process available under the Child Mental Health 
Treatment Act (CMHTA), when applicable. 

14.1.3.15.2. The Contractor shall give notice according to the following schedule: 

14.1.3.15.2.1. At least ten (I 0) days before the date of action, if the adverse benefit determination 
is a termination, suspension or reduction or previously authorized CHP+ covered 
services. 

14.1.3.15.2.2. As few as five (5) days prior to the date of adverse benefit detennination if the 
Contractor has verified infonnation indicating probable beneficiary fraud. 

14.1.3.15.2.3. 

14.1.3.15.2.3.1. 

14.1.3.15.2.3.2. 

14.1.3.15.2.3.3. 

14.1.3.15.2.3.4. 

14.1.3.15.2.3.5. 

14.1.3.15.2.3.6. 

14.1.3.15.2.3.7. 

14.1.3.1 S.2.3.8. 

14.1.3.15.2.3.9. 

By the date of adverse benefit determination when any of the following occur: 

The recipient has died. 

The Member submits a signed written statement requesting service termination. 

The Member submits a signed written statement including infonnation that 
requires termination or reduction and indicates that the Member understands 
thnt service termination or reduction will occur. 

The Member has been admitted to an institution in which the Member is 
ineligible for Medical Assistance services. 

The Member's address is determined unknown based on returned mail with no 
forwarding address. 

The Member is accepted for Medical Assistance services by another local 
jurisdiction, state, territory or commonwealth. 

A change in the level of medical care is prescribed by the Member's physician. 

The notice involves an adverse determination with regard to preadmission 
screening requirements. 

The transfer or discharge from a focility will occur in un expedited fashion. 
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14.1.3.15.2.4. On the date of adverse benefit detennination when the adverse benefit 
determination is a denial of payment. 

14.1.3.15.2.5. As expeditiously as the Member's health condition requires, within ten (10) 
calendar days following receipt of the request for service, for standard 
authorization decisions that deny or limit services. 

14.1.3.15.2.5.1. The Contractor may extend the ten (10) calendar day service authorization 
notice timeframe ofup to fourteen {14) additional days if the Member or the 
Provider requests extension; or if the Contractor justifies a need for additional 
infonnation and shows how the extension is in the Member's best interest. 

14.1.3.15.2.5.2. If the Contractor extends lhe ten {10) day service authorization notice 
timeframe, it must give the Member written notice of the reason for the 
extension ond inform the Member of the right to file a Grievance if he/she 
disugrees with the decision. 

14.1.3.15.2.6. On the date that the timeframes expire, when service authorization decisions are 
not reached within the applicable timeframes for either standard or expedited 
service authorizations. 

14.1.3.15.2.7. For cases in which a Provider, or the Conlractor, detennine that following the 
standard authorization timeframe could seriously jeopardize the Member's life or 
health or his/her ability lo attain, maintain, or regain maximum function, the 
Contractor shall make an expedited service authorization decision and provide 
notice as expeditiously os the Member's health condition requires and no later 
than seventy-two (72) hours after receipt of the request for service. 

14.1.3.15.2.7.1. The Contractor may extend the seventy-two (72) hour expedited service 
authorization decision time period by up to fourteen (14) calendar days if the 
Member requests an extension, or if the Contractor justifies a need for 
additional infonnation and how the extension is in the Member's interest. 

14.1.3. I 5.2.8. If the Contractor do<?S not notify a Member of II service authorization decision 
within the timeframes in this section, the Contractor shall be deemed to have 
denied the service authorization and that Member shall have any rights relating to 
the service authorization that the Member would have if the Contractor hnd denied 
it. 

14.1.4. Appeal Process 

14.1.4. I. A Member's request for a review of any adverse benefit detennination, taken by the 
Contr11ctor in relation to that Member, shall be considered an appeal. 

14.1.4.1.1. The Contractor shall 111low Members, Providers acting on behalf of a member and 
with the Member's written consent, or a Designated Client Representative, to file an 
appeal within sixty (60) days from the dnte of the Contractor's notice of adverse 
benefit detenninatioo. 

14.1.4.1.2. A Member or a Provider shall be allowed to file an appeal either orally or in writing. 
If the Member or Provider files the appeal orally, the Contractor shall ensure that 
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the Memher or Provider is aware that they must file II signed, written appeal 
following the filing of oral appeal, unless an expedited appeal is requested. 

14.1.4.1.3. Within two (2) business days of Contractor receipt of the Member's or Provider's 
request for appeal, the Contractor shall send the Member a letter notilying the 
Member how they may receive a copy of the case file related to the appeal and how 
they can submit udditional infonnation wither in writing or in person to the 
Contractor. 

14.1.4.1.4. The Contractor shall resolve each Appenl and provide notice us expeditiously as the 
Member's health condition requests, and not to exceed ten ( I 0) working days from 
the day the Contractor receives the appeal. 

14.1.4.1.4.1. The Contractor may extend the timeframe for processing an Appeal by up to 
fourteen ( 14) calendar days if the Member requests; or the Contractor shows that 
there is a need for additional information and that the delay is in the Member's 
bt:St interest, upon state request. 

14.1.4.1.4.2. The Contractor shall provide the Member with written notice within two (2) 
calendar days of the reason for any extension to the timcframc for processing an 
Appeal that is not requested by the Member. 

14.1.4.1.5. When conducting an appeal, the Contractor shall: 

14.1.4.1.5.1. Ensure thnt oral inquiries seeking to appeal an action arc treated as appenls and 
confinn those inquiries in writing, unless the Member or the Provider requests 
expedited resolution 

14.1.4.1.5.2. Provide a reasonable opportunity 10 present evidence, and allegations of fact or 
law, in person as well as in writing. 

14.1.4.1.5.3. Allow the Member and the Member's representative opportunity, before and 
during the appeals process, to examine the Member's case file, including medicnl 
records, and any other documents and record~. 

14.1.4.1 .5.4. Consider the Member, the Member's representntive or the estate representative of 
a deceased Member as parties to the appeal. 

14.1.4.1.6. The Contractor shall ensure that decision makers on appeals were not involved in 
previous levels of review or decision-making. 

14.1.4.1.6.1. The decision maker shall be a health care professional with clinical expertise in 
treating the Member's condition or disease if any of the following apply: 

14.1.4.1.6.1.1. A denial appeal based on lack of medical necessity. 

14.1.4.1.6.1.2. Any appeal involving clinical issues. 

14.1.4.1.7. The Contractor shall provide written notice of the disposition of the appeal and shall 
make reasonable efforts to provide the Member oral notice of this disposition. The 
notice shall include: 

14.1.4. 1.7.1. The results and date of the Appeal resolution. 
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14.1.4.1.7.2. 

14.1.4.1.7.2.1. 

14.1.4.1.7.2.2. 

14.1.4.1.7.2.3. 

14. 1.4.1.7.2.4. 

14.1.4. 1.7.2.5. 

For Appeal decisions not wholly in the Member's favor, the Contractor shall 
include the following: 

Right to request a State Review, 

How to request a State Review, 

The right to continue to receive benefits pending a hearing, 

How to request the continuation of benefits, ond 

Notice thnt the Member may be liable for the cost of any continued benefits if 
the Contractor's adverse benefit determination is upheld in the hearing. 

14.1.4.1.8. Expedited Appeals Process 

14.1.4.1.8.1. 

14.1.4.1.8.2. 

14. 1.4. 1.8.3. 

14. 1.4. 1.8.4. 

The Contractor shall establish and maintain an expedited review process for 
appeals when the Contractor determines - for a request from the Member • or 
when the provider indicates, in making the request on the Member's behalf or 
supporting the Member's request, that taking the time for a standard resolution 
could seriously jeopardize the Member's life or health or ability to attain, 
maintain, or regain maximum function. 

The Contractor shall accept a request for an expedited appeal either orally or in 
writing. The Member shnll not be required to follow up any request for an 
expedited appeal. 

When the Contractor receives a Member's request for nn expedited appeal, the 
Contractor shall notify that Member of the limited time available for the Member 
to present evidence and allegations of foct or law, in person or in writing. 

If an appeQI meets the conditions for the expedited appeal process, the Contractor 
shall infonn the Member that the Member is entitled to an expedited State Review, 
in accordance with C.R.S. 25.S-5-406(l)(b). 

14.1.4. I .8.4, I. If the Contractor denies n request for expedited resolution of an appenl, it shall 
transfer the appeal to the standard timeframe for appeal resolution and give the 
Member prompt oral notice of the denial and a written notice within two (2} 
calendar days of receiving the request for expedited resolution. 

14. 1.4.1.8.4.2. The Contractor shall resolve each expedited Appeal and provide notice as 
expeditiously as the Member's health condition requires, within seventy-two 
(72) hours after the Contractor receives the expedited Appeal request. 

14.1.4.1.8.4.3. The Contractor mny extend timeframe for processing an expedited Appeal by 
up to fourteen (14) calendar days if the Member requests the extension; or the 
Contractor shows that there is need for additionnl information and that the delay 
is in the Member's best interest. 

14.1.4.1.8.4.4. The Contractor shall provide the Member with written notice within two (2) 
calendar days of the reason for any extension to the timeframe for processing 
an expedited Appeal that is not requested by the Member. 
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14.1.4.1.8.4.5. The Contractor shall provide written notice, ,md make reasonable efforts to 
provide prompt oral notice, of the resolution of an expedited Appeal as 
expeditiously as the enrollee's he.11th condition requires and no later than the 
date the extension expires. 

14.1.4.1.8.5. The Contractor shall not take any punitive action against a Member, or a Provider, 
or a Provider supporting a Member's request, in response to the Member or 
Provider requesting an expedited appeal. 

14.1.4.1.9. Continuation of Benefits and Services During an Appeul 

14.1.4.1.9. 1. The Contractor shall continue the Member's benefits while an appeal is in the 
process if ull of the following arc met: 

14.1.4.1.9.1.1. The Member files the request for an appeal within sixty (60) calendar days 
following the date on the adverse benefit detennination notice. 

14.1.4.1.9. 1.2. The appeal inv(ilves the termination, suspension, or reduction of a previously 
authorized course of treatment. 

14.1.4.1.9.1.3. The Member's services were ordered by 1111 authorized Provider; 

14.1.4.1.9. 1.4. The authoriiation period has not expired; and 

14.1.4.1.9. 1.5. The Member requests continuation of benefits: 

14.1.4.1.9. 1.5.1. Within ten ( !O) c,alcndar days of the Contractor sending the notice ohdverse 
benefit determination, or 

14.1.4.1.9.1.5.2. On or before the intended eflective date of the Contractor's proposed adverse 
benefit detennination. 

14.1.4.1.9.2. If the Contractor continues or reinstates the Member's benefits while the uppeal 
is pending, the benefits shall be continued until one of the following occurs: 

14.1.4.1.9.2.1. The Member withdraws the request for the appeal or state review. 

14.1.4.1.9.2.2. The Member does not request II State Review with continuation of benefits 
within ten ( I 0) days from the date the Contractor mails an adverse Appeal 
decision. 

14. 1.4. 1.9.2.3. A State Review decision adverse to the Member is made. 

14.1.4.1.9.2.4. The service authorization expires or the authorization limits are met. 

14.1.4.1.9.3. The Contractor may recover the cost of the continued services furnished to the 
Member while the appeal wus pending if the final resolution of the appeal upholds 
the Contractor's adverse benefit detennination. 

14.1.4.1.9.4. If the Contractor or State Review Officer reverses a decision to deny, limit, or 
delny services that were not furnished while the appeal was pending, the 
Contractor shall authorize or provide the disputed services promptly, and as 
expeditiously as tl1e Member's health condition requires but no luter than seventy­
two {72) hours from the date uf notice reversing the detennination. 
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14.1.4.1.9.5. If the Contructoror State Review Officer reverses a decision to deny authorization 
of the services, the Contractor shall pay for disputed services received by the 
Member while the appeal was pending, unless State policy ond regulations 
provide for the State to cover the cost of such services. 

14.1.4.1.9.6. The Contractor shall notify the requesting Provider and give the Member written 
notice of any decision to deny a service authorizotion request, or to authorize a 
service in an amount, duration, or scope that is less than requested. 

14.1.4.1.10. State Review 

14.1.4.1.10.1. The Contractor shall allow a Member to request a State Review. The Member 
must exhaust the Contractor Appeal process before requesting o Stole Review. 
The Member has one hundred twenty ( 120) calendar days from the date of a notice 
of an adverse Appeal resolution to request a State Review. The parties to the State 
Review include the Contractor as well as the Member ond his or herrcprescntative 
or the representotive of a deceased Member's estate. 

14.1.4.1.10.2. If the Contractor does not adhere to the notice and timing requirements regarding 
a Member's Appeal, the Member is deemed to have exhausted the Appeal process 
and may request a State Review. 

14. 1.4. 1.10.3. The pnrties to the State Review include the Contractor as well as the Member and 
his or her representative or the representative of a deceased Member's estate. 

14.1.4.1.10.4. The State's standard timeframe for reaching its decision on a state review request 
is within ninety (90) days of the date the Member filed the appeal with the 
Contractor if the Member filed initially with the Contractor, excluding the doys 
the Member took to subsequently file for a State Review, or the date the Member 
filed for direct access to a State Review. 

14.1.4.1.10.5. The Contractor shall porticipote in all State Reviews regarding Appeals and other 
matters arising under this contract. 

14.1.4.1. I l. Expedited State Review 

14.1.4.1.1 I.I. When the oppeal was heard first through the Contractor's appeal process, the 
Office of Appeals shnll issue a Final Agency Decision for an expedited State 
Review decisions as expeditiously as the Member's health condition requires, but 
no later than three (3} calendar days from the Department's receipt of a hearing 
request for a denial of service that: 

14. l.4.1.11.1.1. Meets the criteria for an expedited appeal process but was not resolved with the 
Contractor's expedited appeal timerrames; or 

14.1.4.1.1 I. 1.2. Wos resolved wholly or partially adversely to the enrollee using the 
Contractor's expedited appeal timeframes. 

14.1.4.1.12. Recordkeeping Process for Grievances and Appeals 

14.1.4.1.12.1. The Contractor must maintain records of grievonces and appeals and must review 
the information as port of its ongoing monitoring procedures, as well as for 
updates ond revisions to the Department's quality strategy. 
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14.1.4.1.12.2. The record of each grievance or appeal must contain, at II minimum, all of the 
following infonnation: 

14. 1.4.1. 12.2.1. 

14.1.4.1.12.2.2. 

14.1.4.1.12.2.3. 

14.1.4.1.12.2.4. 

14. 1.4.1.12.2.5. 

14.1.4.1.12.2.6. 

A general description of the reason for the appeal or grievance. 

The date received. 

The date of each review or, if applicable, review meeting. 

Resolution ut euch level of the appeal or grievance, if applicable. 

Dale of resolution at each level, if applicable. 

Name of covered person for whom the appeal or grievance wns filed. 

14.1.4.1.12.3. The Contractor must accurately maintain the record in a manner accessible lo the 
Department and available upon request to CMS. 

14.1.5. Grievance Process 

14.1.5.1. The Contractor shall estnblish nnd maintain a t:,>rievunce process through which 
Members, or a Provider acting on behalf of a Member, may file a complaint they have 
that is not the result of an adverse benefit determinntion subject to un appeal. 

14. l .S.2. The Contractor shall ensure that infonnation about the grievance process, including 
how to file a grievance, is available to all Members 

14.1.5.3. The Contractor shall only provide a Member sufficient time to disenroll, based on the 
timelrmnc specified in 42 C.F.R. 438.56(e)(J), if the Contractor approves a 
Disenrollment in response to a grievance. 

14.1.5.4. In accordance with 42 C.F.R. §438.402{b)(2) and 10 CCR 2505-10 §8.209.5.A, the 
Contractor shnll allow a Member to file a Grievance either orally or in writing at any 
time and shall acknowledge receiving the Grievance. 

14.1.5.5. The Contractor shall send the Member written acknowledgement of each grievance 
within two (2) business days of receipt. 

14.1 .5.6. The Contractor shall accept 1:,'lievances orally or in writing. 

14.1 .5. 7. The Contractor shall make a decision regarding the grievance and provide notice to 
!he Member of this decision within fifteen {IS) business days of when the Memhcr 
files the 1:,'lievance. 

14. 1.5.8. 

14.1.5.9. 

14.1.5.10. 

The Contractor shnll ensure that individuals who make decisions on grievances are 
individuals who were not involved in any previous level of review or decision-making 
and who have the appropriate clinical expertise in treating the Member's condition or 
disease if deciding a grievance that involves clinical issues. 

This notice shnll be made in a form and fonnat approved by the Department. 

The Contractor may extend timeframcs for the disposition of Grievance by up to 
fourteen ( 14) calendar days if: 

14.1.5.10.1 . The Member requests the extension; or 
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14.1.5.10.2. The Contractor shows that there is II need for additional infonnntion 1111d that the 
delay is in the Member's best interest. The Contractor shall give the Member prior 
written notice of the re,ason for the delay if the timefrarne is extended. 

14.1.S.11. The Contractor shall notify the Member in writing of the disposition ofa Grievance. 

14.1.S.l 1.1. The notice shall include the results of the disposition/ resolution process and the 
date it was completed. 

14. 1.6. Patient Confidentiality 

14 .1.6.1. Contractor shall protect the confidentiality of all Member records nnd other materials, 
in any fonn, including electronic, that are maintained in accordance with this 
Contract. 

14.1.6. 2. Except for purposes directly connected with the administration of the CHP-t- Program, 
no infonnation about or obtained from any Member in possession of Contractor shall 
be disclosed in a fonn identifiable with the Member without the prior written consent 
of the Member or the parent or guardian of the Member if the Member is a minor, 
provided that nothing stated herein shall prohibit the disclosure of infonnation in 
summary, statistical or other fonn which does not identify particular individuals. 

14.1.6.3. Contractor shnll hnve written policies governing access to, duplication and 
dissemination of, all such infonnation. 

14.1.6.4. Contractor shall advise its employees, agents, Participating Providers and 
Subcontractors, if any, that they nre subject to these confidentiality requirements. 

14.1.6.5. Contractor sholl provide its employees, agents, Participating Providers ond 
Subcontractors, if any, with a copy or written explanation of these confidentiality 
requirements before access to confidentiol dato. is permitted. 

14.1.6.6. The Contractor shall maintain or make provisions for the maintenance of a Medical 
Record for ench Member according to state and federal laws and regulations. 

14.1.6.6.1. The Medical Record shall accurately represent the full extent of core provided to the 
Member. 

14.1.6.6.2. The record shall include, at a minimum, medical charts, prescription files, and other 
documentation sufficient to disclose the quality, quantity, appropriateness and 
timeliness of services performed under this Contract. 

14.1.6.6.3. It may be reflected and noted in the record tho.t 1111 Advance Directive has been 
discussed with the Member, if one has been executed. 

14.1.6.6.4. Each Member's record must be legible and maintained in deto.il consistent with good 
medical and professional practices that facilitate effective internal and external peer 
review, medical audit and adequate follow-up treatment. 

14.1.6.7. The Contractor shall conform to the requirements of4S C.F.R §205.50, as amended, 
C.R.S. §10·16•423, as amended, 45 C.F.R. §§160and 164, as amended,and 42 C.F.R 
431.304 - 431.307, as amended, regarding confidentiality of health information about 
any Member for Covered Services hereunder. 
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14.1.6.8. The Contractor shall comply with 3 CCR 702-4-2-35, as amended, and shall take 
reasonable steps to ensure that the protected health infonnation (PHI) of any adult 
child or ndult dependent who is covered under the policy is protected. 

14.1.6.8.1. This protection includes ensuring that any communications between the carrier and 
covered adult child remain confidential and private, 11s required under the Health 
Insurance Portability and Accountability Act (HIP AA). 

I 4.1.6.8.2. This protection of health infonnation would include, but is not limited to developing 
a means of communicating exclusively with the covered adult child or adult 
dependent such that PHI would not be sent to the policyholder without prior consent 
of the covered adult child or dependent. 

14.1.6.8.3. The Contractor shall abide by 42 C.F.R. §431.301, as amended, and C.R.S. §25.5-
1-1 16, as amended, regarding the confidentiality of infonnation concerning 
Applicants, Clients, and Members of medical assistance. 

14.1. 7. Marketing 

14.1. 7.1. The Contractor shall not distribute any Marketing Materials without the Department's 
approval. 

14.1.7.2. The Contractor agrees to supply the Department with infonnation and materials 
sufficient to communicate benefits and services available through the Contractor's 
Plan upon request from the Department. 

14.1.7.3. The Contractor agrees that its Marketing Materials will use culturnlly and gender 
sensitive language and images, and be available in English and Spanish. 

14.1.7.4. In accordance with 42 C.F.R. §438.10 Contractor's materials provided to Members 
shall be written, in a munner and fonnal that may be easily understood, unless 
otherwise directed by the Department. 

14.1.7 .5. Marketing Materials shall be translated into other non-English languages prevalent in 
the Service Arca, and provided in alternative formats as required in this Contract. 

14.1.7.6. The Contractor shall infonn Members that oral interpretation services are nvailnble 
free of charge to the Member or Potential Member for any language, that written 
information is available in prevalent languages and how the Member may access 
interpretation services. 

14.1.7.7. The Contr-.1clor shall submit all materials relating to Marketing Activities lo the 
Department's designee, and allow the Department to review nny materials the 
Contractor proposes to use in relation to its Marketing Activities before distributing 
any such materials. 

14.1.7.7.1. Based on this review, the Department may require changes to any materials before 
the Contractor may distribute those materials, or may disallow the use of nny 
specific materials in its sole discretion. 

14.1.7.8. The Contractor shall specily methods of assuring the Department that Marketing, 
including plans and materials, are accurate and do not mislead, contuse, defraud, 
misrepresent the Department, Members or the Program. 
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14. I .7.9. The Contractor shall distribute all materials to the entire Service Area. 

14. I .7.10. The Contractor shall not seek to influence Enrollment in conjunction with the sale or 
offering of any private insurance. 

14.1.7.1 I. The Contructor and any Subcontractors shall not, directly or indirectly, engage in 
door-to-door, telephone, or other Cold Call Marketing Activities. 

14.1. 7.12. Marketing Materials shall not contain any assertion or statement, whether written or 
oral, that the potential Member must enroll with the Contractor to obtain benefits or 
not to lose benefits. 

14.1.7.13. Marketing Materials, including those at Provider sites, will present the Contractor's 
Plan only as one Plan nmong other options available under the Program. 

14.1.7.14. Marketing Materials shall not contain any assertion or statement, whether written or 
oral, that the Contractor is endorsed by the Centers for Medicare and Medicaid 
Services, the Federal or State government or similar entity. 

14.1.7.JS. The Contractor shall not make any statements, claims, or promises, whether written 
or expressed orally, that conflict with, materially alter, or erroneously expand upon 
the infonnation contained in the Contractor's Marketing Materials. 

14.1.7.15.1. This requirement does not prohibit representatives of the Conttoctor's Plan from 
communicating with prospective Members, only that what is presented to them must 
not differ from the Marketing Materials. 

14.1. 7. 16. The Contractor shall only engage in Marketing Activities in compliance with federal 
and state laws, regulations, policies and procedures. 

14. 1 .8. Member notification of Provider Tenninntion 

14. I .8.1. Upon tennination of a Provider's agreement or participation with the Contractor, for 
any reason, the Contractor shall notify any Member who has selected that Provider to 
be their PCP, of that Provider's tennination, as required in 42 C.F.R. §438.IO(f)(S}. 

14.1.8.2. The Contractor shall provide the Department with a copy of the notification that is 
provided to the Members. 

14.1.8.2. 1. DELIVERABLE: Notice to Members of Provider Tennination 

14.1.8.2.2. DUE: Fifteen (15) Business Days from the notice oftennination 

14. I .9. Advance Directives 

14.1.9.1. 

14.1.9.1.1. 

14.1.9.1.2. 

Controctor shall maintain written policies and procedures concerning Advance 
Directives with respect to all adult Members, as provided in 42 C.F.R. §422.128. The 
Contractor shall provide all of the following infom1ation to those Members: 

The Member's rights under the law of the State. 

The Contractor's policies respecting the implementation of those rights, including 11 

statement of any limitation regarding the implementation of Advance Directives as 
a molter of conscience. 
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14.1 .9.2. Contractor shall infonn individuals that Grievances concerning noncompliance with 
the Advance Directive requirements may be filed with lhe Colorudo Department of 
Public Health and Environment. 

14.1.10. Incentives to Members 

14.1.10.1. The Contractor shall not provide material incentives unrelated to the provision of 
service as an inducement to the Members to Enroll or Discnroll in the Contractor's 
Plan or to use the services of a purticular Provider. 

14.1.10.2. The Contractor shall also ensure that any agreements it hllS with its Participating 
Providers prohibit those Providers from provid ing materinl incentives unrelated to the 
provision of service as an inducement to the Members to Enroll or Disenroll in the 
Contractor's Plan or to use the services of a particular Provider. 

14.2. Provider Issues 

14.2.1. Licensure and Credentialing 

14.2.1.1. The Contractor shall have written policies and procedures for the selection and 
retention of Providers. 

14.2. I. I. I. The Contractor shall develop and implement a strategy to recruit nnd retain 
qualified, diverse and culturally responsive Providers including, but not limited to, 
Providers who represent racial nnd ethnic communities, tltc deaf and hard of hearing 
community, the disability community and other culturally diverse communities who 
may be served. 

14.2.1.1.1.1. The Contractor may use mechanisms such llS telemedicine to address geographic 
barriers to accessing clinical providers from diverse bnck!:,'TOUnds. 

14.2.1.1.2. The Contractor shnll document and post on its public website policies nnd 
procedures for the selection and retention of Providers. 

14.2.1.1.2.1. The Contractor shall ensure that its provider selection policies and procedures, 
consistent with 42 C.f .R. § 438. I 2, do not di:K-"riminate against particular 
providers that serve high-risk populations or specialize in conditions that require 
costly treatment. 

14.2. I .1.2.2. The Contractor shall not d is(,,"riminate against any provider who is acting within 
the scope of his or her license or certification under applicable state law, solely 
on the basis of that license or certification. 

14.2.1. I .2.3. The Contractor shall comply wi th any additional provider selection requirements 
established by the Department. 

14.2.1.1.2.4. If the Contractor declines to include individunl or !:,'l"Oup:; of Providers in its 
provider network, the Contractor shall give the affected Providers written notice 
of the reason for its decision in accordance with 42 C.F.R. § 438.12. 

14.2.1.1 .3. The Contractor shall document decisions on the admission or rejection of Providers 
in accordance with the Contractor's publicly posted policies and procedures and 
provide documented decisions to the Department upon request. 
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14.2.1.1.3.1. The Contractor shall ensure that its network includes Providers who meet The 
Americans with Disabilities Act of 1990 {ADA) access standards and 
communication standards or the Contractor shall offer alternative locations that 
meet these standards. 

I 4.2. 1.1.4. The Contractor shall ensure that its networks provide the Contractor's Members 
with a reasonable choice of Providers. 

14.2.1.1.5. The Contractor shall not be required to contract with more provider than necessary 
to meet the needs of its Members. 

14.2.1.2. The Contractor shall verify that all Participating Providers meet licensing and 
certification requirements. 

14.2. 1.3. The Contractor's credentialing program shall comply with the stll!ldards of the 
National Committee on Quality Assurance (NCQA} for initial credentialing and re­
credentialing of Participating Providers. The Contractor may use infonnation from 
the accreditation of primary care clinics by the Joint Commission on Accreditation of 
Health Care Organization {JCAHO) to assist in meeting NCQA credentialing 
standards. 

14.2. 1.4. The Contractor's credentialing program shall include policies and procedures for 
detection and reporting of incidents of questionable practice, in compliance with 
Colorado statutes and regulations, the Health Care Quality Improvement Act of 1986, 
and NCQA standards. 

I 4.2. J .5. The Contractor shall assure that all laboratory-testing sites providing services under 
this contract shall have either a Clinical Labor11tory Improvement Amendments 
{CLIA) Certificate of Waiver or a Certificate of Registration along with a CLIA 
registration number. Those laborntories with Certificates of Waiver will provide only 
the nine (9) types of tests permitted under the tenns of the Waiver. Laboratories with 
Certific11tes of Registration may perform a full range of laboratory tests. 

14.2.1.6. The Contractor shall not employ or contract with Providers excluded from 
participation in Federal health care programs under either section 1128 or section 
I 128A of the Act. 

14.2. I. 7. The Contractor shall comply with any additional requirements established by the 
State. 

14.2.2. 

14.2.2.1. 

14.2.2.2. 

Provider Insurance 

The Contractor shall ensure that Participoting Providers comply with all applicable 
local, state and feder11l insurance requirements necessary in the performance of this 
Contract. Minimum insurance requirements shall include, but are not limited to all 
the following: 

Physicians participating in the Contractor's Plan shall be insured for malpractice, in 
110 IIITlount equal to a minimum of five-hundred thousand dollars ($500,000) per 
incident and one million five-hundred thousand dollars($! ,500,000) in aggregate per 
year. 
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14.2.2.3. Facilities participating in the Contractor's Plan shall be insured for malpractice, in nn 
amount equal to a minimum of five-hundred thousand dollars ($500,000) per incident 
and three million dollars ($3,000,000) in aggregate per year. 

14.2.2.4. Sections 14.2.2.1 and 14.2.2.2 shall not apply to Physicians and facilities in the 
Controctor's Pfon which meet any of the following requirements: 

14.2.2.4. 1. The Physician or facility is a public entity or employee pursuant to C.R.S. §24-10-
103, of the Colorado Governmental Immunity Act, as ornended. 

14.2.2.4.2. The Physician or fucility maintains ony other security acceptable to the Colorado 
Commissioner of Insurance, which may include approved plan of self-insurance, 
pursuant to C.R.S. § 13-64-30 I, as amended. 

I 4.2.2.5. The Contractor shall provide the Department with acceptable evidence that such 
insurance is in effect upon the Department's request. In the event of cancellation of 
any such coverage, the Contractor shall notify the Department of such cancellation 
within two (2) business days of when the coverage is cancelled. 

14.2.3. Provider Quality of Care Issues 

14.2.3. I. For alleged quality of care concerns involving Physician Providers, the Contractor 
may use tile process of its professional review committee, as set forth in C.R.S. §§ 
12-36.5-104 and 12-36.S- I04.4, when a quality of care concern is brought to its 
attention. This provision shall not be construed to require the Contractor to disclose 
any information that is confidential by law. 

14 .2.4. Program lnte1:,rrity 

14.2.4.1. The Contractor shall report all adverse licen~ure or professional review actions it has 
taken against any Participating Provider, in accor<lance with 45 C.F.R. Subtitle A, 
Part 60, Subpart B, to the National Practitioner Data Bank and to the appropriate state 
regulatory board and to the Depar1ment. 

14.2.4.2. The Contractor shall establish and maintain a compliance program designed to 
prevent, dete1:t investigate and report fraud, waste and abuse. 

14.2.4.3. The Contractor shall create a Compliance Pro1:,,ram Plan documenting Contractor's 
written policies and procedures, standards and documentation of practices. The 
Complianco Program Plan shall be approved by Contractor's Chief Executive Officer 
and Compliance Officer. 

14.2.4.4. The Complinnce Program Plan shull contain, at a minimum: 

14.2.4.4.1. Provisions for internal monitoring and auditing of compliance risks. 

14.2.4.4.2. Provisions for prompt response to detected offenses and for development of 
corrective action initiatives. 

! 4.2.4.4.3. Provisions for monitoring Members for improper prescriptions for controlled 
substances, inoppropriate emergency care, or card-sharing. 

14.2.4.4.4. Effective processes to screen all Provider claims, collectively and individually, for 
potential fraud, waste or abuse. 
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14.2.4.4.S. 

14.2.4.4.6. 

14.2.4.4.7. 

14.2.4.4.8. 

14.2.4.4.9. 

14.2.4.5. 

14.2.4.S. I. 

14.2.4.5.2. 

14.2.4.6. 

14.2.4.7. 

Effective mechanisms to identify and report suspected instances of CHP+ fraud, 
waste and abuse. 

Effective methods lo verify whether reimbursed services were actually furnished to 
Members. 

Identification of the kinds of misdemeanor and felony convictions that will 
disqualify an individual or entity from becoming o. Participating Provider, or which 
will result in terminating an existing Participating Provider. 

Effective mechanisms to identify and report suspected instances of up-coding and 
unbundling of services, identifying services never rendered, and identifying inflated 
bills for services and/or goods provided. 

The Contractor shall establish and maintain a Regulatory Compliance Committee 
on the Board of Directors and at the senior management level charged with 
overseeing the organization's compliance program and its compliance with the 
requirements under this contract. 

The Contractor shall deliver the Compliance Program Plan to the Department for 
review and approval. 

DEUVERABLE: Compliance Program Plan 

DUE: July 30, 2017 

The Contractor shall review, at least annually and update as necessary the Compliance 
Program Plan. 

Upon completion of its review, the Contractor shall notify the Department and deliver 
the updated plan to the Department for review and approval. 

14.2.4.8. Upon approval by the Department, The Contractor shall execute and implement the 
approved Compliance Program Plan. 

14.2.4.8.1. DELIVERABLE: Review nnd submit current Compliance Program Plan. 

14.2.4.8.2. DUE: Annually, no later than July 30th, 

14.2.5. Suspension of Payments 

14.2.5. l. At the Department's request, the contractor shall suspend payments to any 
Po.rticipating Provider against whom there is a credible allegation of fraud. 

14.2.5.2. The Contractor may, on its own initiative, suspend payment to any Participating 
Provider against whom there is a credible allegation of fraud, but only after 
consultotion with the Department and the Medicaid Fraud Control Unit. The 
Contractor shall not suspend payment when law enforcement officials have 
specifically requested that a payment suspension not be imposed because such a 
payment suspension may compromise or jeopardize o.n investigation. 

14.2.5.3. The Contractor shall suspend payments to any Participating Provider that is actively 
under investigo.tion for a credible allegation of fraud. 
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I 4.2.5.4. If, after notification, the Contractor has not suspended payments in accordance with 
14.2.5.3., the Department may suspend managed care Capitation Payments, 
depending on the allegations at issue. 

14.2.5.5. The Department may suspend managed care capitation payments to Contractor, in 
whole or in part, when the Contractor and/or any party with an ownership or control 
interest in the Contractor is under investigation for a credible allegation of fraud. 
Suspension of capitation payments to the Contructor may be initiated by the 
Department when the Contractor appears complicit in the alleged fraud, or should 
have, by reasonable standards, been aware of and/or reported it to the Department. 

14.2.5.6. The Depanment may suspend Capitation Payments to the Contractor should the 
Contractor be actively under investigation for a credible allegation of fraud. If the 
Department fails to suspend payments to such an entity for which there is a pending 
investigation of a credible allegation of fraud, without good cause, Federal Financial 
Participation (FFP) may be disallowed with regnrd to such payments to the 
Contractor. 

14.2.5.7. The Department will not pay for uny services rendered by Providers that arc excluded 
by Medicare, Medicaid or SCH IP uni es~ ~uch services are emergency services 
provided pursuant to 42 C.F.R. 431.SS(h) and 42 C.F.R. 438.808. 

14.2.6. 

14.2.6. l. 

Compliance Requirements 

14.2.6.1. 1. 

14.2.6.1.2. 

The Contractor shall establish written policies for employees r~uiring all employees 
to be informed of and detailing compliance with all of the following laws, rules and 
regulations: 

The False Claims Act, 31 U.S.C. §§ 3729, et seq. 

Administrative remedies for false claims and statements. 

14.2.6.1.3. State laws relating to civil or criminal pennlties for false claims and statements, if 
any. 

14.2.6.1.4. Whistleblower protections under such laws. 

14.2.6.2. The Contractor shnll create and mnintain a training program for new and existing 
employees on the compliance program described in the Compliance Program Plan 
and the policies regarding fulse claims described in section 14.2.6. l. This training 
shall be conducted in a manner that allows the Deportment to verify that the training 
has occurred. 

14.2.6.3. Contractor shall designate a compliance officer and compliance committee that is 
accountable to tl!c Contractor's senior management. 

14.2.6.4. Contractor shall have effective lines of communication between the compliance 
officer and the Contractor's employees for reponing violations. 

14.2.6.5. Contractor shall enforce its compliance program through well-publicized disciplinary 
!,'llidelines. 
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14.2.6.6. 

14.2.6.7. 

14.2.6.8. 

14.2.6.8.1. 

14.2.6.8. I. I. 

14.2.6.8.1.2. 

14.2.6.8.2. 

14.2.6.8.3. 

14.2.6.9. 

14.2.6.9.l. 

14.2.6.9.2. 

14.2.6.9.3. 

14.2.6.9.4. 

14.2.6.9.5. 

14.2.6.9.6. 

Contractor shall immediately report known confirmed intentional incidents of fraud 
and abuse to the Department and to the appropriate law enforcement agency, 
including, but not limited to, the Colorado Medic.aid Fraud Control Unit (MFCU). 

The Contractor shall cooperate fully with the Colorado Medicaid Fraud Control Unit 
and the Attorney General on cases of suspected Provider fraud, and False Claims 
actions. 

Contractor shall immediately report indications or suspicions of fraud by giving a 
verbal report to the Department. 

Contractor shall investigate its suspicions and shall submit its preliminary fraud 
report containing its findings and concerns to the Department. 

DELIVERABLE: Preliminary Fraud Report 

DUE: Within three (3) Business Days of the initial verbal fraud report 

The Contractor shall continue its investigation and shall provide II final froud report 
to the Department detailing the results of the investigation. 

The Department may approve an extension of time in which to complete the final 
fraud report upon a showing of good cause. 

Contractor must report the following to the Department for each case that warrant 
investigation 

Member/Provider name and Identification number. 

Source of the Case. 

Nature of the Case. 

Approximate dollars involved. 

Legal and administrative disposition of the case. 

Type of Provider (if applicable}. 

14.2.6.10. The Contractor shall deliver the Final Fraud Report to the Department for review and 
approval. 

14.2.6.10.1. DELIVERABLES: Final Fraud Report. 

14.2.6.10.2. DUE: Within fifteen (15) Business Days of the initial verbal fraud report. 

14.2.6.11. The Contractor shall have a way to verify the services actually provided. 

14.2.6.12. The Contractor shall require Provider attestations on claims forms, check 
endorsements, or both, as specified in 42 C.F .R. §§455.18 and 455.19. 

14.2.7. Pharmacy Providers 

14.2.7.1. The Contractor shall provide or enter into subcontracts with qualified pharmacy 
Providers for the provision of Covered Drugs as required, and in the mllllner specified, 
by Department regulations at 10 CCR 2505-10, §8.205.8 and 42 C.F.R §483.60. All 
subcontracts with pharmacy Providers shall be subject to all standards set forth in !his 
Contract IO CCR 2505-10, §8.205.8 nnd 42 C.F.R. §483.60. 
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14.2.8. Prompt Payment of Claims 

14.2.8.1. The Contractor shall promptly pay claims submitted by Providers, consistent with the 
claims payment procedures as required by C.R.S. § I 0-16-106.5, a.s amended. 

14.2.8.2. Payments to FQHCs 

14.2.8.2.1. Each FQHC has an encounter rate calculated in accordance with 10 CCR 2505-10 
8.700.6C 

14.2.8.2.2. The Department will notify the Contractor of the FQHC rates. 

14.2.8.2.3. The FQHC rate changes are effective 120 days after the end of the FQHC's fiscal 
year, retroactive back to the beginning of the fiscal year. 

14.2.8.2.4. This 120 day timefrume may cause the Contractor to make retro payments or retro 
take backs to the FQHC. 

14.2.8.2.5. Should implementation of new rates be delayed for any reason, the Depurlmenl will 
notify Contractor as soon as possible of the delay, and provide nn estimated date for 
implementation of the new rate. 

14.2.8.2.6. If rate implementation is deluyed, Contractor will continue lo make payment at the 
current rate, until the new rnte is implemented. 

14.2.8.2. 7. The Conlr..1ctor .shall reimburse the FQHC the encounter rate in accordance with I 0 
CCR 2505-10 8.700.6 for each FQHC visit, for services identified in I0CCR 2505-
10 8.700.3 for allowable cost identified in 10 CCR 2505-10 8.700.5. 

14.2.8.3. In addition to those services listed in 10 CCR 2505-10 8.700.5B, immunization costs 
will be an unal!owable cost. 

14.2.8.4. 10 CCR 2505-10 8.700.6.B.2. will not apply to CHP+ members. 

14.2.8.5. FQHC visit shnll be as defined in 10 CCR 2505-10 8. 700.1. 

14.2.8.6. If multiple services are provided by an FQHC within one visit, the Contractor shall 
require a claims submission from the FQHC with multiple lines of service and the 
same claim number. 

14.2.8. 7. The Contractor shall pay the FQHC at least the encounter rate for each visit minus 
any third party payments, including Member co-payments as identified in the Covered 
Services Exhibit of this Contract regnrdle$ of whether or not the Contractor imposes 
or collects the co-payments on Members for each visit. 

14.2.8.8. The Contractor t<hall ofter contracts to all FQHCs loc.atcd in the Contract Service 
Area. The Contractor is not required to contract with every FQHC that provide health 
services in its geographic area. 

14.2.8.9. The Department will conduct quarterly accuracy audits, as detailed in 14.2.10. with 
FQHCs and should the Department recognize any discrepancy in FQHC payments 
(less than the full encounter rate}, then the Contractor shall be responsible for 
reimbursing the F'QHC the difference of the encounter payment and the initial 
reimbursement amount. 
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14.2.8.10. The Contractor shall submit the encounter data for FQHC visits to the Department. 

14.2.9. Payments to RHCs 

14.2.9.1. Each RHC has an encounter rate calculated in accordance with 10 CCR 2505-10 
8.740.7.B. 

14.2.9.2. 

14.2.9.3. 

14.2.9.4. 

14.2.9.5. 

The Department will notify the Contractor of the RHC rates. 

The Contractor shall reimburse the RHC the encounter rate in accordance with 10 
CCR 2505-10 8.740.7 for each visit, for services identified in 10 CCR 2505-10 
8.740.4 for allowable cost identified in 8.740.6. 

RHC visit shall be as defined in IO CCR 2505-10 8. 740. 

If multiple services are provided by an RHC within one visit, the Contractor will 
require a claims submission from the RHC with multiple lines of service and the same 
claim nwnber. 

14.2.9.6. The Contractor shall pay the RHC at least the encounter rate for each visit minus any 
third party payments, including Member co-payments as identified in the Covered 
Services Exhibit of this Contract, regardless of whether or not the Contractor imposes 
or collects the co-payments on Members for each visit. 

14.2.10. FQHC Accuracy Audit 

14.2.10.1. The Contractor shall review and comply with the MCAAR MCE Instructions found 
at Colorado.gov/hcpf > For our Providers> Provider Services > Fonns > Federally 
Qualified Health Center Forms. 

14.2. 10.2. The Contractor shall complete and submit the MCAAR MCE Data Section as 
specified in the MCAAR MCE Instructions found at Colorado.gov/hcpf> For our 
Providers> Provider Services> Fonns > Federally Qualified Health Center Fonns. 

14.2.10.3. The Contractor shall review, complete, comply and return the MCAAR MCE 
Attestation Statement found at Colorado.gov/hcpf > For our Providers > Provider 
Services> Fonns > Federally Qualified Health Center Fonns. 

14.2.11. The Department is implementing an outpatient prospective payment system (OPPS} to 
reimburse for Medicaid and CHP+ hospital services in CY 2017. The Department's goals 
with this change include: 

14,2.11.1. More accurately classify the full range of outpatient service episodes. 

14.2.11.2. More accurately account for the intensity of services provided. 

14.2.11.3. Motivate outpatient service providers to increase efficiency and effectiveness. 

14.2.12. The Department believes that the implementation of the Enhanced Ambulatory Patient 
Grouping ( EAPG) System is the best option for the Department, Contractor, Colorado 
hospitals, and Colorado Medical Assistance beneficiaries. The Department supports the 
Contractor if the Contractor decides to implement the EAPG methodology. 

14.3. Tennination of Provider Agreements 
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14.3.1. The Contractor shall notify the Department, in writing, of its decision to terminate any 
existing P11rticip11ting Provider agreement where such tennination will cause the delivery 
of Covered Services to be inadequate in a given 11re11. The notice to the Deportment shall 
include a description of how tl!e Contractor will replace the provision of Covered 
Services at issue. In the event that the Contractor is unable to adequately replace the 
affected services to the extent that acces.~ibility will be inadequate in a given area, the 
Department may impose limitations on Enrollment in the area or eliminate the area from 
the Contractor's Service Area. 

14.3. I. I. 

14.3. 1.2. 

DELIVERABLE: Notification of Provider agreement termination. 

DUE: 111 least sixty {60) calendar days prior to the effective date of the tennination 
unless the termination is based upon quality or performance issues. 

14.4. Provider Applications 

14.4.1. The Contrnctor shall not discriminate with regurds to the participation, reimbursement 
or Indemnification of any Provider who is acting with in !he scope of his/her license or 
certification under applicable state law, solely on the basis of that license or certification. 
If the Contractor declines to include an individual Provider or l,,'l'Oup of Providers in its 
network, it shall give the affected Providers' written notice of the reasons for its decision. 
In no event shall this provision be construed to: 

14.4. I. l. Require the Contractor to contract with Providers beyond the number necessary to 
meet the needs of its Members. 

14.4.1.2. Preclude the Contractor from using different reimbursement amounts for different 
specialties or for different practitioners in the same specialty. 

14.4.1.3. Preclude the Contractor from establishing measures that are designed to maintain 
quality of services and control costs and are consistent with its responsibilities to 
Members. 

14.5. The Contractor shall monitor Covered Services rendered by Participating Providers for 
quality, appropriateness and patient outcomes. In addition, the Contractor shall monitor for 
compliance with requirements for Medic.al Records, data reporting, and other applicable 
provisions of this Contract. 

IS. REPORTING 

15.1. General Reporting Requirements 

15. I. I. For 1111 reports described in this Contruct, the Contractor shall meet the following 
requirements: 

15. 1.1 .1. Unless otherwise stated, the deadline for all quarterly reports will be according to 
the following schedule: 
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Quarter Months being reported Due 

QI July, August, September December 31" 

Q2 October, November, December March3t0• 

Q3 January, February, March June 30°' 

Q4 April, May, June September 30" 

15.1.1.2. The Contractor shall ensure that all reports ore complete, contain all re.:iuired elements 
and are presented in t1 Department-approved format. 

15.1.1.3. The reports shall not contain any inaccuracies or present insufficient data. 

15. l .2. Any report that does not meet the requirements of this section shall be considered 
improperly submitted. 

15.1.3. For any improperly submitted report, the Contractor shall provide a corrective action 
plan to remedy any identi tied deficiencies in a report, as directed by the Department, 
within five (5) Business Days of notification by the Department of the improper 
submission of that report. 

15.1.3.1. The Contractor shall remedy all identified deficiencies within five (5) Business Days 
of its submission ofit corrective action plan to the Department unless the Department 
agrees to a longer period in writing. 

IS,2. 

15.2.l. 

Disenrollment Reporting 

The Contractor shall submit a quarterly Disenrollment report to the Department. The 
report shall provide, at a minimum, oil of the following: 

I 5.2.1, I, Overall trends relating to Discnrollment and specific reasons for Discnrollment 
including, but not limited to: 

15.2. I.I. I. Referrals to the Contractor's Grievance/Appeals process regarding requests for 
Disenrollment. 

15.2.1.1.2. Involuntary Disenrollment information and trends. 

15.2.1.2. The Disenrollment Report shall be submitted in a format approved by the Department 
for review and approval. 

15.2.1.2.1. DELIVERABLE: Disenrollment Report. 

I 5.2. 1.2.2. DUE: Quarterly, according to the schedule in 15.1.1.1. 

15.3. Provider Network Reporting 

15.3.1. The Contractor shall provide an annual Provider Network Strategic Plan to the 
Department. This Provider Network Strategic Plan shall contain, at a minimum, all of 
the following: 
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I 5.3.1.1. 

15.3.1.1. I. 

15.3.1.2. 

15.3.1.3. 

15.3. 1.3. I. 

15.3.1 .3.2. 

15.3.1.3.3. 

15.3.1.3.4. 

I S.3. l.3.5. 

15.3.1.3.6. 

15.3. t.3. 7. 

15.3. 1.4. 

15.3.1.4. 1. 

15.3.1.4.2. 

The Contractor's current and future strategic planning relating to its Provider 
Network. 

The Contractor must demonstrate how they meet the Safe Harbor Standards. 

The Contractor's approach to meeting all access standards described in section I 0.2. 

All applicable metrics relating to the Provider Network including, but not limited to: 

PCP to Member Ratio. 

Physician Specialist to Member Ratio. 

ECP to Member Ratio. 

Number of Members who are more than thirty (30) miles or thirty (30) minutes 
travel time, whichever area is larger, from a Provider in the Contractor's Plan. 

Number of Urban County, Suburban County, and Rural County Members who have 
a travel time of more than thirty (30) miles or thirty (30) minutes, forty five miles 
(45) or forty fiw (45) minutes, ninety (90) miles or ninety (90) minutes respectively 
from an Essential Community Provider in the Contractor's Plan. 

Population demographics, as determined by the Department, of the Contractor's 
Providers and Members. 

The organizational proce8:; that was created as identified in 10.2.1.22 and I 0.2. 1.23 
of this SOW, for monitoring ~che<luling and wait times, identifying scheduling and 
wait time issues thnt do not comply with its guidelines, and taking appropriate 
corrective action. 

The Provider Network Strategic Plan shnll be submitted in a format approved by the 
Department for review and approval. 

DELIVERABLE: Provider Network Strategic !'Ian. 

DUE: Annually, no later thnn September 30"' of each year. 

I 5.3.2. The Contractor shall provide a quarterly Provider Network Capacity and Services Report 
to the Department regarding the Contractor's capacity and services. This Provider 
Network Capacity and Services report shall contain support showing that the Contractor 
meets, at a minimum, all of the following requirements: 

15.3.2.1. The Contractor provides an appropriate range of preventive care, Primary Care and 
~pecially services that is adequate for the anticipated number of Members. 

15.3.2.2. The Contractor maintains n network of Providers that is sufficient in number, mix and 
geographic distribution to meet the needs of the anticipated number of Members in 
the Service Arca. 

15.3.2.3. The Contractor shall submit to the Department, a detailed written report regarding the 
Contractor's capacity nnd services, as required by 42 C.F.R. Section 438.207(c). The 
report shall be in the fonnat specified by the Department and shall demonstrate that 
the Contractor meets the following: 
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15.3.2.3.1. Provides an appropriate range of preventive care, primary care and specialty services 
that is adequate for the anticipated number of Members. 

15.3.2.3.2. Mointains a net\vork of providers that is sufficient in number, mix and geographic 
distribution to meet the needs of the anticipated number of Members in the Service 
Area. 

15.3.3. The Contractor shall submit the Provider Network Capacity and Services Report to the 
Department for review and approval 

I 5.3.3.1. DELIVERABLE: Net\vork Capacity and Services Report. 

15.3.3.2. DUE: Quarterly, according to the schedule in I 5.1.1.1 

15.4. Appeal Reporting 

15.4.1. The Contractor shall provide a quarterly Appeal Report to the Department. This report 
shall meet the following requirements: 

15.4.1.1. The Appeal Report shall follow the format approved by the Deportment and contain 
any Appeal infonnation requested by the Department. 

I 5.4.1.2. The report shall document Member's Appeals and show how those Appeals were 
tracked, resolved and assessed. 

15.4.1.3. The report shall contain a written summary analysis and a categorical analysis of the 
Appeal data documented in the report. Based on this report, the Department may 
request II detailed report on any or all of the Appeols shown on that report. 

15.4.2. The Appe.al Report shall be delivered to the Department for review and approval. 

15.4.2.1. DELIVERABLE: Appe.al Report. 

15.4.2.2. DUE: Quarterly, according to the schedule in I 5.1.1.1. 

15.5. Grievance Reporting 

15.5.1. The Contractor shall provide a quarterly Grievance Report lo the Department. This report 
shall meet the following requirements: 

15. 5. 1.1. The Grievance Report shall follow the format approved by the Department and 
contain any Grievance information requested by the Department. 

I 5.5.1.2. The report shall document Member's Grievances and show how those Grievances 
were tracked, resolved and assessed. 

15.5.1.3. The report shall contain a written summary analysis and a categorical analysis of the 
Grievance data documented in the report. Based on this report, the Department may 
request a detailed report on any or all of the Grievances shown on that report. 

15.5.2. The Grievance Report shall be delivered to the Department for review and approval. 

15.5.2.1. DELIVERABLE: Grievance Report. 

15.5.2.2. DUE: Quarterly,uccordingtotheschedulein 15.1.1.1. 

I 5.6. Customer Service reporting 
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15.6.1. 

15.6.2. 

Eighty percent (80%) of CHP+ Calls answered within 30 seconds or less. 

Reporting Requirements - The following measures must be reported electronically to the 
Department on a quarterly basis. 

15.6.2.1.1. The percentage of CHP+ calls answered within 30 seconds or less. 

I 5.6.2.1.2. If 15.6. I is not met, Contractor will submit a work plan detailing steps taken to 
improve the percentage. 

15.6.3. 

15.6.3.1. 

15.6.3.2. 

The Customer Service Report shall be delivered to the 

DELIVERABLE: Customer Service Report. 

DUE: Quarterly, according 10 the lllble in 15.1.1. I. 

15.7. Clinical Reporting 

15.7.1. HEDIS Report 

15. 7. I. I. The Contractor shall provide an annual HEDIS Report to the Department. This report 
shall meet lhe following requirements: 

15. 7.1. 1.1. The HEDIS Report shall contain all HEDIS measures detennined by the Department 
under section 12.4.1. for that year. 

15.7. 1. 1.2. The HEDIS Report shall follow the fonnat approved by the Department and be 
delivertltl for review and approval 

15.7.1.1.2.1. DELIVERABLE: HEDIS Report. 

15. 7.1.1.2.2. DUE: Annually, by June 30th for the report covering the slate fiscal year that ends 
on that day. 

15.7.2. Quality Assessment and Perfonnancc Improvement Project Reporting 

15.7.2.1. The Contractor shall provide an annual Quality Assessment and Performance 
Improvement Project Report to the Department. This report shall contain, at a 
minimum, all of the following: 

15.7.2.1. 1. A description of the Contractor's quality nssurance prO!:,'l'a!ll that describes the 
specific preventative care priorities, services covered in and goals of the program 
over the prior twelve ( 12) month period. 

15. 7.2.1 .2. The status and results of each PIP started, continuing or completed during the prior 
twelve { 12) month period. The results shall be described in sufficient detail to allow 
the Depurtment to validate those results for each project. 

15.7.2.1.3. The results of any Member sntisfaction surveys completed during the prior twelve 
( 12) month period. 

15.7.2.1 .4. A detailed description of the findings of the program impact analysis that includes 
the techniques used by the Contractor to improve performance and the overall 
impact and effectiveness of the quality a.~sessment and improvement program 
during the prior twelve (12) month period. 
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15. 7.2 .2. The Quality Assessment and PIP Report shall provide sufficient detail for Department 
to validate the Contractor's PTPs uccording lo 42 C.F.R. §§433 and 438, External 
Quality Review of Medicaid Managed Care Organizations. 

15. 7 .2. 3. The Contractor shall deliver The Quality Assessment and Performance Improvement 
Project Report to the Deportment for review and approval. 

15.7.2.3.1. DELIVERABLE: Quality Assessment and Perfonn1111ce Improvement Project 
Report. 

15.7.2.3.2. DUE: Annually by September 30 

15.7.3. 

15.7.3.1. 

Serious Reportable and Never Events Reporting 

I 5. 7.3.2. 

15.7.3.3. 

I 5. 7.3.3.1. 

15.7.3.3.2. 

The Contractor shall provide a quarterly Serious Reportable and Never Events Report 
in a format approved by the DepartmenL This report shall contain all events described 
in Exhibit H, Serious Reportable Events or Never Events, attached and incorporated 
herein by reference for the Contractor and all Subcontracted facilities !hut provide 
inpatient services to Members. The report shall also contain any service with the 
Present on Admission (POA} indicator at the time of a Hospitij) admission. 

Members may not be billed for the balance of claims for the portion denied by CH P+. 

The Contractor shall deliver the Serious Reportable and Never Events Report to the 
Department for review and approval. 

DELIVERABLE: Serious Reportable and Never Events Report. 

DUE: QU11rterly, according to the schedule in 15.1. I. I. 

I 5. 7.4. Department Focused Goals Reporting 

15. 7.4. I. The Department will provide dental utilization results by plan using data submitted 
to the Department or its designec by the Contractor. 

15. 7.4.2. Contractor shall create an Oral Health Improvement Plan. Contractor may use the data 
described in 15.7.4.1. for the Oral Health Improvement Plan, or Contractor may 
choose to provide the Department with baseline data for the chosen Oral Health 
Improvement. 

15.7.4.3. The Contractor shall deliver the Oral Health Improvement Plan to the Department for 
review and approval. 

15.7.4.3.1. DELVERABLE: Oral Health Improvement Piao. 

15. 7.4.3.2. DUE: Annually, in the Quality Assessment and Performance Improvement Project 
Report. 

IS. 7.4.4. The Contractor shall also provide a quorterly report identifying the following: 

15.7.4.4.1. 1. The number of quality of care issues for CHP+ Members for each month in any 
given quarter. 

15. 7.4.5. The Quarterly Quality of Care Report shall be delivered to the Department for review 
and approval. 

15. 7.4.5.1. DELIVERABLE: Quarterly Quality of Care Report 
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I 5. 7.4.5.2. 

15.7.4.6. 

15.7.4.7. 

15.7.4.7.1. 

15.7.4.7.2. 

DUE: Quarterly, according to the schedule in I 5.1.1.1. 

The Contractor shall report Usual Source of Care for each month. Usual Source of 
Care is one well care or two sick care visits with one practice in the preceding 12 
months. If the Contractor is port of an open network, this means that their contracted 
physicians sec patients from more than one (I) MCO. 

The Contractor shall deliver the Usual Source of Care Report to the Department for 
review and approval. 

DELIVERABLE: Usual Source of Care Reporting. 

DUE: Annually by the last Business Day in September 

IS.7.5. Other Health Reporting 

15.7.5.1. Reporting Requirements-The follow ing measures must be reported electronically to 
the Department on a quarterly ba.~is, broken down monthly and as otherwise 
indicated. 

15.7.5.1.1. The number of Emergency Room visits, nnd the number of Emergency Room visits 
per thousand members per year (on a rolling 12-month basis). 

15.7.5. 1.2. The number and percent of members who had at least one well chi ld visit (on a 
rolling 12-month basis). 

15.7.5.1.3. The total cost of care per member (on a ro lling 12-month basis). 

I 5.7.5.1.3.1. DELIVERABLE: Other Health Report 

I 5. 7.5.2. DUE: Quarterly, according to the schedule in 15.1.1.1 

15.7.6. Behavioral Health and SUD Reporting 

15. 7.6. 1. Reporting Requirements - The following measures must be reported electronically 
to the Department on a quarterly ba.~is. 

I 5. 7.6.1.1. Total unique CHP+ members that had a medical mental health visit 

15. 7.6. 1.2. Total unique CHP+ members that had a facility mental health visit 

15.7.6.1.3. Total CHP+ members thnt had mt)(!ical and facility mental health visits 

15.7.6. 1.4. Total numberol'CHP+ visits related to substance use: 

15.7.6.1.5. Total unique CHP+ members who had an outpatient or community-based visit 
for a primary mental health diagnosis. 

15.7.6.1.6. Total unique CHP+ members who had an inpatient hospital visit for a primary 
mental health diagnosis. 

15.7.6.1.7. Total unique CHP+ members who had a visit for a primary mental health 
diat,'llOSis. 

15. 7.6.1.8. Total unique CHP+ members who had an outpatient or community-based visi t 
for a primary substanc..-e use disorder diagnosis. 
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15.7.6.1.9. Total unique CHP+ members who hod on inpatient hospital visit for a primary 
substance use disorder diagnosis. 

15.7.6.1.10. Total unique CHP+ members who hod visits for a primary substance use 
disorder diagnosis. 

15.7.6.1.11. DELIVERABLE: Behavioral Health and SUD Reports 

15. 7.6.1.12. DUE: Quarterly, according to the table in 15.1.1. I. 

16. REIMBURSEMENT 

I 6.1. 

16.1.1. 

Inspection and auditing of financial records 

The Contractor shall allow the Department to inspect and audit the financial records of 
the Contractor and its Subcontractors related to this Contract in uccordance with 42 
C.F.R.§§438.3(h) and 438.3(m). 

16.2. Payment Tenns 

16.2. I. Payments provided for under this Contract will be denied for new Members when, and 
for so long as, payment for those Members is denied by CMS in accordance with the 
requirements in 42 C.F.R. §438. 730. 

16.2.2. Monthly Payment Cycle: The Department shall, in accordance with the Monthly 
Premium Payment rate schedule established in Exhibit C, issue concurrent payment to 
the Contractor for evt:ry Member identified on the electronic Enrollment reports 
specified in Section 6.5 on the Friday aner the second Saturday of the month for which 
coverage under the Contractor's Plan shall be effective. 

16.2.3. Monthly Reconciliation Cycle: The Department shall, in accordance with the Monthly 
Premium Payment rate schedule established in Exhibit C, issue retrospective payment to 
the Contractor for every Member that was identified on the electronic Enrollment reports 
and received coverage under the Contractor's Plan in the previous month, but for whom 
Monthly Premium Payment was not made by the Department. 

16.2.3.1. In the event that there are fewer Members identified for coverage on the monthly 
electronic Enrollment reports than for the previous month, or ifthere is a different age 
and income mix of Members on the electronic Enrollment reports that results in a 
lower net amount of Monthly Premium Payment owed to the Contractor than 
originally calculated pursuant to the electronic Enrollment reports for the previous 
month, the Department shall, in accordance with the Monthly Premium Payment rate 
schedule established in Exhibit C, reduce the amount of payment made to the 
Contractor to reflect the difference in Membership ond recover the overpayment. 

16.2.4. Payment Summary Statement: All monthly payments and payment ndjustments mode by 
the Deparhnent to reflect differences between the electronic Enrollment reports and any 
other udjustments made hereunder (e.g., for recovery of overpa)1nents or to reflect late 
or retroactive Disenrollments) shall be separately recorded on a monthly Payment 
Summary Statement thot shall accompany payment to the Contr11ctor. The monthly 
Payment Summary Statement shall contain, at a minimum, the following elements: 

16.2.4.1. The amount of payment made or adjusted on behalf of all Members or Disenrollees. 
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16.2.4.2. The month or months for which payment is made or adjusted. 

16.2.5. In the event the Contract is tenninated for any reason, any payments advanced to the 
Contractor for Covered Services to Members for periods after the date of termination 
shull be returned to the Department within thirty (30) calendar days of notification by 
the Department of such incorrect payment, unless otherwise authorized by the 
Department in writing. 

16.2.6. The Contractor agrees that reimbursement received for a Memher shall be adjusted for a 
change in age category on the first day of the month following the month in which the 
Member's birthday occurred, when applicable. 

16.2.7. If the Contractor receives payment in excess of that which is authorized hereunder, 
whether as a result of the Department's error, the Contractor's error, or othcnvise, the 
Department shall recover such overpayment by making appropriate reductions from 
subsequent Monthly Premium Payments to the Contractor in compliance with section 7 
(b) (v) of the Contract. In the event that excess payment cannot be recovered by 
adjustment to sub,equent Monthly Premium Payments, The Contractor shall promptly 
repay, in full, any overpayment directly to the Department within thirty (30) calendar 
days after notification by the Department in writing, unless otherwise authorized by the 
Department in writing. 

16.2.8. The Contractor ai.,rrees that the Monthly Premium Payment rule schedule established in 
Exhibit C is for the Contract Year listed on the Exhibit. The Department will evaluate 
the Monthly Premium Payment rate schedule each fiscal year. Financial obligations of 
the Stllte of Colorado payable atler the current fiscal year are contingent upon funds for 
that purpose being appropriated, budgeted, and othenvise mnde available. 

16.2.8.1. The Department retains the discretion to ,elect a payment rate within the actuarinlly 
sound rate range based on performance and timeliness of deliverables in this Contract. 

16.2.9. The Conll'actor shall utilize best efforts to implement the Colorado Medical Home 
Standards set forth in Exhibit G, Children's Basic Health Plan Medical Home Standards. 
The Contractor shall ensure that all children in the Contractor's plan have access to a 
Medical Home. 

16.2. 10. The Contractor shall reimburse an additional $21.00 incentive for the provision of the 
Covered Services identified in Exhibit I, including the upplicahle occurrence and age 
limits. Monthly capitation rates include an increase to provide the funding for Medical 
Home incentives, unles.~ otherwise approved by the Department. The Contractor is not 
required to provide incentive amounts in excess of those received in the monthly 
c.apitation. 

16.2.11. The Contractor shall submit to the Department II quarterly report as specified in Exhibit 
G, detailing what has been paid in incentives for the CPT codes. 

16.3. Financial Reconciliations 

16.3. I. The Department will perform a financial reconciliation, at the Department's discretion 
or at the direction of CMS. The Department may perform th is reconciliation for any year 
in which the Contr.1ctor has provided services under this Contract or in a prior contract 
for the provision substantially similar services. 
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16.3.2. The Contractor shall provide all necessary information and take all necessary steps to 
ensure that no act or omission of the Contractor delays any reconciliation or otherwise 
results in the reconciliation being incomplete by any deadline imposed by the 
Department or CMS. 

16.3.3. Cer1ification of data - When State payments to the Contractor are based on data 
submitted by the Contractor, the State must require cel1ification of the data as provided 
in 42 C.F.R. §438.606 1111d 42 C.F.R §457.950. 

16.3.3.1. 

16.3.3.l.l. 

16.3.3.1.2. 

I 6.3.3.1.3. 

16.3.3.1.4. 

16.3.3. 1.5. 

16.3.3.1.6. 

16.3.3.1. 7. 

16.3.3.2. 

16.3.3.3. 

16.3.3.4. 

16.3.3.S. 

The Contractor shall ensure that either the Contractor's Chief Executive Officer; 
Chief Financial Officer; or an individual who reports directly to the Chief Executive 
Officer or Chief Financial Officer with delegated authority to sign for the Chief 
Executive Officer or Chief Financial Officer shall certify the submission of the 
following data, documentation or infonnation: 

Encounter date submission, as described in Section 18 .2. of this Agreement. 

Data on which the Department certifies the actuarial soundness of the capitation 
rates. 

Data on which the Depnrtment detennines the Contractor's compliance with the 
medical loss rotio requirement described in 42 C.F.R. §438.8. 

Data on which the Department determines thnt the Contractor has made adequate 
provision against the risk of insolvency. 

Data on which the Department bases its certification that the Contractor has 
complied with the State's requirements for availability and accessibility of services, 
including the adequacy of the provider network. 

The annual report of overpayment recoveries in 42 C.F.R. §438.608(d)(3). 

Information on ownership and control, as described in Section 19.4. of this 
Agreement. 

The certification must attest, based on best knowledge, infonnation, and belief as to 
the accuracy, completeness and truthfulness of the documents and data. 

The Contractor must submit the certification concurrently with the cer1ified data and 
documents. 

The Contractor shall provide access for the State, CMS, and the HHS Office of the 
Inspector General to Member health claims data and payment data, in confonnance 
with the appropriate privacy protections in the State. 

The Contractor shall provide a guarantee that the Contractor will not nvoid costs for 
services covered in this Contract by referring Members to publicly support health care 
resources. 

I 6.4. Liability for Payment 

16.4.1. The Contractor agrees that: 

16.4.1.1. Members are not held liable for the MCO's debts, in the event the MCO becomes 
insolvent. 
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16.4.1.2. Members are not held liable for covered services provided to the enrollee, for which 
the state does not pay the MCO, or for which the state or MCO does not pny the 
provider that furnished the service under a contractual, referral, or other arrangement. 

16.4.1 .3. Members are not held liable for covered services furnished under a oontnict, referral, 
or other arrangement to the extent that those payments nre in excess of the amount the 
enrollee would owe if the MCO covered the services directly. 

16.4.2. The Contractor shall provide nssurnnces satisfuctory to the state that its provision against 
the risk of insolvency is adequate to ensure thnt Medical Assistance enrollees will not be 
liable for the MCO's debt if the MCO becomes insolvent. 

I 6.4.3. Item deleted 

16.4.4. Excess payments - Each Contractor must provide that Members are not held liable for 
payments for covered services furnished under a contract, referral, or o ther nrrangement, 
to the extent that those payments are in excess of the amount that the Member would 
owe if the Contractor provided the services directly. 

16.4.5. Timely Filing - As a precondition for obtaining federal financial participation for 
payments under this agreement, per45 C.F.R. §§95.1 and 95.7, the Department must file 
all claims for reimbursement of payments to the Contractor with CMS within 2 years 
alter the calendar quarter in which the Department made the expenditure. Therefore, if 
the Department is unable to file the Conlractor's claims or capitation payments within 2 
years ufler the calendar quarter in which the Department made the expenditure due to 
inndequute or inaccunlle contractor records, and the Department does not meet any of 
the exceptions listed at 45 C.F.R. §95.19, no claims or capitations will be paid to the 
contractor for uny period of time disallowed by CMS. Furthermore, lhe Department will 
recover from the Contractor all claims and capitations paid to the Contractor for any 
period of time disallowed by CMS. 

16.4.6. The Monthly Payment Rate may be adjusted during the performance period of this 
contract pursuant to an executed amendment, upon approval of the State Controller or 
his/her designce. 

16.4.6. 1. The Department retains the discretion to select a payment rate within the actuarially 
sound rate range based on performance and timeliness of deliverables in this Contract. 

16.5. Medical Loss Ratio (MLR} 

16.5.1. MLR Calculation 

16.5.1.1. The MLR will be calculated according to the instructions provided on the MLR 
template and the guidance provided in 42 C.F.R. §438.S(a). 

16.5.1 .2. All data provided by the Contractor for the purposes of MLR calculation shall use 
actual costs. 

16.5 .1.2.1. The first annual measurement period began upon execution of the FY I 6-I 7 
Contract and ended on June 30, 20 I 7. 

16.5. 1.2.2. Subsequent annual measurement periods will align with the state fiscal year; 
beginning on July I, and ending on June 30 of the subsequent calendar year. 
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16.5.1.2.3. The Contractor will allow for three (3) months claims runout before calculating the 
MLR. The validation of the MLR, by the Department, may take an additional five 
(5) months. 

16.5.1.2.4. The Contractor must submit the calculated internally certified MLR template along 
with supporting data and documentation, including, but not limited to, all 
encounters, financial information and reporting, and flat files for the measurement 
period, before the Department can validate the submitted MLR for the Contractor. 
The submission date is annually on March I. See Encounter Claims Dnta Provisions 
and the Medical Loss Ratio (MLR) Calculation Template, as provided by the 
Department. 

16.5.1.2.4.1. The Contractor must submit the externally certified financial template to the 
Department annually by May I, based on the requirements provided by the 
Department. 

16.5.1.2.4.2. The MLR reporting process shnll comply with the CMS' two-year timely filing 
requirement in 45 C.F.R. 95.7. lfthe Department does not receive the above listed 
deliverables in Section 16.5.1.1.2.4. within one and a half years nfter the calendar 
quarter in which the underlying claims for the deliverables were incurred, the 
Department shall thereafter process the reporting on a quarterly basis. 

16.5.1.2.S. The Contractor's Medical Spend and audited supplemental data provided in the 
Contractor's annual financial reporting will be verified using encounter data 
submitted through flat file submissions on a secure server, until such time that the 
Department deems it appropriate for such encounter data submissions to be sent 
through the State's Colorado interChange. 

16.5.1.2.6. MLR Target: The Contractor shall have a Medical Loss Ratio (MLR) of eighty-five 
percent (85%}. The Contractor will calculate a cohort specific nnd plan-wide 
Medical Loss Ratio (MLR) each SFY using the template provided by the 
Depllrtment. 

16.5.1.2.7. The MLR is rounded to three decimal places. For example, if the MLR is 0.8255 or 
82.55%, it :;hall be rounded to 0.826 or 82.6%. 

16.S. 1.2.8. If the Contractor's MLR does not meet or exceed the Adjusted MLR Target, then 
the Contractor shall reimburse the Deportment the difference using the following 
formula: 

16.5. 1.2.8.1. Reimbursement amount shall equal the total amount of capitations payments 
received by the Contractor multiplied by the difference between the Contractor's 
MLR and the Adjusted MLR Target. 

I 6.S.1.2.8.2. The Contractor shall reimburse the Department within thirty {30) days of the 
Department finalizing the MLR validation. The Department shall designate the 
MLR rebate and initiate the recovery of funds process by providing notice to the 
Contractor of the amount due, pursuant to 10 C.C.R. 2505-10, Section 8.050.3 A­
C Provider Appeals, as well as Section 8.050.6 Informal Reconsiderations in 
Appeals of Overpayments Resulting from Review or Audit Findings. 
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16.5. I .3. The MLR will be calculated as the ratio of the numerntor (as defined below) to the 
denominator {as defined below). 

16.5.1.3.1. The numerator is the sum of the Contractor's incurred claims; Contractor's 
expenditures for activities that improve health care quali ty; and Contractor's fraud 
prevention activities. 

16.5.1.3.1.1. 

16.5.1.3.1. I. I. 

Incurred claims must include the following: 

16.5.1.3.1.1.2. 

16.5. 1.3.1.1.3. 

16.5.1.3.1.1.4. 

16.5. 1.3. 1.1.5. 

16.5.1.3.1.1.6. 

Direct claims that Contractor paid to external providers and the cost of internal 
staff for services or supplies covered under the contract and services meeting 
the requirements of 42 C.F.R. 438.3(e} provided to enrollees. 

Unpaid claims liabilities for the MLR reporting year, including claims reported 
that are in the process of being adjusted or claims incurred but not reported. 

Withholds from pnyments mude to network providers. 

Claims that arc recoverable for anticipated coordination of benefits. 

Claims payments recoveries received as a result of subrogation. 

Incurred but not reported claims based on past experience, and moditicd to 
retlcct current conditions, such as changes in exposure ur claim frequency or 
severity. 

Changes in other claims-related reserves. 

Reserves for contingent benefits and the medil:al claims portion of lawsuits. 

16.5.1.3.l.l.7. 

16.5.1.3.1.1.8. 

16.5.1.3.1.2. 

16.5.1.3.1.2.1. 

16.5.1.3.1.2.2. 

16.5.1.3.1.3. 

16.5.1.3.1.3.1. 

Amounts that must be deducted from incurred claims include the following: 

16.5.1.3.1.3.2. 

16.5.1.3.1.4. 

16.5.1.3.1.5. 

16.5. 1.3.1.5.1. 

16.5.1.3.1.5.2. 

16.5.1.3.1.5.2. 1. 

Overpayment recoveries received from network providers. 

Prescription drug rebates received and accrued. 

Expenditures !hat must be included in incurred claims include the following: 

The amount of incentive and bonus payments made, or expected to be made, to 
network providers. 

The amount of claims payments recovered through fraud reduction efforts, not 
to exceed the amount of fraud reduction expenses. 

Amounts that must either be included in or deducted from incurred claims include, 
respectively, net payments or receipts reluted to State mandated solvency funds. 

Amounts that must be excluded from incurred claims: 

Non-claims costs. Those expenses for administr.:itive services that are not: 
Incurred claims as defined in section 16.5.1.3. I.I. expenditures on activities 
that improve health care quality, as defined in section 16.5. 1.3.1.5.6. or 
licensing an<l regulatory lees, or Federal and State taxes, as defined in section 
16.5.1.4.3. 

Non•claims costs include the following: 

Amounts paid to third party vendors for secondary network savings. 
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16.5.1.3.1.5.2.2. 

16.5.1.3.1.5.2.3. 

16.5.1.3.1.5.2.4. 

16.5.1.3.1.5.3. 

16.5.1.3.1.5.4. 

16.5. 1.3. 1.5.5. 

16.5. 1.3.1.5.6. 

16.5.1.3.1.5.6.1. 

16.5.1.3.1.5.6.2. 

16.5.1.3.1.5.6.3. 

16.5.1.3.1.5.7. 

Amounts paid to third party vendors for network development, administrative 
fees, claims processing, and utilization m1magement. 

Amounts paid, including amounts paid to a provider, for professional or 
administrative services that do not represent compensation or reimbursement 
for State plan services or services meeting the definition in 42 C.F.R. 438.3(e) 
and provided to an enrollee. 

Fines and penalties assessed by regul11tory authorities. 

Amounts paid to the Department as remittance under section 42 C.F.R. 438.S(j). 

Amounts paid to network providers under 42 C.F.R. 438.6(d}. 

Incurred claims paid by the Contractor that are later assumed by another entity 
must be reported by the assuming entity for the entire MLR reporting year and 
no incurred claims for that MLR reporting year may be reported by the 
Contractor. 

Activities lh11t improves health care quality must be in one of the following 
categories: 

Activities that meet the requirements of 45 C.F.R. I S8. I 50(b}, 11nd are not 
excluded under 45 C.F.R. 158.150(c) 

Activities related to any EQR-rel11ted activity 11s described in C.F.R. 
438.358(b) and {c). 

Any expenditure that is related to Health Information Technology and 
meaningful use, meets the requirements placed on issuers found in 45 C.F.R. 
I 58.1 SI, and is not considered incurred claims, as defined in section 12.4.10. 

Expenditures on activities related to fraud prevention as adopted for the private 
market at 45 C.F.R. part 158. Expenditures under this paragraph must not 
include expenses for fraud prevention efforts in section 16. 5.1. 3. I. 

16.5.1.4. Denominator 

16.5.1.4.1. The denominator of the Contractor's MLR for an MLR reporting year must equal 
the adjusted premium revenue. The adjusted premium revenue is the Contractor's 
premium revenue (as defined below) minus the Contractor's Federal, State, and 
local taxes and licensing and regulatory fees (as defined below) and is ag1:,'t'egated 
in accordance with 42 C.F.R. 438.8(i}. 

16.5.1.4.2. Premium revenue includes the following for the MLR reporting year: 

16.5.1.4.2.1. State capitation payments, developed in accordance with 42 C.F.R. 438.4, to the 
Contractor for all enrollees under a risk contract approved under 42 C.F.R. 
438.3(a), excluding payments made under to 42 C.F.R. 428.6{d). 

I 6. 5.1.4.2. 2. State-developed one time payments, for specific life events of enrollees. 

16.5.1.4.2.3. Other payments to the Contractor approved under 42 C.F.R. 438.6(b}(3). 
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16.5.1.4.2.4. 

16.5.1.4.2.5. 

16.5. 1.4.2.6. 

16.5.1.4.3. 

16.5. 1.4.3.1. 

16.5.1.4.3.2. 

16.5.1.4.3.3. 

16.5.1.4.4. 

16.5.1.4.4.1. 

16.5.1.4.4.2. 

16.5.1.4.4.3. 

16.5.1.4.4.4. 

16.5.1.4.4.5. 

16.5.1.4.5. 

16.5.1.4.5.1. 

16.5.1.4.5.2. 

16.5.1.5. 

16.5. 1.6. 

16.5.1.7. 

Unpaid cost-sharing amounts that the Contrnctor could have collected from 
enrollees under the contract, except those amounts the Contractor can show it 
made a reasonable, but unsuccessful, effort to collect. 

All Changes to unearned premium reserves. 

Net payments or receipts related to risk sharing mechanisms developed in 
accordance with 42 C.F.R. 438.5 or 438.6 

Federal, State, and local taxes and licensing and regulntory fees for the MLR 
reporting year include: 

Statutory assessments to defray the operating expenses of any State or Federal 
department. 

Examination fees in lieu of premium taxes as specified by State law. 

Federal taxes and assessments allocated to the Contractor, excluding Federal 
income taxes on investment income and capitul gains and Federal employment 
taxes. 

State and locnl taxes and assessments including: 

Any industry-wide {or subset) assessments (1ither than surcharges on specific 
claims) paid to the State or locality directly. 

Guaranty fund assessments. 

Assessments of State or locality industrial boards or other boards for operating 
expense or for benefits to sick employed persons in connection with disability 
benefit laws or similar tax.es levied by States. 

State or locality income, ex.cise, and business taxes other thnn premium taxes and 
Stnte employment and similar taxes and assessments. 

State or locality premium taxes plus State or locality taxes based on reserves, if in 
lieu of premium taxes. 

Payment made by the Contractor that are otherwise exempt from Federc1l income 
taxes, for community benefit expenditures as defined in 45 C.F.R. 158.162(c), 
limited to the highest of either: 

Three percent of camed premium; or 

The highest premium tax rate in the State for which the report is being submitted, 
multiplied by the Cont1·c1ctor's earned premium in the State 

The total amount of the denominator for the Contructor, which is later assumed by 
unother entity mu.~l be reported by the assuming entity for the entire MLR reporting 
year and no amount under this section for that year may be reported by Ute ceding 
entity. 

The Department will recoup payment from the Contractor for missing the M LR target 
using the MLR calculation methodology as expressed above. 

Allocation of Expense 
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'--------------------------------------------

16.5.1.7.1. 

16.5.1.7.1.1. 

General 

16.5.1.7.1.2. 

The Contractor shall include each expense under only one type of expense, unless 
a portion of the expense fits under the definition or, or criteria for, one type of 
expense and the remainder fits into a different type of expense, in which cose the 
expense must be pro-rated between types of expenses. 

The Contractor shall report expenditures that benefit multiple contracts or 
populations, or contracts other than those being reported, on a pro rata basis. 

16.5.1.7.2. 

16.5.1. 7.2.1. 

Expenditures 

16.5.1. 7.2.2. 

16.5.1. 7.2.3. 

The Contractor shall ensure that expense allocations are based on II genernlly 
accepted accounting method that is expected to yield the most accurate results. 

The Contractor shall ensure that shared expenses, including expenses under the 
tenns of a management contract, are apportioned pro rata to the contract incurring 
the expense. 

The Contractor shall ensure that expenses that relate solely to the operation of a 
reporting entity, such as personnel costs associated with the adjusting and paying 
of claims, are borne solely by the reporting entity and are not apportioned to the 
other entities. 

16.5.1. 7.3. 

16.5.1.7.3.1. 

Credibility Adjustment 

16.S.1. 7.3.2. 

16.5.1.7.3.3. 

The Contractor may add a credibility adjustment to a calculated MLR if the MLR 
reporting year experience is partially credible. The credibility adjustment is added 
to the reported MLR calculation before calculating any remittances. 

The Contractor may not add a credibility adjustment to a calculated MLR if the 
MLR reporting year experience is fully credible. 

If the Contractor's experience is non-credible, it is presumed to meet or exceed 
the MLR calculation standards. 

16.5.1.7.4. 

16.5.1.7.4.1. 

Aggregation of Data 

The Contractor will aggregate data for all Medical Assistance eligibility groups 
covered under this Contract. 

16.5.1.7.5. 

16.5.1.7.5. I. 

Reporting Requirements 

16.S.l.7.5.I.I. 

16.5. I. 7.5.1.2. 

16.5.1.7.5.1.3. 

I 6.5.1. 7.S.1.4. 

16.5.1.7.5.1.5. 

The Contractor sha!l submit an MLR report to for each MLR reporting year, that 
includes: 

Total incurred claims. 

Expenditures on quality improving activities. 

Expenditures related to activities compliant with program integrity 
requirements. 

Non-claims costs. 

Premium revenue. 

E<hihil B-l,Cnntr.,c1 Numb,.,, 18-10144BAI 

Page ll2ofl24 



16.5.1.7.5.1.6. 

16.5.1.7.5.1.7. 

16.5.1.7.5.1.8. 

16.5.1.7.5.1.9. 

16.5.1. 7.5.1. 10. 

16.5.1.7.5.1.11. 

16.5.1. 7.5.1.12. 

16.5. l. 7.5.1.13. 

16.5.1.7.5.1.14. 

16.5.1. 7.5. l. I 5. 

Taxes. 

Licensing fees. 

Regulatory fees. 

Methodology(ies) for allocation of expenditures. 

Any credibility adjustment applied. 

The calculated MLR. 

Any remittance owed to the Deportment, if applicuble. 

A compuri~on of the infonnation reported with the audited financiol report. 

A description of the aggregation method used to calculate total incurred claims. 

The number of member months. 

16.5.1.7.5.2. The Contractor shall require any subcontractors providing claims adjudication 
activities to provide all underlying data associated with MLR reporting to the 
Contractor within 180 days of the end of the MLR reporting year or within 30 
days of being requested by the Contractor, whichever come,; ~ooner, regardless of 
current contractual limitations, to calculate and validate the accuracy of MLR 
reporting. 

16.5.1. 7.6. Recalculation of MLR 

16.5. I .7.6.1 . In any instance where the Department makes a retroactive change to the capitation 
payments for an MLR reporting year where the report has ulrea<ly been submitted 
to the Department, the Contractor shall: 

16.5.1.7.6.1.1. Re-calculate the MLR for all MLR reporting years affected by the change. 

16.5.1.7.6 .1.2. Submit a new MLR report meeting the requirements in 42 C.F.R. 438.8(k). 

17. TERMINATION 

17. I . T cnnination for Convenience 

17. I. I. Convenience 

17.1.1 .1. The Controctor muy, when the interests of the Contractor so require, terminate this 
Contract for the convenience of the Contractor. The Contractor shall give written 
notice to the Department of termination for convenience at least ninety (90} calendar 
days before termination. Termination shall become effective on the first day of the 
month following the expiration of the ninety (90) calendar duy notice period. 

17 .1. 1.2. The Department moy, when the interests of the Department so require, terminate this 
Contract for the convenience of the Department. The Department shall give written 
notice to the Contractor of termination for convenience at least ninety (90) calendar 
days before termination. Termination shall become effective on the first day of the 
month following the expiration of the ninety (90) c.alendar day notice period. 

17.1.1.3. In the event of fraud, CHP+ program abuse, or jeopardy to the hea lth ond safety of 
any Member, the Deportment may terminate this Contract immediately. 
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17.1.2. 

17. 1.2. l. 

17.1.2.2. 

17.1.3. 

17.1.3. I. 

Contractor's Obligations 

The Contractor shall incur no further obligations after the effective date of tennination 
of this Contract. The Department may direct the Contractor to assign the Contractor's 
right, title and interest under terminated orders or subcontracts to the Department, to 
the extent permitted under the Contractor's Provider agreements. 

The Contractor must still complete and deliver to the Department the work not 
tenninated by the effective date of termination and may incur obligations as arc 
necessary to do so. 

Compensation 

In the event that the Contract is terminated for convenience: 

17. 1.3.1.1. The Department shall be responsible for notifying all Members of the date of 
tennination and process by which the Members will continue to receive Covered 
Services; 

17. 1.3. 1.2. The terminating party shall be responsible for all expenses relating to s11id 
notification; and; 

I 7.1.3.1.3. The Department's obligation to pay the Contractor shall end on the first day of the 
month following the expiration of the ninety (90) calendar day notice period, except 
if the Contractor receives payment in an amount in excess or less than authorized by 
this Contract, whether as a result of the Contractor's error or the Department's error, 
or otherwise, the Department shall adjust pnyments as specified elsewhere in this 
Contract within ninety (90) calendar days of termination. 

17.2. Termination for Default 

17 .2. I. Defoult 

17.2.1.1. If the Contractor refuses or fails to timely perfonn any of the provisions of this 
Contract, with such diligence as will ensure its completion within the time specified 
in this Contract, the Department shall notify the Contractor in writing of the non­
performance, and if not promptly corrected within thirty (30) calendar duys from the 
date of notification, the Department may tenninate the Contractor's right to proceed 
with the Contract. Termination shall become effective on the first day of the month 
following the date in which the Department gives notice to the Contractor that the 
Department shall terminate the Contract for default. 

I 7 .2.1. 2. The Contractor shall not be in default by reason of any failure in performance of this 
Contract in accordance with its tenns if such failure arises out of acts of God, acts of 
the public enemy, acts of the Department or any governmental entity in its sovereign 
or contractual capacity, fires, floods, epidemics, quarantine restrictions, explosions, 
strikes or other labor disputes, freight embargoes, interruption of transportation, 
rationing, court action, illegality, unusually severe weather, or any other cause beyond 
the control of the party affected and which, by the exercise of reasonable diligence, 
could not have been prevented by the party affected. Upon request of the Contractor, 
the Department shall nscertain the facts and extent of such failure, and, if the 
department determines that any failure to perform was occasioned by anyone or more 
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of the excusable causes, and that, but for the excusable cause, the Contractor's 
progress and performance would have met the tenns of the Contract, the delivery 
schedule shall be revised accordingly, subject to the rights of the Department. 

17.2.1 .3. If, after notice of termination of the Contractor's right to proceed under the provisions 
of this clause, it is detcnnined for any reason that the Contractor was not in default 
under the provisions of this clause, or that the delay was excusable, the rights and 
obligations of the parties shall be the same as if the notice oftcnnination had not been 
issued. 

17.2.2. Contractor's Obligations 

17.2.2.1. The Contractor shall incur no further obligations on or after the effective date of 
termination. The Department may direct the Contractor to assign the Contractor's 
right, title and interest under terminated orders or subcontracts to the Department, to 
the extent permitted under Provider agreements. 

17.2.2.2. The Contractor must still complete and deliver to the Department the work not 
terminated by the effective date of termination and may incur obligations as arc 
ne~-essary to do so. 

17.2.3. Compensation 

17.2.4. In the event that the Contract is terminated for default: 

17.2.4.1. The Department shall be responsible for notifying all Members of the date of 
termination and process by which the Members will continue to receive Covered 
Services. 

17 .2.4.2. The Contractor shall be responsible for all expenses related to said notification. 

17.2.4.3. The Department's obligation to pay the Contractor shall end on th.e first day of the 
month following the expiration of the thirty (30) calendar day notice period, except if 
the Contractor receives payment in 1111 amount in excel>-~ or less than authorized by 
this Contract, whether as a result of the Contractor's error or the Department's error, 
or otherwise, the Department shall adjust payments as specified elsewhere in this 
Contract within ninety {90} calendar days of termination. 

17.2.4.4. In addition to any other remedies set forth in this Contract, the Department may use 
any other remedy allowed by law. 

18. DATA ELEMENTS AND DEPARTMENT REQUESTS FOR INFORMATlON 

18. I. Claims Data 

18.1.1. The Contractor agrees to produce claims data for Members in the fonnat specified in 
Exhibit F, at the times, and for the periods, requested by the Depnrtment. All such 
reque.~ts shall be made at least sixty (60} calendar days in advance. The Department will 
use the cluims data reported by the Contractor for rate development analyses, qual ity 
improvement activities and/or other purposes noted in writing at the time the data are 
requested. The Contractor shall provide re11sonable assistance to the Department, and/or 
its desib'llees, when validution of the accurc1cy and integrity of reported claims data is 
necessary for the purposes described above. Upon request, the Department shull provide 
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the Contractor with II written description of any procedures conducted by the Deportment 
or its designee(s) to validate the accuracy of reported clnims data, or make necessary 
adjustments to ensure that the data are useful for the purposes noted in writing at the time 
the data were requested. 

18. 1.2. Contractor Review of Study or Audit Results - The Department shall submit to the 
Contractor, for a ten ( JO) business day review nnd comment period, any studies or audits 
prior to the release to the public. 

18. J .3. The Department will not require the Contractor to submit any reports or information that 
may be obtained from another State or Federnl ngency, provided such information is 
sufficient to meet stated program and/or operational objectives, and may be obtained in 
a timely manner. 

18.1.4. The Department, in consultation with the Contractor, may modify, eliminate, or add to 
specific data and reporting requirements specified in this Contract. 

18.2. Chums D11111 Submission 

18.2.1. Upon interChange implementation, the Contractor shall submit all Encounter Clnims 
Dala electronically, following the Colorado Medical Assistance Program policy rules 
found in Volume VIIJ, the Medical Assistance Manual of the Colorndo Depnrtment of 
Health Care Policy and Financing (Program Rules and Regulations) or in the Colorado 
Code of Regulations (IO CCR 2505-10). Contractor shall submit Encounter Claims Dala 
in the interChange ANSI Xl2N 837 format directly lo the Department's fiscal agent 
using the Department's data transfer protocol. The 837 format encounter claims, 
reflecting paid, adjusted and/or denied by the Contractor shall be submitted via u regulnr 
batch process. Controctor shall submit all encounter claims in accordance with the 
following: 

18.2.1.1. Applicable HIPAA transaction guides posted nvailable at: colorado.gov/hcpf 

18.2.1.2. 

18.2.1.3. 

18.2.2. 

18.2.3. 

I 8.2.4. 

18.2.5. 

Provider Billing Mununl Guidelines available at colorado.gov/hcpf. 

837 X12N Companion Guide Specifications available ot: colorado.gov/hcpf. 

The Contractor sholl either hnve or acquire knowledge and experience with the 
interChange X 12N 83 7 formatted encounter data for these submittals. Doto submission 
shall comply with the federal confidentiality requirements of 42 C.F.R. Part 2, and may 
require the development of a Qualified Service Organizntion (QSO) Agreement. 

The Department reserves the right lo change format requirements at any time, following 
consultation \vith the Controctor and retains the right to make the finol decision regarding 
format submission requirements. 

Encounter Claims Data Provisions. The Contractor shall submit all Encounter Claims 
Data electronically, following the Colorado Medical Assistance Program policy rules 
found in Volume VIII, the Medical Assistance Manual of the Colorado Department of 
Health Care Policy and Financing (Program Rules and Regulations) or in the Colorndo 
Code of Regulations (10 CCR 2505-10). 

The Contractor shall certify all Encounter Claims Data submitted is accurate, complete 
and truthful based on the Contractor's best knowledge, information and belief. This 
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certification shall be signed by either the Chief Executive Officer or the Chief Financial 
Officer or an individual who has delegated authority to sign for, and who reports directly 
to, the Chief Executive Officer or Chief Financial Officer. 

18.2.6. Contractor shall submit Encounter Claims Data in the current ANSI ASC Xl2N 837 
version directly to the Department's fiscal agent using the Department's data transfer 
protocol. 

18.2.7. Contractor shall follow the guidelines for data submission set forth in the Companion 
Guides provided by the Department available at: colorndo.gov/hcpf/ 

18.2.8. 837-format encounter cla ims, retlecting all medical, facility and supplier claims paid, 
adjusted or denied by the Contractor, shall be submitted via a regular weekly or monthly 
batch process to the MMIS as follows: 

18.2.8.1. All encounter claims shall be submitted in accordance with applicable HIPAA 
transaction guides posted at Colorado.gov/hcpf. 

18.2.8.2. For Hospital, Ambulatory Surgery Center and Home Health Encounter Claims: 

18.2.8.3. Both Inpatient and outpatient Hospital and home health encounter clnims include paid 
and denied services provided hy a Hospital, ambulatory surgery center or home health 
agency. 

18.2.8.3. J. 

18.2.8.3. I. I. 

I 8.2.8.3.1.2. 

18.2.8.3 .1.3. 

18.2.8.4. 

18.2.8.5. 

18.2.8.6. 

18.2.8.6. I. 

18.2.8.6.2. 

18.2.8.6.3. 

These encounter claims shall contain revenue nnd procedure codes, as appropriate. 

One encounter claim must be submitted for each hospitalization, outpatient visit 
or outpatient surgery. 

Multiple home health visits may be on one home health encounter claim. 

The encounter claim must represent all services delivered to the Member during 
the billing episode billed. 

Hospital, ambulatory surgery center and home health encounter claims shall be 
submitted using the ANSI 8371, Health Care Claim Institutional fonnal. 

Certain services, such as an infusion during home health, may be billed on an ANSI 
837P, Health Care Claim Professional format rather than an ANSI 8371, Heal th Care 
Claim Institutional fonnat. Such services may be submitted in the format received by 
the Contractor from the Provider. 

For Pharmacy Encounter Claims: 

Pharmacy encounter claims refer to all paid and denied pharmaceuticals 
prescriptions. 

A pharmacy encounter Claim is a single prescription. If a single Member has 
multiple prescriptions filled from a single Provider there would still be a Pharmacy 
Encounter Claim for each prescription. 

All phannacy encounters claims shall be submilted using the HIPAA compliant 
fonnat approved by National Council for Prescription Drug Program (NCPDP} 
version 5. I fonnat. 
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18.2.8.7. 

I 8.2.8. 7.1. 

18.2.8.7.2. 

18.2.8.7.3. 

18.2.8.8. 

18.2.8.9. 

For Medical Encounter Clnims: 

Medical encounter claims include paid and denied services delivered by any 
Provider. These claims may include, but are not limited to services delivered by 
medical groups, practices, clinics, Physicians, mid-level practitioners, medical 
equipment suppliers, family planning clinics, independent laboratories, 
optometrists, podiatrists, FQHCs, freestanding rehabilitation centers, or any other 
Providers. 

When a Member receives services from multiple Providers in the same duy, 
Contrnctor shall submit separate encounter claims for each visit for each Provider. 

Medical encounters shall be submitted using the ANSI 837P, Health Care Claim 
professional format. 

For 837-format submissions, Contractor shall submit actual claim paid amounts. 

A description of Encounter Claims dnta edits and types can be found at 
colorado.gov/hcpt7. 

18.2.9. Payment methodology for services, supplies, equipment and drugs 

18.2.9.1. Automated Encounter Claims Payment Process 

18.2.9.1.1. For all pharmacy encounters, the Contractor ~hall submit the encounters to Magellan 
Rx electronically. The Contractor shall only submit the following type of electronic 
transactions for any encounter: 

18.2.10. National Council for Prescription Drug Programs (NCPDP) (pharmacy claim) 

18.2. I 0.1. For all other encounters, the Contractor shall submit the encounters to the MMIS 
electronically, following the Department's standard fee-for-service claims transaction 
process. The Contractor shall only submit one of the following types of electronic 
transactions for any encounter: 

18.2.11. Xl2N 837 Professional (practitioner claim) 

18.2.12. X12N 837 Institutional (institutional claim) 

18.2.13. X12N 837D Dental Services 

19. ADDITIONAL FEDERAL REQUIREMENTS 

19.1. Federal Debarred Entities 

19.1.1. In addition to the Debarment and Suspension provisions in §2l(B) of this Contract, the 
Contractor shall not knowingly have a relationship with any of the following entities: 

19.1.1. I. An individual who 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. 

19.1.1.2. An individual who is an offilinte, as defined in the Federal Acquisition Regulation, of 
a person described in the prior paragraph. 

19.1.2. For the purposes of this section, a relationship is described as: 
Exhihi1 B-f. Coolract NuinlxT.: J8-I0144ltAl 

Pose 118 of 124 



19. 1.2.1 . A director, officer or partner of the Contractor. 

19. 1.2.2. A person or entity with more than five percent (5%) beneficial ownership of the 
Contractor. 

19.1.2.3. A Person with an employment, consulting or other arrangement with the Contractor 
that is responsible for any of the Contractor's obligations under lhis Contract 

19 .2. Federal lntennediate Sanctions 

19.2.1. The Department may implement 1my intermediate sanctions, as described in 42 C.F.R. 
§438. 702, if the Department makes the determination to impose sanctions under 42 
C.F.R. §438.700. 

19.2.2. Before imposing any intermediate sanctions, the Department shall give the Contractor 
timely written notice that explains: 

19.2.2.1. The basis and nature of the sanction. 

19.3. Termination under Federal Regulations 

19.3. I. The Department may terminate th is Contract for cause and enroll any Member enrolled 
with the Contractor in other Plan, or provide their CHP+ benefits through other options 
included in the Stllte plan, if the Department determines that the Contractor has failed to: 

19.3.1.1. 

19.3. I .2. 

Carry out the substantive terms of its contracts. 

Meet applicable requirements in sections 1932, I 903(m) and 1905(1) of the Social 
Security Act {42 U.S.C. 401 ). 

19.3.2. Before terminnting the Contractor's Contract as described in this section, the Department 
shall: 

I 9.3.2. 1. 

19.3.2. I. I. 

19.3.2.1.2. 

19.3.2.1.3. 

19.3.2.2. 

19.3.2.3. 

19.3.2.4. 

Provide the Contractor a cure notice that includes, at a minimum, all of the following: 

The Department's intent to tenninatc. 

The reason for the termination. 

The time and place for tlte pre•termination hearing 

Conduct a pre•terminution hearing. 

Give the Contractor written notice of the decision affirming or reversing the proposed 
termination of the Contract. 

If the Department detennines, alter the hearing, to terminate the Contract for cause, 
then the Department shall send a writlen tennination notice to the Contractor that 
contains the effective date of the termination. 

19.3.2.4.1. Upon receipt of the termination notice, the Contractor shall give Members enrolled 
with the Contractor notice of the termination and information, consistent with 42 
C.F.R. §438.10, on their options for receiving Medical Assistance services 
following the effective date of termination. 

19.3.3. Once the Department has notified the Contractor of its intent to terminate under this 
section, the Department may: 
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19.3.3.1. Give the Members enrolled with the Contractor written notice of the Department's 
intent to terminate the Contract. 

19.3.3.2. Allow Members enrolled with the Contractor to disenroll immediately, \vithout cause. 

19.4. Federal Disclosures of Information on Ownership and Control 

19.4.1.1. The Contractor shall provide all disclosures required by 42 C.F.R. §45S.104, as 
amended or hereinafter amended, in a form substantially similar to Exhibit L, 
Contractor Disclosure Templllte. These disclosures are: The name and address of any 
person, either an individual or a corporation, with an ownership or control interest in 
the Contractor. For a corporate entity, the address shall include the primnry business 
address, the address of each business location if there is more than one loc.ation and 
any applicable P.O. Box address. 

19.4.1.1.1. The date of birth and social security number for any individual with an ownership 
or control interest in the Contractor. 

19.4.1.1.2. The tax identification number of any corporate entity with an ownership or control 
interest in the Contractor or in any subcontractor in which the Contractor has a five 
percent ( 5%) or greater interest. 

19.4.1.2. Whether any person, either an individual or a corporation, with an ownership or 
control interest in the Contractor is related to another person with ownership or 
control interest in the Contractor as a spouse, parent, child or sibling. 

19.4.1.3. Whether 1111y person, either an individual or a corporation, \vith nn ownership or 
control interest in the any subcontrnctor in which the Contractor has a five percent 
(5%} or greater interest is related to another person with ownership or control interest 
in the Contractor as a spouse, parent, child or sibling. 

19.4.1.4. The nnme of any other entity required to disclose under 42 C.F.R. §45S. 104 in which 
any owner of the Contractor has an ownership or control interest. 

19.4. 1.5. The name, address, date of birth and Social Security Number of any managing 
employee of the Contractor. 

19.4.2. "O\'mership interest" and "person with an ownership or control interest" shall have the 
meaning specified in 42 C.F.R. §455.101, as amended or hereinafter amended. 
"Subcontractor", for purposes of this subsection regarding Federal Disclosures of 
Information on Ownership and Control only, shall hove the meaning specified in 42 
C.F.R. §45S.l01, os amended or hereinafter amended. 

19.4.3. The Contractor shall complete these disclosures upon execution of the contract. The 
Contractor shall deliver new disclosures to the Depurtment within thirty-five (35) 
calendar days of the any change in ownership of the Contractor. 

19.4.4. The Contractor shall provide written disclosure to the Department within sixty (60) 
calendar days of identification of any prohibited affiliation, ownership or control, or 
capitation payments or other payments more than amounts specified in the Contract. 
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20. DATA SHARING 

20. l . The purpose of sharing Data under this agreement is to complete the services required by 
this contract. 

20.2. Contractor shall utilize data provided by the Department which is classified as PHI . 

20.3. The Contractor shall safeguard all provided State Confidential lnfonnation pursuant to this 
agreement and all applicable privacy laws. 

20.4. The Contractor shall not have any ownership rights to the State Confidential Information 
they muy receive from the State, unless specifically granted in this agreement. 

20.5. The Contractor shall use the provided State Confidential Information only for the purposes 
expressly stated in this agreement. 

20.6. The Contractor shall minimize the number of individuals who have access to the State 
Confidential Information. 

20.6.1. The Contractor shall only use State Confidential Information if it is criticnl to the Work, 
and otherwise shall seek to use non State Confidential lnfonnation. 

20.6.2. The specific; positions and/or persons authorized to view and manipulate the State 
Confidential Information shall be listed in the Appendix corresponding with the project 
for which the data is being shared. 

20.7. The Contractor shall destroy, or otherwise seque.~lcr, all original State Confidential 
Information when it is no longer necessary to complete the Work, as required by governing 
rule or statute. 

20.7.1. If there is no required date by which the Stale Confidential Information must be 
destroyed, then the Contractor shall destroy tltc State Confidential Information within 
thirty (30) days after the completion of the Work for which the Slate Contidential 
Information is used. 

20.8. The Contractor shall revoke pennissions for an Authorized User to access the State 
Confidential Information when the individual is no longer necessary to complete the Work. 

20. 9. The Contractor shall be responsible for any Incident or breach that occurs after 
transmission of the Data from the Department and shall work with the Department to limit 
and remedy any Incident. 

20. I 0. The Contractor shall work with the Department to ensure lhat the Data is securely 
transferred. 

20.1 1. Data Governance and Security 

20. 11.1. The Contractor shall provide the Department with their Data Governance and Security 
Plan. 

20.11 .2. The Data Governance and Security Plan shall describe how the Contractor stores, 
transfers, and keeps all State Confidential Information secure and only accessible by 
Authorized Users. 
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20.11.3. The Data Governance and Security Plan shall, at minimum, describe their policies and 
procedures which control the following: 

20.11.3.1. Data Storage 

20. I 1.3.2. Data Retention 

20.11.3.3. Data Security 

20.11.3.4. Data Transfer 

20.1 I .3.5. Authorization of Authorized Users 

20.11.4. The Data Governance and Security Plans shall, at minimum, confonn with the tenns of 
this agreement, as well as all npplicable state and federal laws, rules, and regulations. 

20. I l.S. The Data Governance and Security Plan shall be delivered to the State for review and 
approval. 

20.11.5. I. DELIVERABLE: Data Governance and Security Plans 

20.11.5.2. DUE: Within thirty(30) days of the Effective Date 

20.11.6. Contractor shall ensure that the Data Governance and Security Pinn stays up-to•date with 
current rules, regulations, laws, and best practices. 

20.11.6.1. The Contractor shall create II data governance policy that describes the circumstances 
when the Contrnctor will allow other entities, including providers and Community 
organizations, full access to Member level data, including how behavioral health data 
will be shared. 

20. I 1.6.2. DELIVERABLE: Updated Data Governance and Security Plan 

20.11.6.3. DUE: The Contractor shall update the data governance policy annually by September 
30. 

20.11.7. If during the State's review of the Data Governance plan a vulnerability is identified, and 
Contractor is notified and does not correct it, then the State retains the right to withhold 
data until the vulnerability is corrected as detcnnined by the State. 

20. 12. Dntn Reporting 

20.12.1. The Contractor shall, upon successful receipt of Data, notify the Deportment in writing 
of the receipt of the Data within t\venty-four (24) hours of receipt. 

20.12. I. I. DELIVERABLE: Dat1.1 Receipt Notification 

20.12.1.2. DUE: Within t\venty-four (24) how-s of successful data transfer 

20.12.2. 111e Contractor shall notify the Department in writing upon destruction or sequestration 
of State Confidentinl Information that Contractor is no longer using. 

20.12.3. The Contractor shall ensure that the Notification includes a specific description of the 
Data that was destroyed or sequestered. 

20. I 2.3.1. DELIVERABLE: Data Destruction Notification 

20.12.3.2. DUE: Within twenty-four (24) hours of destruction of State Confidential Information 
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21. CLOSEOUT PERIOD 

21.1. This Contract shull have a Closeout Period. 

21.2. Closeout Period 

21 .2.1 . During the Closeout Period, Conlractor shall complete all of the following: 

21 .2.1 .1. Implement the most recent Closeout Plan or Closeout Plan Update that has been 
approved by the State, and complete all steps, Deliverables and milestones contained 
in the most reL-ent Closeout Plan or Closeout Plan Update that has been approved by 
the Department. 

2 I .2.1.2. Provide to the State, or any other contractor at the Department's direction, all reports, 
data, systems, Deliverables and other information reasonably necessary for a 
lransition as determined by the Department or included in the most recent Closeout 
Plun or Closeout Plan Update that has been approved by the Depnrtment. 

21.2.1.3. Ensure that all responsibilities under the Contract have been transferred to the 
Department, or to another contractor at the Department's direction, without significant 
interruption. 

21.2. 1.4. Notify any Suhcontractors of the termination of the Controcl, as din:cted by the 
Deportment. 

21.2.1.5. Notify all Providers and Members that Contractor will no longer be a CHP+ MCO as 
directed by the Department. Contractor shall create these notifications and deliver 
them to the Department for approval. Once the Department has approved the 
notifications, Contractor shall deliver these notifications to all Providers and 
Members, but in no event shall Contractor deliver uny su.:h notification prior to 
approval of that notification by the Department. 

21 .2. I .5.1. DELIVERABLE: Provider und Member Notifications 

21.2.1.5.2. DUE: 30 days prior to tenninntion of the Contract 

21.2.1.6. Continue meeting each requirement of the Contract as described in the Depurtment­
approved and updated Closeout Plan, or until the Department determines that specific 
requirement is being performed by the Department or another contractor, whichever 
is sooner. The Department will determine when any specific requirement is being 
performed by the Department or another contractor, and will notify Contractor of this 
determination for that requirement. 

21.2.2. The Closeout P~riod may extend past the termination of the Contract. The Department 
will perform a closeout review to ensure that Contractor has completed all requirements 
of the Closeout Period. If Contractor has not completed all of the requirements of the 
Closeout Period by the date of the termination of the Contract, then any incomplete 
requirements shall survive termination of the Contract. 

2 I .3 . Closeout Planning 

21.3.1. Closeout Plan 
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21.3. I. I. Contractor shall create a Closeout Plan that describes all requirements, steps, 
timelines, milestones and Deliverables necessary to fully transition the services 
described in the Contract from Contractor to the Department or to another contractor 
after the termination of the Contract. The Closeout Plan shall also designate an 
individual to act as a closeout coordinator, who will ensure that all requirements, 
steps, timelines, milestones und Deliverables contained in the Closeout Plan are 
completed and work with the Department and any other contractor to minimize the 
impact of the transition on the Department. Contractor shall deliver the Closeout Plan 
to the Department for review and approval. 

21.3. l. I. I. DELIVERABLE: Closeout Plan 

21.3.1.1.2. DUE: 30 days following the Effective Date 

21.3.1.2. Contractor shall update the Closeout Plan, at least annually, to include any technical, 
procedural or other changes that impact any steps, timelines or milestones contained 
in the Closeout Plan, and deliver this Closeout Plan Update to the Department for 
review and approval. 

21.3.1.2.1. DELIVERABLE: Closeout Plan Update 

21.3. 1.2.2. DUE: Annually, by June 30th of each year 
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Exhibit E-1 
Children's Basic Heulth Plun 

Covered Services & Copaym•nts 

Note: For children with family income up to and including I 00% ofthe Federal Poverty Level there is no cost-sharing. 

DF.SCRtM'ION OF BENEFIT COl'A\' 

<101% FPL 101-IS6%FPL 157-200% FPL 
A0,Al,A2, BO, Bl, 82, 83, CO, Cl, C2, C3 

A3 84 
l. ANNUAL t>El>UC'rlBl.f, Not applicable. 

Individual None. None. None. 
Familv None. None. None. 

2. 0111'-<)F-POCl(ET LIMIT Maximum amount Member has to pay out of S%ofannual 5%ofannual 5%ofannual 
Individual pocket in any one year for covered benefits. family income family income family income 

Family adjusted for adjusted for adjusted for 
fomily size. fainily size. family size. 

3. EMERGENCY CJ\Re Covered. $3 $3 $30 
4. URGENT/ AFTER HOURS CAKE $( $1 S20 
5. EMERGWCY Covered. $0 $2 SIS 

TI\IINSPOKll AMllULANCF. 
SERVICES 

6. HOSl'ITAliOTHf,R FACILITY Covered. 
SF.Kv1ces 

A. INPATIENT $0 S2 $20 
B. PHYSICIAN $0 S2 $5 
C. OUTMTIENT/ AMBULIITORY $0 S2 $5 
7. ROUTINE MEDICAL Covered. $0 S2 $5 

OFFICE VISIT 1 

8. FLUORIDE VARNISH Covered. As detailed in Exhibit J. $0 $0 $0 

APPLICATION 
9. LABORATORY ANDX-AAY Covered. so $0 $5 
I 0. PREVENTIVE, ROUTINE, AND Covered. Same Benefits as mandated under so $0 $0 

FAMILY PLANNING SfRVICES Essential Health BenefilS as defined in section 
10· 16-102(22) C.R.S., and Colorado Division of 
Insurance Reeulatian 3 CCR 702-4 / 4-2-42). 

1 Routine medical office visits include physician, mid-level practitioner and specialist visits, including outpatient mental health visits. 

E:<hibi1 E-1, Covered Services and Copayments 
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20 I 0/4- 2601/o 
FPL 

DO, D1,D2 

None. 
None. 
S%ofannual 
family income 
adjusted for 
family size. 
$SO 
$30 
$25 

$50 
$10 
$10 
$10 

$0 
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t 2. MENTAL ILLNESS CARil 
A. NEUROOJOLOGICALL\'· 

BASF.D MF.I-ITAL ILLNESSES' 

ll. McNTAL DISORDERS 

C. ALL OTIIER' 
t. INVATIENTl 

2. 0UTMTIENT 

Exhibit E-1 
Children •s ll3sic Hcallb Pion 

Covered Services & Copaymcnts 

DESCRIPTION OF BENEFIT 
<101% FPL 

AO, Al, Al, 
A3 

Covered. 

Effective January I, 2008 chis new category of 
illness (listed below} is to be treated the same as 
any other health condition (e.g., there arc no $0 
limits on the number of hospil.81 days covered). 

Post-traumatic stress disorder, drug and alcohol 
disorders, Dysthymio, Cyclothymio, social 
phobia, Agoraphobia with panic disorder, general $0 
anxiety, Anorexia Nervosa exclusive of 
residential treatment, Bulimia exclusive of 
residential treatment 

The Contractor may cover. in addition to services 
covered under the slate plan, any services 
necessary for compliance with Ille requirements $0 
for parity in menial heallh and substance disorder 
benefits. within the scope of benefits stipulated in $0 
the Contract. 

No limits apply if medically necessary. 

No limits annlv ifmedicallv necessarv. 

Contract 18·101448Al 

COl'A\' 

101-156¾ FPL 157-200% FPL 201%·260% 
BO, Bl, Bl, Bl, CO, Cl, Cl, C3 FPL 

B4 DO, DI. D2 

$2/officc visit; $5/officc visit; S JO/office visit 
$2/admission $20/admission $50/udmission 

$2/office visit; $5/officc visit; $ t 0/ollic• visit; 
$2/ad,nission $20/admission $SO/admission 

S2 $20 $50 

$2 $5 $IO 

' Requires the following to be treated os ony other illness or condition: schizophrenia. schizoaffective disorder, bipolar affective disorder, major depressive 
disorder, specific obsessive compulsive disorder, and panic disorder. Applies lo all group health benefit plans. 
'All other mental health benefits include coverage for all mental health conditions reco1,,'llized in the DSM-IV manual. 
s The day cost of residential care must be less than or equal to lite cost of & pa11ial dayofhospi1aliza1ion. Each lwo days of residential or partial hospital care 
counts as one dayofinpa1ien1 care. 

Exhibit E-1, Covered Services and Copayments 
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16. TR.~N~PI.AN'I'~ 

17, HOME Ht;IILTII CARt; 
18, HOSPICECARt7 

19, Pllt~CKWl'ION DkUGS 

Exhibit E-1 
Children's Basic Heallh Plun 

Covered Servi<"' & Copaymcnts 

DESCRIPTION Or B•;NU'll' 
<101% FPL 

ACJ,Al,A2, 
A3 

Limited coverage, Will include those same $0 
transplant benefits as mandated under Essential 
Health Beneflls as defined in section 10-16-
102(22) CR.S., and Colorado Division of 
Insurance Regulation 3 CCR 702-4 ( 4-2-42), 
including liver, heart, heart/lung, lung., cornea. 
kidney, kidney/pancreas, and bone marrow for 
Modgkin's disease, aplastic anemia, leukemia. 
immunodeficiency disease, neuroblastoma, 
lymphoma, high risk stage II and stage Ill breast 
cancer, and Wiskott•Aldrich syndrome only, 
Peripheral slem cell support is a covered benefit 
for the same conditions as listed above for bone 
marrow transplams. Transplants will be covered 
only if they are Medically Necessary and the 
facility meets clinical standards for the procedure. 
Coverage is no less ,xtensiv, than the coverage 
for any other physical illness. Coverage for all 
covered organ transplants and all t.ransplant• 
related services, including travel, lodging., and 
donor expenses or organ procurement is limited 
to a maximum lifetime benefit for major organ 
mmsolams of$ I ,OOO,000 oer member, 
Covered. $0 
Covered. $0 
Covc>red, (includes expendable medical supplies $0 
for tl1e treatment of diabetes} 

Contract \8-10!448A I 

COJ•AV 

IOl-156% FPL 157-200% FPL 201%-260% 
BO, Bl, B2, Bl, CO, Cl, C2, C3 FPL 

84 Oil, DI, 02 , 
$0 $0 so 

$0 so $0 
$0 $0 $0 
$ l - generic or $3 - generic, $5-generic 
brand name $10 - brand $15-brand name 

name•. 

' Although the number of days for this benefit is not limited, ancillory services, such as bereavement, shall be limited consistent with Colorado Division of 
Insurance Regulation 4-2-8 es emended. 
• Prescription drugs otherwise excluded are not covered, regardless of whether preferred generic, preferred brand name, or non-preferred. 

Exhibit f.-1, Covered Services a11d Copayments 
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29. D1;Nl'AI. AN£STIIESIA 

Exhibit E-1 
Children's Basic Health Plun 

Covered ServictS & Cttp1>yments 

DESCRIFTION Of' Bt:l\'t:fll' 
<IOl¾FPL 

AO,Al,A2, 
A3 

In accordance with C.R.S. 10-16-104(12) $0 
Hospi101iz.i1ion and general nnesthesia for dental 
procedures for dependent children will be 
covered by the medico! MCO. 

General anesthesia when provided in a hospital, 
outpatient surgical facility or other facility. The 
associated hospital or facility charges for denlal 
care. 

In order for denial anesthesia services 10 be 
covered by medical HMO, member must 

• have o physicol, memal or medically 
compromising condi1ion; 

• have dental needs for which local 
anesthesia is no1 effective due 10 acute 
infeclion. anatomic varialion or allergy; 

• be considered extremely uncooperative, 
unmanageable, uncommunicative. or 
anxious by Member provider and 
Member dental needs musl be deemed 
sufficiently imponam that dental care 
cannol be deferred; or 

• have sustained extensive orofaciol and 
dental uauma. 

Exhibil E-1, Covered Services und Copayments 
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COPAY 
101-156% FPL l 57-200*/o FPL 201%-260% 
BO, Bl, B2, Bl, CO,Cl,C2,C3 FPL 

B4 DO, DI, D2 
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Contract 18-10144&AI 

3.3. EXCLUSIONS 

34. ADDITIDN/\L POLICY ISSUES 

Exhibit E-1 
Children's Bnsic Hcnlth Pinn 

Covered Services & Copayments 

DESCRIPTION Of DENEFIT 
<:101% FPL 

AO, Al, Al, 
A3 

Bcnefiis covered by a no-fault auto policy or 
employers liability laws; care that is 1101 

medically necessary; cosmetic surgery; custodial 
care; educational training programs; 
experimemal and i1westigational procedures; 
learning disorders; marital or social counseling; 
nursing home care except as specifically 
otherwise covered under this plan: sexual 
dysfunction, infertility n-eannent and counseling 
excepl as specifically otherwise covered undc>r 
this plan: Tull with no medical basis; treaunent 
for work-related illnesses and injuries except for 
those individunls who ere no1 required 10 
maintain or be covered by workers' co1npensotio11 
insurance as defined by workers' compensation 
laws•; transplants except for those listed above; 
and war. Any service not identified as a Covered 
Service under this Contract may be interpreted by 
1he Contrnctor as an exclusion. The Contractor 
may, in accordance with this provision and all 
other the terms of lhis Contract, further d,scribe 
and/or enumerate exclusions in member materials 
ii develops for the P=..,.m. 
For definitions of terms used in this Auachment , 
see section l .0 of th• Sta1cmcn1 of Work. 

COfA'\' 
101-156% FPL 157-200% FPL 
Bfl, BI, B2, BJ, CO, Cl, C2, CJ 

84 

" Excepl that, ifa workers' compensation policy is in place (although not required by slate labor law). the workers' compensation policy. nol this plan. is 
responsible for medical benefits for work-related illnesses and injuries. 

Exhibit E• I, Covered Services ttnd Copayments 
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Contract 18-10 1448A I 
EXHIBIT F-1 

DATA SPECIFICATIONS 

All Data supplied to the actuary hired by the Department for r.:ite development is held 
confidentially by the actuary. This data will be used to create II cost-based rate for the CHP+ 
Program, detennine the cost for benefits that may be added to the program, and for quality metrics. 

Data Requested in General 

I. All claims involving any type of health care rendered, including dental, medical, mental 
health, and pharmacy claims 

2. All claim lines, including pnid claims, denied claims, and adjusted claim lines. 
3. Dnta updates shall be made quarterly, with each quarter's processed data due to the 

Department's actuary within three months after the quarter-end. For example, data from 
the quarter spanning July I through September 30would be due by January 1. 

4. The specifications on the field names or field characters, such as length or data type 
(numeric / text) will be dete1mined by the Department and the Department's actuary. 

5. Claims information shall be supplied electronically. Possible types include test, Access, or 
Excel. Transference of the data can be viu CD, diskelle, FTP site, or e-mail with password 
protection. 

Other Cost Information 

Following are other types of cost information that is reque~ted, but not required, of CHP+ 
participating HMOs. 

I. Administrative expenses. 
2. Stop Joss contract or summary thereof, including attachment point, reimbursement 

percentages and premium paid to stop loss carrier. 

l:xhibi1 F-1, DalO Spceificmions 
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EXHIBIT K-1 
MEMBER HANDBOOK REQUIREMENTS 

CHILDREN'S BASIC HEALTH PLAN 

Contract l8·101448AI 

SECTION 1.0 MEMBER HANDBOOK REQUIREMENTS 

1.1. To infonn members of their rights and responsibilities, the contractor shall publish and 
distribute to all members a member handbook that shall include but is not limited to the 
following information: 

I.I.!. 

1.1.2. 

1.1.3. 

1.1.4. 

I. 1.4.1. 

1.1.4.2. 

1.1.4.3. 

1.1.5. 

1.1.6. 

1.1.7. 

1.1.8. 

1.1.9. 

Information not specified in 42 CFR §438.10 but required as part of this contract may be 
accessible to Members online. If a Member requests a hard copy, Contractor will issue 
to the Member. Contractor must notify Members annually of the online location and the 
Members right to request and receive a hard copy 

A complete statement of Member rights and responsibilities as specified in IO CCR 2505-
10.8.205.3 in accordance with 42 CFR §438.100; 

Cost sharing, if any. 

Covered Services and any additional benefits and services offered by the Contractor; 

The amount, duration and scope of Covered Services available. 

Procedures for obtaining Covered Services, including authorization requirements. 

The extent to which, and how, Members may obtnin benefits, including fumily planning 
services, from out-of-network Providers. 

Excluded or non-covered services; 

Information about the Contractor's standards for the availability and accessibility of 
services including points of access for primary care, specialty, Hospital, and other 
services and how to request accommodations for Special Needs, including materials in 
alternative fonncts; 

Pursuant to section I 932{b)(3XB}(i} of the Social Security Act, the Contractor shall 
inform Members of those services available as a CHP+ benefit, but explain that these 
services are not covered by the Contractor because of morn! or religious objections, 
including any cost sharing. The Contractor shall infonn the Member how and where to 
access benefits that are not covered under by the Contractor because of moral or religious 
objections. For a counseling or Referral service that the Contractor does not cover 
because of moral or religious objections, the Contractor need not furnish information on 
how and where to obtain the service. 

Hours of service; 

Location of facilities/offices; 

1.1.1 O. Appropriate use of and procedures for obtaining after hours care and Emergency Care 
within the service area; 

Exhibit K-1, Member Handbook Requirements 
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EXHIBIT K-1 
MEMBER HANDBOOK REQUIREMENTS 

CHILDREN'S BASIC HEALTH PLAN 

Controc11 8-101448AI 

1.1.10.1. The extent to which, and how, aner-hours and Emergency Services arc provided 
including: 

1.1.10.1.I. That which constitutes an Emergency Medical Condition, Emergency Services 
and Post-Stabilizution Care Services as set forth in 42 C.F.R. §422.113 in its 
entirety and 2.6.6.4 of the SOW. 

1.1.10.2. The fact thot prior authorization is not required for Emergency Services. 

1.1. 10.3. The process and procedures for obtaining Emergency Services, including use of the 
911 telephone system or its local equivalent. 

I. I. I 0. 4. The locations of any emergency settings and other locations at which Providers and 
Hospitals furnish Emergency Services and Post-Stabi lization Care Services covered 
under the Contract. 

I. I. I 0.5. The fact that, subject to the provisions of this section, the Member has the right to use 
any Hospital or other setting for Emergency Services. 

1.1.11. Appropriate use of and procedures for obtaining after hours care and Emergency Care 
when out of the service area; 

1.1.12. Instructions about accessing urgently needed services; 

I. I. 13. The phone number that can be used for assistance in obtaining Emergency Care, 
including the 9-1-1 number if that number is operable within the service area; 

1.1.14. 

1. 1.14.1. 

l. 1. 15. 

1.1.16. 

1. 1. 16.1. 

1.1.16.2. 

Enrollment procedures of the Contractor, including how to change Primary Care 
Providers, and disenrollment infonnation as required in Section 2.5.8 of the Statement 
of Work, to ensure that Disenrollees who wish to file a l:,'Tievancc arc afforded 
uppropriate notice and opportunity to do so and members are infonned about how to 
ucce:;~ the Department concerning dhenrollment; 

Pursuant to section l932(a)(4)(B) of the Social Security Act and 42 CFR 
§438. I0(f)(J), the Department shall notify memben: of their discnrollment rights at 
least sixty (60) calendar days before each annual enrollment opportunity. 

Complaint fonn; 

Maximum number of days between appointment request and actual visit with 
appropriate Provider, as follows: 

Urgently Needed Services shall be provided within twenty-four (24) hours of 
notification of the Member's need for those services to the Member's PCP or the 
Contractor. 

Outpatient follow-up Appointments - within seven (7) days al)er discharge from a 
hospitalization. 

E,hibic K-1, Member Handbook Rcquin:mcnts 
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Conttoct 18-101448AI 
EXHIBIT K-1 

MEMBER HANDBOOK REQUIREMENTS 
CHILDREN'S BASIC HEAL TH PLAN 

I. 1.16.3. Non-emergent, non-urgent medical problem shall be provided within thirty (30) 
calendar days. This thirty (30} calendar day standard does not apply to appointments 
for regularly scheduled visits to monitor a chronic medical condition if the schedule 
calls for visits less frequently than once every thirty (30) calendar days. 

1.1.16.4. Non-urgent, symptomatic care shall be scheduled within seven (7) calendar days of 
the Member's request for services. 

1.1.16.5. Non-symptomatic well care physical examinations shall be scheduled within thirty 
(30) calendar days, unless an appointment is required sooner to ensure the 
recommended screenings in accordance with the American Academy of Pediatrics 
(AAP) accepted Bright Futures schedule. 

1.1.16.6. Emergency Behavioral Health Cnre - by phone within fif\een ( 15) minutes after the 
initial contact, including TTY accessibility; in person within one (I) hour of contact 
in Urbun and suburban areas, in person within two (2) hours after contact in Rural 
and Frontier areas. 

1.1.16.7. Non-urgent, Symptomatic Behavioral Health Services - within seven {7) days after 
a Member's request. 

I. 1.16. 7. I. The Contractor shall not consider administrative intake appointments or group 
intake processes as a treatment appoinnnent for non-urgent, symptomatic care. 

1.1.16.7.2. The Contractor shall not place Members on waiting lists for initial routine service 
requests. 

1.1.17. Policies on referrals for specialty care and for other benefits not furnished by the 
Member's PCP. 

1.1.18. Informal nnd formal procedures and timefrarnes to voice II comploint, file a grievance or 
obtain a State review related to coverage, benefits, or any aspect of the Member's 
relationships to the Contractor through both the Contractor's internal grievance process 
and the Department's or the State's external process(es) to include; 

1.1.18.1. The requirements and timeframes for filing a grievance or appeal. 

1.1.!8.l.l. 

1.1.18.1.2. 

1.1.18.1.3. 

I.I. 18.1.4. 

The availability of assistance in the filing process. 

The toll-free numbers that the Member can use to file a grievance or an appeal by 
phone. 

The fact that, when requested by the Member, benefits will continue if the Member 
files an appeal or a request for State review within the timeframes specified for 
filing; and the fact that the Member may be required to pay the cost of services 
furnished while the appeal is pending, if the final decision is adverse to the Member. 

Any appeal rights that the State chooses to make available to providers to challenge 
the failure of the organization to cover a service. 

Exhibi1 K-1, Member Handbook Requirements 
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EXHIBlT K-1 
MEMBER HANDBOOK REQUIREMENTS 

CHILDREN'S BASIC HEAL TH PLAN 

Contract 18-101448A I 

I. I. I 8.1.5. lnfonning the Member that a provider may act on behalf of a Members through 
such grievance process. 

1.1 .18.2. For State review in accordance with 42 CFR Part 431 subpart E: 

1.1.18.2.1. The right to hearing; 

1.1.18.2.2. 

1.1.18.2.3. 

The method for obtaining a hearing; and 

The rules that govern representation at the hearing. 

1.1.18.3. Additional information that is available upon request, including the following: 

1.1.18.3.1. Information on the structure and operation of the MCO. 

1.1.19. Information about the Contractor's Utilization Management program and how it is used 
to detennine Medical Necessity of services. lnfonn11tion shall include: appropriate points 
of contact with the Utilization Management program; contact persons or phone numbers 
for information or questions; and information about how to initiate appeals related to 
utilization management de,;isions; 

1.1.20. Family planning pol icies; 

1.1.21 . Procedures for obtaining the names, qualifications, and titles of professionals providing 
and/or responsible for members' care; 

1.1.22. Circumstances under which Members muy have lo pay for care; 

1.1.23. How Members will be notified of any change in benefits, services, or service delivery 
offices/sites; 

1.1.24. lnfonnation regarding the Member's right to fonnulate Advanced Directives, according 
to applicable statutes and regulations and the Contractor's policies respecting the 
implementation of such rights; 

1.1.25. How to request information about the Contractor's Quality Assessment and Performance 
program as described in Section 2.9 of the Statement of Work; 

1.1.26. How to obtain infonnation regarding the Contractor's Participating Providers who serve 
members. The information shall include the names, locations, telephone numbers of, and 
non-English languages spoken by current contnicled providers in the Member's service 
area, including identification of providers thut are not accepting new patients. This 
includes, at a minimum, information on primary cure physicians, specialists, and 
hospitals; 

1.1.27. Information regarding Member participation on the Contractor's consumer advisory 
committee, and notification of right to attend meetings of the committee. Such 
information shall include telephone contact number; 

I. 1.28. Information concerning a Member's responsibility for providing the Contn1ctor with 
written notice lo the Contractor after filing a claim o r action against a third party 
responsible for illness or injury to the Member; 

Exhibit K-1. Member Handbook Requirements 
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EXHIBIT K-1 
MEMBER HANDBOOK REQUIREMENTS 

CHILDREN'S BASIC HEAL TH PLAN 

Con1rac118-101448Al 

1.1.29. lnfonnation concerning a member's responsibility for following any protocols ofa liable 
third party payor prior to receiving non-emergency services; and 

1.1.30. Information on restrictions, if any, on the Member's freedom of choice among network 
providers. 

Exhibit K-1. Member Hnndbook Requirements 
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EXHIBIT M-1 
ADMINISTRATIVE AND MEDICAL SERVlCES 

CHILDREN'S BASJC HEAL TH PLAN 

SECTION t.0 ADMINISTRATIVE AND MEDICAL SERVICES 

Contract lll-101 448AI 

1.1. Administrative services covered: the contractor shall provide or shall mnmge to have provided 
all services specified in Exhibit E, covered services). The contractor shall provide care 
coordination, utilization management and disease management and pharmacy medical 
management for members to promote the appropriate and cost effective utilization of covered 
services. The contractor shall ensure that the services provided are sufficient in amount, 
duration and scope to reasonably be expected to achieve the purpose for which the services arc 
furnished as follows: 

1.1.1. Uti lization Management / Quality Improvement: 

1.1.1.1. Designed to monitor and oversee the quality, appropriateness and delivery of health care 
services provided by contracted providers for the Contractor's Members. Core concepts 
of the program arc to improve health care outcomes; determine patterns of over and under 
utilization of tests, procedures and services; monitor issues and data associated with 
adverse benefit determinalions; and implement improvements to the health care services 
and delivery. 

1.1.1.2. Utilization Mnnagement involv<.-,;: 

1.1. 1.3. Prospective, concurrent, and retrospective review 

I. I. I .4. Preauthorization system 

I. I. 1.5. Medical Man.igemcnt Team oversight 

1.1.1.6. Transplant coordination 

I.I . I. 7. Onsite reviews 

I. I. 1.8. Discharge planning 

Case management I. I. 1.9. 

1.1.1.10. 

1. 1.2. 

1.1.2.1. 

Appeals and Grievances 

Disease Management Programs: 

1.1.2.1.1. 

I. 1.2.1.1.1. 

1. 1.2. 1.2. 

1.1.2. 1.2.1. 

l .1.2.1.2.2. 

1.1.2.1.3. 

1. 1.2.1.3. I. 

Designed to improve the he3lth status of the entire identified disease/condition population. 
These progrnms include Diabetes, Asthma, High Risk OB, and Depression. 

Accomplished by: 

Identification and tracking (internal and external operations) 

S1ratilicmion by: 

Population Manag<.'ltlcnt and one-to-one cnse management 

Initiated by imported lab vnlues, patient assessment results and physicim1 input. 

Measurement and Reporting by: 

Ulilization, process improvement and clinical outcome 

F_,t,ibit M-1, Administrative and Medical Scl"\1cc• 
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Contract !S-10144&AI 
EXHIBITN-l 

ENCOUNTER SUBMISSION AND SYSTEM PROCESSING 

ELECTRONIC TRANSACTIONS 

1.0.1. Contractor submits all encounters into the MMIS electronically. Contractor is required to 
follow the same electronic trllnsnction process as fee-for-service claims. The MMIS 
accepts these types of electronic transactions for encounters: 

1.0.1.1. X12N 837 Professional (practitioner claim). 

1.0.1.2. X 12N 837 Institutional (institutional claim). 

1.0.1.3. X12N 837D (dental claim). 

1.0.2. Contractor submits all phannacy encounters to Magellan Rx electronically. Contractor is 
required to follow the same electronic transaction process as fee-for-service claims. 

1.0.3. National Council for Prescription Drug Programs {NCPDP) (pharmacy claim). 

1.0.4. Encounter Data Specifications are described in detnil in the Companion Guides for 
submission of these transactions. 

1.1. MMIS Processing 

I. I. I. All encounter clnims from Contractor are edited and reviewed prior to submission for 
payment by the Department of Health Care Policy nnd Financing {the State or HCPF}. Pre-­
submission edits and reviews are applied in five (5) key domains of accuracy to ensure that 
pnyments in exe<:ss of allowed Medical Assistance reimbursement do not occur. These are: 

l. I. I. I. Eligibility 

1.1.1.2. Benefits 

1.1.1.3. Pricing 

1.1.1.4. Continuation OfBenefits{COB) & Third Party Liability (TPL) Adjustments 

I. I. I.S. Duplicates 

I. I. 1.6. Set forth below is a high-level summary of how these edits and reviews are applied in 
current payment and reporting processes. 

Exhibit N-1, Encoun1,..- Submission and Systeni Processing 
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Contruct l&.101448Al 
EXHIBIT N-1 

ENCOUNTER SUBMISSION AND SYSTEM PROCESSING 

1.2. ELIGIBILITY 

1.2.1. The MMIS produces daily and monthly eligibility/enrollment records electronically for 
Contractor. These records are stored on the Department's MMIS and are available for 
Contractor through the provider web portal. The records are produced for the Department 
and Contractor concurrently so thut MMIS and Contractor have the same eligibilily 
infonnation. Encounters for ineligible clients will be denied and priced at zero, which is 
why the Department supplies Contractor daily eligibility records. Also, client's eligibility 
span must correspond with the date of service from the transaction. 

1.2.2. Eligibility edits that deny encounters are listed on Health Care Policy and Financing 
webpage, on the Provider site under Billing Manuals. 

1.3. COVERED SERVICES 

1.3. I. The MM IS applies the same benefit coverage logic for encounters as the fee-for-service 
program. Encounters including a procedure or revenue code that is not covered by CHP+ 
fee-for-service program will be denied and the service will be priced at zero. Procedure 
and revenue code coverage infonnation is ret.iine<l in the MMIS reference subsystem. 

1.4. ENCOUNTER PRJCING 

1.4.1 . MMIS does not price an encounter differently than a fee-for-service claim. 

1.5. COORDINATION OF BENEFITS (COB) AND THIRD PARTY LIABILITY (TPL) 
ADJUSTMENTS 

1.5.1 . The MMIS edits and adds TPL adjustments for all encounters similarly to fee-for-service 
claims. MMIS relics on the Colorado Benefit Management System (CBMS) and other 
sources to supply val id TPL information for appropriate encounter processing. TPL 
information is retained in the MMIS. The TPL information is used to edit encounters und 
will adjust the encounter price based on the information submitted on the transaction. 
MMIS will deny encounters if Contructor does not supply TPL information for clients who 
have other insurance coverage. For encounters that contain TPL information, the price of 
the encounter will be adjusted. The amount paid by another carrier will be deducted from 
the final price of the encounter. 

1.6. PHARMACY ENCOUNTERS 

1.6.1. Contractor submits pharmacy encounters into the Mugellan Rx. Magellan Rx adjudicates 
the encounters on the basis of the CHP+ fee-for-service payment schedule and pushes the 
adjudicated encounter to MMIS. 

1.7. DUPLlCATE CLAIMS/SERVICES 

Exhibit N-1, Encounter Submission and System Processing 
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EXHIBIT N-1 

ENCOUNTER SUBMISSION AND SYSTEM PROCESSING 

l. 7.1. The MM JS denies all duplicate encounters. Any duplicate encounters submitted will deny 
and price at zero. 

1.8. LIST OF MMIS EDITS APPLIED TO ENCOUNTERS 

1.8.1. The interChange Error Codes will be included on Health Care Policy and Financing 
webpage, on the Provider site under Billing Manuals 

Exhibit N-1. Encounter Submission ond System Processing 
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