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Baseline

n/a

September 1, 2011

Initial version of the Attachment A, “Medicaid and
CHIP Uniform Managed Care Contract Terms &
Conditions.”

Revision

2.1

March 1, 2012

Definition “1915(c) Nursing Facility Waiver” is
modified to correct a cross-reference.

Definition for Medically Necessary is modified for
clarification. The State has determined that all acute
care behavioral health and non-behavioral health
services for Medicaid children fall within the scope of
Texas Health Steps. Note that for LTSS, such as
PCS (PAS) services for children in STAR+PLUS, the
functional necessity standard for LTSS also applies
(see Attachment B-1, Section 8.3.3).

Definition for Rate Period 1 is modified.

Section 4.04 is modified to clarify the requirements for
Medical Director designees, and to clarify that the
provision does not apply to prior authorization
determinations made by Texas licensed pharmacists.

New Section 4.11 “Prohibition Against Performance
Outside of the United States” added.

Section 5.02(b) is modified to clarify that MCOs may
not sell or transfer their Member base.

Section 5.06(a)(2) is modified to clarify the exceptions
to enrollment in an MCO during an Inpatient Stay.

Section 5.06(a)(3) and (4) are modified to clarify that
Members cannot move from FFS to an MCO or from
one MCO to another during residential treatment or
residential detoxification. References to the PCCM
program are removed. In addition,

Section 5.06(a)(8) is modified to clarify movement
requirements for SSI Members in the MRSA.

Section 5.08 is modified to clarify the default
methodology.

Section 7.02 is modified to clarify applicability to
pharmacy.
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Section 7.08(b) is modified to correct 2 cross-
references.

Section 10.05 is modified to include the Medicaid
Only rate cell for the MRSA.

Section 10.06(b) is modified to remove the Perinate
Newborn 0% - 185% rate cell.

Section 10.10 is modified to consolidate STAR+PLUS
with STAR and CHIP for the Experience Rebate
calculation.

Section 10.10.1 is deleted in its entirety.

Section 10.10.2 is modified to consolidate
STAR+PLUS into STAR and CHIP for the Experience
Rebate calculation.

Definition for Consolidated FSR Report or
Consolidated Basis is added.

Definition for Financial Statistical Report is added.

Definitions for FSR Reporting Period, FSR Reporting
Period 12/13, and FSR Reporting Period 14 are
added.

Definition for Material Subcontract is modified.
Definition for Net Income Before Taxes is modified.
Revision 22 June 1, 2012 Definition for Pre-tax Income is modified.

Definition for Program is added.

Definition for Rate Period 1 and Rate Period 2 are
modified.

Section 10.10 is modified to consolidate the
Experience Rebate across all contracts and all
programs.

Section 10.10.2 is modified to consolidate the
Administrative Expense Cap across all contracts and
all programs.

Definition for Case Management for Children and
Revision 23 September 1, 2012 | Pregnant Women is modified to remove the acronym
“CPW”.
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Definition for Community-based Long Term Services
and Supports is modified to replace references to
“1915(c) Nursing Facility Waiver” with “HCBS
STAR+PLUS Waiver”.

Definition for “1915(c) Nursing Facility Waiver” is
modified to change the name to “HCBS STAR+PLUS
Waiver” and to update references to “Texas
Healthcare Transformation and Quality Improvement
Program 1115 Waiver” and “HCBS STAR+PLUS
Waiver”.

Definition for “HHSC MCO Programs or MCO
Programs” is modified.

Definition for “Medically Necessary” is modified.
Definition for “Provider Materials” is added.

Section 5.06(a)(4) is modified to clarify responsibility
for payment.

Section 5.11 is deleted in its entirety.

Section 7.02 is modified to clarify that only applicable
provisions of the listed laws apply to the contract.

Section 10.05 is modified to replace references to
“1915(c) Nursing Facility Waiver” with “HCBS
STAR+PLUS Waiver”.

All references to the previous Executive
Commissioner Suehs are changed to his successor,
Executive Commissioner Janek.

Section 5.02(e), Subsections (4) and (5) are modified.

Section 10.16 is added to address supplemental
payments to MCOs for wrap-around services for
outpatient drugs and biological products for STAR-
PLUS Members.

Revision 24 March 1, 2013

Contract amendment did not revise Attachment A,
Revision 25 June 1, 2013 “Uniform Managed Care Contract Terms and
Conditions.”

Definition for CAHPS is modified to correct the name

Revision 2.6 September 1, 2013 to which the acronym refers.
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Definition for “Community Health Worker” is added.

Definition for “Court-Ordered Commitment” is
modified.

Definition for Default Enrollment is modified to add
T.A.C. reference.

Definition for “DSM” is modified.
Definition for “ECI” is modified.

Definition for HEDIS is modified to correct the name
to which the acronym refers.

Definition for Primary Care Physician is modified to
remove the list of provider types as being redundant.

Definition for Rate Period is modified to include a third
sub-period.

Section 5.02(e) is modified to remove the language
regarding disenrolliment for ESRD and ventilator
dependency.

Section 5.08 is renamed “Modified Default Enroliment
Process” and revised to include a process for all
Programs.

Section 5.09 is deleted and replaced with Section
5.08.

Section 5.10 is deleted and replaced with Section
5.08.

Section 7.04 is deleted in its entirety and updated
within Section 7.02

Section 9.02 is modified for clarification that records
must be provided “at no cost.”

Section 9.04 is modified for clarification that records
must be provided “at no cost.”

Section 10.05(a) is modified to comply with the new
STAR Risk Groups.

Section 10.10.3 is modified to clarify that the
Reinsurance Cap impacts only the Experience
Rebate calculation.
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Section 11.01(c) is modified to add the missing word

may.

Section 13.01 is modified to clarify the required
certifications.

Section 14.08 is modified to delete outdated
language.

Section 10.17 “Pass-through Payments for Provider

Revision 2.7 September 1, 2013 Rate Increases” is added.

Definition for Expansion Children is removed.
Definition for Federal Poverty Level is updated.

Definition for Former Foster Care Child (FFCC)
Member is added.

Section 5.02 is modified to add requirement for
default assignment methodologies.

Section 5.04 is modified to clarify that HHSC or the
ASC will enroll or disenroll Members.

Section 5.05 is modified to clarify that HHSC or the
ASC will transmit new Member information, to remove
the FPL limits, to remove the default assignment
language, and to clarify the enrollment process when
Revision 28 January 1, 2014 CHIP Perinate coverage expires.

Section 5.06 “Span of Coverage” is modified to add
requirements regarding movement from a STAR
Health MCO to a STAR MCO.

Section 10.06(b) is modified to clarify the eligibility
thresholds.

Section 10.09 is modified to clarify the eligibility
thresholds.

Section 11.01(a) is modified to correct an
administrative error.

Section 12.03 is modified to delete subsection (b)(8)
“Termination for Insolvency” and all following
subsections are renumbered.

Definition for Capitation Payment is modified to

Revision 29 February 1,2014 include associated Administrative Services.
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Definition for Child (or Children) with Special Health
Care Needs (CSHCN) is clarified.

Definition for Clean Claim is clarified to include
Nursing Facility Services.

Definition for Cognitive Rehabilitation Therapy is
added.

Definition for Community Services Specialist (CSSP)
is added.

Definition for “Electronic Visit Verification System” is
added.

Definition for Employment Assistance is added.
Definition for Family Partner is added.

Definition for Fee-for-Service (FFS) is clarified that
payment is made after the service is provided.

Definition for ICF-1ID Program is added.
Definition for IDD Waiver is added.
Definition for Licensed Medical Personnel is added.

Definition for Licensed Practitioner of the Healing Arts
is added.

Definition for Local IDD Authority is added.

Definition for Local Mental Health Authority is
modified to reference the legal citation.

Definition for Material Subcontract is modified to
clarify excluded subcontractors.

Definition for MCO Administrative Services is
modified to include all required deliverables outside of
the Covered Services.

Definition for “Medical Home” is modified to have the
meaning assigned in Gov’t Code 533.0029.

Definition for Member with Special Health Care
Needs (MSHCN) is modified.

Definition for Mental Health Rehabilitative Services is
added.

Definition for Nursing Facility is added.
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Definition for PASRR is added.

Definition for PASRR Level | Screening is added.
Definition for PASRR Level Il Evaluation is added.
Definition for PASRR Specialized Services is added.
Definition for Peer Provider is added.

Definition for Population Risk Group or Risk Group is
modified to add defined criteria.

Definition for SED is modified to remove the
reference to LMHAs.

Definition for SPMI is modified to remove the
reference to LMHAs.

Definition for Supported Employment is added.
Definition for Targeted Case Management is added.
Definition for Texas Medicaid Bulletin is removed.

Definition for Texas Medicaid Provider Procedures
Manual is modified to remove the reference to the
Texas Medicaid Bulletin.

Section 4.08 is renamed “Subcontractors and
Agreements with Third Parties” and is modified to
include language from Section 4.10 “Agreements with
Third Parties.”

Section 4.10 “MCO Agreements with Third Parties” is
deleted in its entirety.

Section 5.06 “Span of Coverage” is modified to
update the requirements effective through August, 31,
2014 and to add requirements effective September 1,
2014.

Section 10.01 is modified to clarify the calculation of
the monthly Capitation Payment.

Section 10.02 is modified to include Liquidated
Damages due and unpaid including any associated
interest.

Section 10.08 is modified to clarify the requirements
for adjustments.
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Section 10.10 is modified to include Liquidated
Damages assessment.

Section 10.10.2 is modified to clarify the data sources
and to update the calculation example.

Section 13.02 is modified to include an obligation to
comply with 41 U.S.C. § 423.

Contract amendment did not revise Attachment A,
Revision 210 April 1, 2014 “Uniform Managed Care Contract Terms and
Conditions.”

Definition for “Community Health Worker” is modified
to conform to formatting of other definitions.

Definition for “FSR Reporting Period 15” is added.
Definition for “ICF-MR” is deleted.

Definition for “Legally Authorized Representative
(LAR)” is added.

Definition for Major Systems Change is added.
Definition for “Medical Assistance Only” is revised.

Definition for “Nursing Facility Cost Ceiling” is
modified to change TILE to RUG.

Definition for “Nursing Facility Unit Rate” is added.
Revision | 2.11 September 1, 2014 | Definition for “Rate Period 3” is added.

The definition of “Supported Employment” is revised
to correct an error.

Definition for “Telehealth” is added.
Definition for “Telemedicine” is added.
Definition for “Telemonitoring” is added.

Definition for “Texas Women'’s Health Program” is
added.

Section 3.01 is modified to add the STAR+PLUS
Handbook to the order of documents.

Section 4.04.1 is modified to reflect current
terminology.
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Section 5.02 is revised to clarify the MCO'’s right to
request disenroliment.

Section 5.05(c) is deleted in its entirety to maintain
consistency with updated policy and rule.

Section 5.06 Span of coverage (Effective through
August 31, 2014) is deleted in its entirety and Section
5.06 Span of Coverage (Effective Beginning
September 3, 2014) has the parentheses removed.
In addition, Section (a) (7) is modified to add
movement between STAR MCOs or between
STAR+PLUS MCOs during a CDTF stay.

Section 7.07 is modified to clarify the requirement for
MCOs to notify HHSC of all breaches or potential
breaches of unsecured PHI.

Section 7.09 “Compliance with Fraud, Waste, and
Abuse requirements” is added.

Section 10.05(b) is modified to add rate cells for IDD
Members.

Section17.01 is amended to exempt Nursing Facilities
from the professional liability coverage requirements.

Section 10.18 “Supplemental Payments for Second
Revision 212 October 1, 2014 Generation Direct Acting Antivirals for Hepatitis C” is
added.

After the first appearance of the term, “Uniform
Managed Care Manual” is changed to “UMCM.’

Definition for Abuse or Neglect (CPS) is added.

Definition for Abuse, Neglect, or Exploitation (APS) is
added.

Revision 213 March 1, 2015 Definition for Child with Special Health Care Needs is
deleted.

Definition for Cognitive Rehabilitation Therapy is
modified to remove an extraneous word.

Definition for Competent Interpreter is added.

Definition for Critical Event or Incident is added.
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Definition for Dual Eligibles Medicare-Medicaid Plan
(MMP) is added.

Definition for Member(s) with Special Health Care
Needs is modified.

Definition for Targeted Case Management is changed
to Mental Health Targeted Case Management.

Definition for Service management is modified to
remove the reference to STAR and CHIP.

Definition for Texas Dual Eligibles Integrated Care
Demonstration (Dual Demonstration) Project is
added.

Section 4.11 is modified to clarify subsections
(@)(2)(B) and (c)(1).

Section 5.02 is modified to add retroactive restoration
of eligibility.

Section 5.06 is modified to add Dual Demonstration.
Section 7.02 is modified to delete the references to
OMB and replace it with 2 C.F.R. Part 200, Uniform

Administrative Requirements, Cost Principles, and
Audit Requirements for Federal Awards.

Section 10.05(a) is modified to remove the SSI rate
cell for MRSA.

Section 10.10(c)(2)(iii) is modified to remove the
reference to the Quality Challenge Award.

Section 17.01(c)(1)(iv) is added to except DME
providers from professional liability coverage.

Section 10.19 ““Payment/Adjustment to Capitation in
Revision 214 May 1, 2015 Consideration of the ACA Section 9010 Health
Insurance Providers Fee” is added.

Definition for Community First Choice (CFC) is

Revision 2.15 June 1, 2015 added.

Section 1.04 is modified to remove one extraneous
Revision 2.16 September 1, 2015 | word and to replace another.
Article 2 is modified to remove an extraneous word.
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Definition for Abuse or Neglect (CPS) is deleted.

Definition for Abuse, Neglect, or Exploitation is
modified to update the citations.

Confidential Information is modified to change “client”
to “Member” in part (1).

Definition for Consolidated FSR Report or
Consolidated Basis is modified to exclude the Dual
Demonstration.

Definition for Critical Event or Incident is modified to
remove “Abuse or Neglect (CPS)” from the list.

Definition for Dental Contractor is added.

Definition for “Texas Dual Eligibles Integrated Care
Demonstration (Dual Demonstration) Project” is
changed to “Dual Demonstration”

Definition for Mental Health Targeted Case
Management is modified.

Definition for Severe and Persistent Mental lliness
(SPMI) is better defined.

Definition for Severe Emotional Disturbance (SED) is
better defined.

Section 3.03 is modified to clarify the language.

Section 3.07 is modified to require prior approval from
HHSC.

Section 3.08 is modified to clarify the language.
Section 4.03 is modified to clarify the language.

Section 4.04.1 is modified to add subsection (e)
regarding Service Coordination through an integrated
Health Home.

Section 4.12 “E-Verify System” is added.

Section 5.06 is modified to remove a past-effective
date and to add Enroliment Changes with Custom

DME Prior Authorizations and Enroliment Changes
with Home Modifications for Medicaid MCOs.

Section 7.02 is modified to clarify the language.
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Section 10.10 is modified to carve-out the Dual
Demonstration from the "Consolidated Basis" with
respect to the Experience Rebate and to remove the
reference to the Experience Rebate Reward.

Section 10.10.2 is modified to carve-out the Dual
Demonstration from the "Consolidated Basis" with
respect to the Admin Cap.

Section 11.01 is modified to clarify part (h).

Revision

217

March 1, 2016

All references to the previous Executive
Commissioner Janek are changed to his successor,
Executive Commissioner Traylor.

Definition for Abuse, Neglect, or Exploitation is
modified to update the citations.

Definition for Clinical Edit is modified to change the
listing to Clinical Prior Authorization or Clinical PA
and the definition is clarified.

Definition for Self-employed Direct Provider is added.

Definition for Texas Medicaid Provider Procedures
Manual is modified to remove the publication
frequency.

Section 4.12 “E-Verify System” is renamed
“Employment Verification” and the requirements
updated.

Section 10.09 is modified to correct a UMCM cross
reference.

Section 10.18 “Non-Risk Payments for Second
Generation Direct Acting Antivirals for Hepatitis C” is
renamed “Non-Risk Payments for Certain Drugs” and
the language is clarified.

Revision

2.18

June 1, 2016

Contract amendment did not revise Attachment A,
“Uniform Managed Care Contract Terms and
Conditions.”

Revision

2.19

September 1, 2016

All references to the previous Executive
Commissioner Traylor are changed to his successor,
Executive Commissioner Smith.

Definition for Breach is added.
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Definition for Change in Condition is added.
Definition for Discovery/Discovered is added.
Definition for Individual Service Plan (ISP) is added.

Definition for Nursing Facility Unit Rate is modified to
conform to language changes in the rule.

Definition for Prescribed Pediatric Extended Care
Center (PPECC) is added.

Section 7.02 is modified to add item (a)(17) to require
MCOs to report all Member health care information
upon HHSC's request and subsequent items are
renumbered. Item (a)(19) is deleted as redundant.

Section 9.03 is modified to add an explanation of
"reasonable notice."

Section 11.09 MCO's Breach Notice, Reporting and
Correction Requirements is added.

1 Status should be represented as “Baseline” for initial issuances, “Revision” for changes to the Baseline version, and “Cancellation”

for withdrawn versions.

2 Revisions should be numbered according to the version of the issuance and sequential numbering of the revision—e.g., “1.2”
refers to the first version of the document and the second revision.
3 Brief description of the changes to the document made in the revision.
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Article 1. Introduction

Section 1.01 Purpose.

The purpose of this Contract is to set forth the terms
and conditions for the MCO'’s participation as a
managed care organization in one (1) or more of the
MCO Programs administered by HHSC. Under the
terms of this Contract, MCO will provide

described in the RFP, including the risk of non-
appropriation of funds.

Accordingly, on the basis of the terms and conditions
of this Contract, HHSC desires to engage MCO to
perform the Services and provide the Deliverables
described in this Contract under the terms and
conditions set forth in this Contract.

comprehensive health care services to qualified Section 1.04 Construction of the Contract.
Program recipients through a managed care delivery (a) Scope of Introductory Article.

system. The provisions of any introductory article to the
Section 1.02 Risk-based contract. Contract are intended to be a general introduction and
This is a Risk-based contract. are not intended to expand the scope of the Parties’

Section 1.03 Inducements.

MCQ'’s assurances of the following:

obligations under the Contract or to alter the plain

meaning of the terms and conditions of the Contract.
In making the award of this Contract, HHSC relied on (b)

References to the “State.”

References in the Contract to the “State” mean the

(1) MCO is a health maintenance organization,
Approved Non-Profit Health Corporation (ANHC),
or Exclusive Provider Organization that arranges
for the delivery of Health Care Services, and is
either (1) has received Texas Department of
Insurance (TDI) licensure or approval as such an
entity and is fully authorized to conduct business
in the Service Areas, or (2) will receive TDI

State of Texas unless otherwise specifically indicated
and must be interpreted, as appropriate, to mean or
include HHSC and other agencies of the State of
Texas that may participate in the administration of the
MCO Programs, provided, however, that no provision
will be interpreted to include any entity other than
HHSC as the contracting agency.

licensure or approval as such an entity and be (c) Severability.

fully authorized to conduct business in all Service If any provision of this Contract is construed to be
Areas no later than 60 calendar days after HHSC illegal or invalid, such interpretation will not affect the
executes this Contract; legality or validity of any of its other provisions. The
(2) MCO and the MCO Administrative Service illegal or invalid provision will be deemed stricken and
Subcontractors have the skills, qualifications, deleted to the same extent and effect as if never
expertise, financial resources and experience m_corpora!te.d in this Contract, but all other provisions
necessary to provide the Services and will remain in full force and effect.

Deliverables described in the RFP, MCO'’s (d) Survival of terms.

Proposal, and this Contract in an efficient, cost-
effective manner, with a high degree of quality and
responsiveness, and has performed similar
services for other public or private entities;

(3) MCO has thoroughly reviewed, analyzed,
and understood the RFP, has timely raised all
questions or objections to the RFP, and has had
the opportunity to review and fully understand
HHSC’s current program and operating
environment for the activities that are the subject

Termination or expiration of this Contract for any
reason will not release either Party from any liabilities
or obligations set forth in this Contract that:

(1) The Parties have expressly agreed will
survive any such termination or expiration; or

(2) Arose prior to the effective date of
termination and remain to be performed or by their
nature would be intended to be applicable
following any such termination or expiration.

of the Contract and the needs and requirements of (e) Headings.

the State during the Contract term; The article, section and paragraph headings in this
(4) MCO has had the opportunity to review and Contract are for reference and convenience only and
understand the State’s stated objectives in may not be considered in the interpretation of this
entering into this Contract and, based on such Contract.

review and understanding, MCO currently has the ) Global drafting conventions.

capability to perform in accordance with the terms
and conditions of this Contract;

(5) MCO also has reviewed and understands
the risks associated with the MCO Programs as

Page 1 of 64

”

(1) The terms “include,” “includes,” and
“including” are terms of inclusion, and where used
in this Contract, are deemed to be followed by the
words “without limitation.”
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(2) Any references to “sections,” “appendices,”
“exhibits” or “attachments” are deemed to be
references to sections, appendices, exhibits or
attachments to this Contract.

(3) Any references to laws, rules, regulations,
and manuals in this Contract are deemed
references to these documents as amended,
modified, or supplemented from time to time
during the term of this Contract.

Section 1.05 No implied authority.

The authority delegated to MCO by HHSC is limited to
the terms of this Contract. HHSC is the state agency
designated by the Texas Legislature to administer the
MCO Programs, and no other agency of the State
grants MCO any authority related to this program
unless directed through HHSC. MCO may not rely
upon implied authority, and specifically is not
delegated authority under this Contract to:

(1)  make public policy;

(2) promulgate, amend or disregard

administrative regulations or program policy

decisions made by State and federal agencies

responsible for administration of HHSC Programs;

or

(3) unilaterally communicate or negotiate with
any federal or state agency or the Texas
Legislature on behalf of HHSC regarding the
HHSC Programs.

MCO is required to cooperate to the fullest extent
possible to assist HHSC in communications and
negotiations with state and federal governments and
agencies concerning matters relating to the scope of
the Contract and the MCO Program(s), as directed by
HHSC.

Section 1.06 Legal Authority.

(a) HHSC is authorized to enter into this
Contract under Chapters 531 and 533, Texas
Government Code; Section 2155.144, Texas
Government Code; and/or Chapter 62, Texas Health
& Safety Code. MCO is authorized to enter into this
Contract pursuant to the authorization of its governing
board or controlling owner or officer.

(b) The person or persons signing and
executing this Contract on behalf of the Parties, or
representing themselves as signing and executing
this Contract on behalf of the Parties, warrant and
guarantee that he, she, or they have been duly
authorized to execute this Contract and to validly and
legally bind the Parties to all of its terms,
performances, and provisions.

Article 2. Definitions

As used in this Contract, the following terms and
conditions have the meanings assigned below:

AAP means the American Academy of Pediatrics.

Abuse means provider practices that are inconsistent
with sound fiscal, business, or medical practices and
result in an unnecessary cost to the Medicaid or CHIP
Program, or in reimbursement for services that are
not Medically Necessary or that fail to meet
professionally recognized standards for health care. It
also includes Member practices that result in
unnecessary cost to the Medicaid or CHIP Program.

Abuse, Neglect, or Exploitation has the meaning
assigned in 40 Tex. Admin. Code Chapter 711 (for
Adult Protective Services provider investigations).

Account Name means the name of the individual
who lives with the child(ren) and who applies for the
Children’s Health Insurance Program coverage on
behalf of the child(ren).
Action (Medicaid only) means:
(1) the denial or limited authorization of a
requested Medicaid service, including the type or
level of service;
(2) the reduction, suspension, or termination of
a previously authorized service;
(3) the denial in whole or in part of payment for
service;
(4) the failure to provide services in a timely
manner;
(5) the failure of an MCO to act within the
timeframes set forth in the Contract and 42
C.F.R. §438.408(b); or
(6) for a resident of a rural area with only one
(1) MCO, the denial of a Medicaid Members’
request to obtain services outside of the Network.
An Adverse Determination is one (1) type of Action.
Acute Care means preventive care, primary care,
and other medical care provided under the direction of
a physician for a condition having a relatively short
duration.
Acute Care Hospital means a Hospital that provides
Acute Care Services.

Adjudicate means to deny or pay a Clean Claim.

Administrative Services see MCO Administrative
Services.

Administrative Services Contractor see HHSC
Administrative Services Contractor.

Adverse Determination means a determination by
an MCO or Utilization Review agent that the Health
Care Services furnished, or proposed to be furnished
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to a patient, are not Medically Necessary or not
appropriate.

Affiliate means any individual or entity that meets any
of the following criteria:

(1) owns or holds more than a five percent (5%)
interest in the MCO (either directly, or through one
(1) or more intermediaries);

(2) in which the MCO owns or holds more than a
five percent (5%) interest (either directly, or
through one (1) or more intermediaries);

(3) any parent entity or subsidiary entity of the
MCO, regardless of the organizational structure of
the entity;

(4) any entity that has a common parent with
the MCO (either directly, or through one (1) or
more intermediaries);

(5) any entity that directly, or indirectly through
one (1) or more intermediaries, controls, or is
controlled by, or is under common control with, the
MCO; or

(6) any entity that would be considered to be an
affiliate by any Securities and Exchange
Commission (SEC) or Internal Revenue Service
(IRS) regulation, Federal Acquisition Regulations
(FAR), or by another applicable regulatory body.

Agreement or Contract means this formal, written,
and legally enforceable contract and amendments
thereto between the Parties.

Allowable Expenses means all expenses related to
the Contract between HHSC and the MCO that are
incurred during the Contract Period, are not
reimbursable or recovered from another source, and
that conform with the Uniform Managed Care
Manual’s “Cost Principles for Expenses.”

Appeal (CHIP and CHIP Perinatal Program only)
means the formal process by which a Utilization
Review agent addresses Adverse Determinations.

Appeal (Medicaid only) means the formal process
by which a Member or his or her representative
request a review of the MCQO’s Action, as defined
above.

Approved Non-Profit Health Corporation (ANHC)
means an organization formed in compliance with
Chapter 844 of the Texas Insurance Code and
licensed by TDI. See also MCO.

Auxiliary Aids and Services includes:

(1) qualified interpreters or other effective
methods of making aurally delivered materials
understood by persons with hearing impairments;

(2) taped texts, large print, Braille, or other
effective methods to ensure visually delivered

materials are available to individuals with visual
impairments; and

(3) other effective methods to ensure that
materials (delivered both aurally and visually) are
available to those with cognitive or other
Disabilities affecting communication.

Batch Processing is a billing technique that uses a
single program loading to process many individual
jobs, tasks, or requests for service. In managed care,
batch billing is a technique that allows providers to
send billing information all at once in a “batch” rather
than in separate individual transactions.

Behavioral Health Services means Covered
Services for the treatment of mental, emotional, or
chemical dependency disorders.

Benchmark means a target or standard based on
historical data or an objective/goal.

Breach means the acquisition, access, use, or
disclosure of protected health information in a manner
as described in 45 C.F.R. § 164.402.

Business Continuity Plan or BCP means a plan that
provides for a quick and smooth restoration of MIS
operations after a disruptive event. BCP includes
business impact analysis, BCP development, testing,
awareness, training, and maintenance. This is a day-
to-day plan.

Business Day means any day other than a Saturday,
Sunday, or a state or federal holiday on which
HHSC'’s offices are closed, unless the context clearly

Definition for
Breach added
by Version
2.19

indicates otherwise.

CAHPS means the Consumer Assessment of
Healthcare Providers and Systems. This survey is
conducted annually by the EQRO.

Definition for
CAHPS
modified by
Version 2.6

Call Coverage means arrangements made by a
facility or an attending physician with an appropriate
level of health care provider who agrees to be
available on an as-needed basis to provide medically
appropriate services for routine, high risk, or
Emergency Medical Conditions or Emergency
Behavioral Health Conditions that present without
being scheduled at the facility or when the attending
physician is unavailable.

Capitation Payment means the aggregate amount
paid by HHSC to the MCO on a monthly basis for the
provision of Covered Services to enrolled Members
(including associated Administrative Services) in
accordance with the Capitation Rates in the Contract.

Capitation Rate means a fixed predetermined fee
paid by HHSC to the MCO each month in accordance
with the Contract, for each enrolled Member in a
defined Rate Cell, in exchange for the MCO arranging
for or providing a defined set of Covered Services to
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Definition for
Case
Management
for Children
and Pregnant
Women
modified by
Version 2.3

such a Member, regardless of the amount of Covered
Services used by the enrolled Member.

Case Head means the head of the household that is
applying for Medicaid.

Case Management for Children and Pregnant
Women is a Medicaid program for children with a
health condition/health risk, birth through 20 years of
age and for women with high-risk pregnancies of all
ages, in order to help them gain access to medical,
social, educational and other health-related services.

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

Definition for
Change in
Condition
added by
Version 2.19

Definition for
Child (or
Children) with
Special Health
Care Needs
(CSHCN)
modified by
Version 2.9
and removed
by Version
2.13

Change in Condition means a significant change in
a STAR+PLUS Member's health or functional status
that will not normally resolve itself without further
intervention and requires review of and revision to the
current Individual Service Plan (ISP) and/or overall
Plan of Care (POC).

Chemical Dependency Treatment means treatment
provided for a chemical dependency condition by a
Chemical Dependency Treatment facility, chemical
dependency counselor or Hospital.

Children’s Health Insurance Program or CHIP

means the health insurance program authorized and
funded pursuant to Title XXI, Social Security Act (42

U.S.C. §§ 1397aa-1397jj) and administered by HHSC.

The CHIP Perinatal Program is a subprogram of
CHIP.

CHIP MCO Program, or CHIP Program, means the
State of Texas program in which HHSC contracts with
MCOs to provide, arrange for, and coordinate
Covered Services for enrolled CHIP Members.

CHIP MCOs means MCOs participating in the CHIP
MCO Program.

CHIP Perinatal MCOs means MCOs participating in
the CHIP Perinatal Program, a subprogram of CHIP.

CHIP Perinatal Program means the State of Texas
program in which HHSC contracts with MCOs to
provide, arrange for, and coordinate Covered
Services for enrolled CHIP Perinate and CHIP
Perinate Newborn Members. Although the CHIP
Perinatal Program is part of the CHIP Program, for
Contract administration purposes it is sometimes
identified independently in this Contract.

CHIP Perinate means a CHIP Perinatal Program
Member identified prior to birth (an unborn child).

CHIP Perinate Newborn means a CHIP Perinate
who has been born alive and whose family income
meets the criteria for continued participation in the
CHIP Perinatal Program (refer to Section 5.04.1 for
information concerning eligibility).

Chronic or Complex Condition means a physical,
behavioral, or developmental condition which may

have no known cure and/or is progressive and/or can
be debilitating or fatal if left untreated or under-
treated.

Clean Claim means a claim submitted by a physician
or provider for health care services rendered to a
Member, with the data necessary for the MCO or
subcontracted claims processor to adjudicate and
accurately report the claim. A Clean Claim other than
a Nursing Facility Services Clean Claim must meet all
requirements for accurate and complete data as
defined in the appropriate claim type encounter
guides as follows:

(1) 837 Professional Combined Implementation
Guide;

(2) 837 Institutional Combined Implementation
Guide;

(3) 837 Professional Companion Guide;
(4) 837 Institutional Companion Guide; or

(5) National Council for Prescription Drug
Programs (NCPDP) Companion Guide.

The MCO may not require a physician or provider to
submit documentation that conflicts with the
requirements of 28 Tex. Admin. Code, Chapter 21,
Subchapters C and T.

Claims submitted by a Nursing Facility must meet
DADS' criteria for clean claims submission as
described in UMCM Chapter 2.3, “Nursing Facility
Claims Manual.”

Clinical Prior Authorization or Clinical PA means a
drug review process authorized by HHSC that is
conducted by a healthcare MCO prior to dispensing a
drug. All HHSC authorized Clinical PAs are identified
on the Medicaid Vendor Drug website at
http://txvendordrug.com. The Clinical PA is used for
verifying that a Member’s medical condition matches
the clinical criteria for dispensing a requested drug.

CMS means the Centers for Medicare and Medicaid
Services, which is the federal agency responsible for
administering Medicare and overseeing state
administration of Medicaid and CHIP.

Cognitive Rehabilitation Therapy means an HCBS
STAR+PLUS Waiver service that assists a Member in
learning or relearning cognitive skills that have been
lost or altered as a result of damage to brain
cells/chemistry in order to enable the Member to
compensate for the lost cognitive functions. Cognitive
rehabilitation therapy may be provided when an
appropriate professional assesses the Member and
determines it is medically necessary. Cognitive
rehabilitation therapy is provided in accordance with
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the plan of care developed by the assessor and
includes reinforcing, strengthening, or reestablishing
previously learned patterns of behavior, or
establishing new patterns of cognitive activity or
compensatory mechanisms for impaired neurological
systems.

COLA means the Cost of Living Adjustment.

Community-based Long Term Services and
Supports means services provided to STAR+PLUS
Members in their home or other community based
settings necessary to provide assistance with
activities of daily living to allow the Member to remain
in the most integrated setting possible. Community-
based Long-term Services and Supports includes
services available to all STAR+PLUS Members as
well as those services available only to STAR+PLUS
Members who qualify for HCBS STAR+PLUS Waiver
services.

Community First Choice (CFC) means personal
assistance services; acquisition, maintenance and
enhancement of skills; emergency response services;
and support management provided in a community
setting for eligible Medicaid Members in STAR+PLUS
who have received a Level of Care (LOC)
determination from an HHSC-authorized entity.

Community Health Worker means a trusted member
of the community who has a close understanding of
the ethnicity, language, socio-economic status, and
life experiences of the community served. A
community health worker, also called a promotor(a),
helps people gain access to needed services,
increase health knowledge, and become self-
sufficient through outreach, patient navigation and
follow-up, community health education and
information, informal counseling, social support,
advocacy, and more.

Community Resource Coordination Groups
(CRCGSs) means a statewide system of local
interagency groups, including both public and private
providers, which coordinate services for "multi-need”
children and youth. CRCGs develop individual service
plans for children and adolescents whose needs can
be met only through interagency cooperation. CRCGs
address Complex Needs in a model that promotes
local decision-making and ensures that children
receive the integrated combination of social, medical
and other services needed to address their individual
problems.

Community Services Specialist (CSSP) means a
Mental Health Rehabilitative Service provider who
meets the following minimum requirements: (1) high
school diploma or high school equivalency, and (2)
three continuous years of documented full-time
experience in the provisions of Mental Health

Rehabilitative Services and demonstrated
competency in the provision and documentation of
Mental Health Rehabilitative Services.

Competent Interpreter means a person who is Definition for
proficient in both English and the other language Competent
being used, has had orientation or training in the '”;gf%fiter
ethics of interpreting, including accuracy and YR

impartiality in interpretation.
Complainant means a Member or a treating provider

or other individual designated to act on behalf of the
Member who filed the Complaint.

Complaint (CHIP Program only) means any
dissatisfaction, expressed by a Complainant, orally or
in writing to the MCO, with any aspect of the MCO’s
operation, including, but not limited to, dissatisfaction
with plan administration, procedures related to review
or Appeal of an Adverse Determination, as defined in
Texas Insurance Code, Chapter 843, Subchapter G;
the denial, reduction, or termination of a service for
reasons not related to Medical Necessity; the way a
service is provided; or disenrollment decisions. The
term does not include misinformation that is resolved
promptly by supplying the appropriate information or
clearing up the misunderstanding to the satisfaction of
the CHIP Member.

Complaint (Medicaid only) means an expression of
dissatisfaction expressed by a Complainant, orally or
in writing to the MCO, about any matter related to the
MCO other than an Action. As provided by 42 C.F.R.
§438.400, possible subjects for Complaints include,
but are not limited to, the quality of care of services
provided, and aspects of interpersonal relationships
such as rudeness of a provider or employee, or failure
to respect the Medicaid Member's rights.

Complex Need means a condition or situation
resulting in a need for coordination or access to
services beyond what a PCP would normally provide,
triggering the MCOQO's determination that Care
Coordination is required.

Comprehensive Care Program: see definition for
Texas Health Steps.

Confidential Information means any communication | pefinition for

or record (whether oral, written, electronically stored Confidential
or transmitted, or in any other form) consisting of: pomaten
modified by

(1) Confidential Member information, including | Version 2.16

HIPAA-defined protected health information;

(2)  All non-public budget, expense, payment
and other financial information;

(3) All Privileged Work Product;

(4) Allinformation designated by HHSC or any
other State agency as confidential, and all
information designated as confidential under the
Texas Public Information Act;
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(5) Information utilized, developed, received, or
maintained by HHSC, the MCO, or participating
State agencies for the purpose of fulfilling a duty
or obligation under this Contract and that has not
been disclosed publicly.

Consolidated FSR Report or Consolidated Basis,
means FSR reporting results for all Programs and all
SDAs operated by the MCO or its Affiliates, including
those under separate contracts between the MCO or
its Affiliates and HHSC, with the exception of the Dual
Demonstration. Consolidated FSR Reporting does not
include any of the MCO'’s or its Affiliates’ business
outside of the HHSC Programs.

Consumer-Directed Services means the Member or
his legal guardian is the employer of and retains
control over the hiring, management, and termination
of an individual providing personal assistance or
respite.

Continuity of Care means care provided to a
Member by the same PCP or specialty provider to
ensure that the delivery of care to the Member
remains stable, and services are consistent and
unduplicated.

Contract or Agreement means this formal, written,
and legally enforceable contract and amendments
thereto between the Parties.

Contract Period or Contract Term means the Initial
Contract Period plus any and all Contract extensions.

Contractor or MCO means the MCO that is a party to
this Contract and is an insurer licensed or approved
by TDI as an HMO, ANHC formed in compliance with
Chapter 844 of the Texas Insurance Code, or an EPO
with an Exclusive Provider Benefit Plan approved by
TDI in accordance with 28 T.A.C. §3.9201-3.9212.

Copayment (CHIP only) means the amount that a
Member is required to pay when utilizing certain CHIP
Covered Services. Once the copayment is made,
further payment is not required by the Member.

Corrective Action Plan means the detailed written
plan that may be required by HHSC to correct or
resolve a deficiency or event causing the assessment
of a remedy or damage against MCO.

Court-Ordered Commitment means a commitment
of a Member to an inpatient mental health facility for
treatment ordered by a court of law pursuant to Texas
Health and Safety Code, Chapters 573 or 574.

Covered Services means Health Care Services the

MCO must arrange to provide to Members, including
all services required by the Contract and state and
federal law, and all Value-added Services negotiated
by the Parties (see Attachments B-2, B-2.1, B-2.2
and B-3 of the HHSC Managed Care Contract

relating to “Covered Services” and “Value-added
Services”).

Credentialing means the process of collecting,
assessing, and validating qualifications and other
relevant information pertaining to a health care
provider to determine eligibility and to deliver Covered
Services.

Critical Event or Incident means an event or
incident that may harm, or create the potential for
harm to, an individual. Critical events or incidents
include:

e Abuse, Neglect, or Exploitation;
e the unauthorized use of restraint, seclusion, or
restrictive interventions;

Definition for
Critical Event
or Incident
added by
Version 2.13
and modified
by Version
2.16

e serious injuries that require medical intervention
or result in hospitalization;

criminal victimization;

unexplained death;

medication errors; and

other incidents or events that involve harm or risk
of harm to a Member.

Cultural Competency means the ability of individuals
and systems to provide services effectively to people
of various cultures, races, ethnic backgrounds, and
religions in a manner that recognizes, values, affirms,
and respects the worth of the individuals and protects
and preserves their dignity.

DADS means the Texas Department of Aging and
Disability Services or its successor agency (formerly
Department of Human Services).

Date of Disenrollment means the last day of the last
month for which MCO receives payment for a
Member.

Day means a calendar day unless specified
otherwise.

Default Enroliment means the processes
established by HHSC to assign an enrollee who has
not selected an MCO to an MCO. See 1 Tex. Admin.
Code § 353.403 for Medicaid default enrollment
processes, and 1 Tex. Admin. Code § 370.303 for
CHIP default enrollment processes.

Deliverable means a written or recorded work
product or data prepared, developed, or procured by
MCO as part of the Services under the Contract for
the use or benefit of HHSC or the State of Texas.

Delivery Supplemental Payment means a one-time
per pregnancy supplemental payment for STAR,
CHIP and CHIP Perinatal MCOs.

Dental Contractor means the contractors that
provide covered services for Medicaid and CHIP
clients under the Texas Dental Program.
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Designated Provider means a physician, clinical
practice or clinical group practice, rural clinic,
community health center, community mental health
center, home health agency, or any other entity or
provider (including pediatricians, gynecologists, and
obstetricians) that are determined by the State and
approved by the U.S. Secretary of Health and Human
Services to be qualified to be a Health Home for
Members with chronic conditions on the basis of
documentation that the physician practice or clinic (A)
has the systems and infrastructure in place to provide
Health Home services and (B) satisfies the
qualification standards established by the U.S.
Secretary of Health and Human Services.

Diagnostic means assessment that may include
gathering of information through interview,
observation, examination, and use of specific tests
that allows a provider to diagnose existing conditions.

Disabled Person or Person with Disability means a
person under 65 years of age, including a child, who
qualifies for Medicaid services because of a disability.

Disability means a physical or mental impairment
that substantially limits one (1) or more of an
individual’'s major life activities, such as caring for
oneself, performing manual tasks, walking, seeing,
hearing, speaking, breathing, learning, and/or
working.

Disability-related Access means that facilities are
readily accessible to and usable by individuals with
disabilities, and that auxiliary aids and services are
provided to ensure effective communication, in
compliance with Title Il of the Americans with
Disabilities Act.

Disaster Recovery Plan means the document
developed by the MCO that outlines details for the
restoration of the MIS in the event of an emergency or
disaster.

Discharge means a formal release of a Member from
an Inpatient Hospital stay when the need for
continued care at an inpatient level has concluded.
Movement or Transfer from one (1) Acute Care
Hospital or Long Term Care Hospital /facility and
readmission to another within 24 hours for continued
treatment is not a discharge under this Contract.

Discovery/Discovered has the meaning assigned by
45 C.F.R. §164.410.

Disease Management means a system of
coordinated healthcare interventions and
communications for populations with conditions in
which patient self-care efforts are significant.

Disproportionate Share Hospital (DSH) means a
Hospital that serves a higher than average number of

Medicaid and other low-income patients and receives
additional reimbursement from the State.

DSHS means the Texas Department of State Health
Services or its successor agency (formerly Texas
Department of Health and Texas Department of
Mental Health and Mental Retardation).

DSM means the most current edition of the Diagnostic
and Statistical Manual of Mental Disorders, which is
the American Psychiatric Association’s official
classification of behavioral health disorders, or its
replacement.

Dual Demonstration means the Texas Dual Eligibles
Integrated Care Demonstration Project, which uses a
service delivery model for Dual Eligibles that
combines Medicare and Medicaid services under the
same health plan.

Dual Eligibles means Medicaid recipients who are
also eligible for Medicare.

Dual Eligibles Medicare-Medicaid Plan (MMP)
means a managed care plan in which the MCO
contracts with CMS and the Texas HHSC to
participate in the Texas Dual Eligible Integrated Care
Demonstration Project.

ECI means Early Childhood Intervention, a federally
mandated program for infants and toddlers under the
age of three with developmental delays or disabilities.
See 34 C.F.R. § 303.1 et seq. and 40 Tex. Admin.
Code § 108.101 et seq. for further clarification.

EDI means electronic data interchange.
Effective Date means the effective date of this

Contract, as specified in the HHSC Managed Care
Contract document.

Effective Date of Coverage means the first day of
the month for which the MCO has received payment
for a Member.

Definition for
DSM modified
by Version 2.6

Definition for
Dual
Demonstration
added by
Version 2.13
and modified
by Version 2.16

Definition for
Dual Eligibles
Medicare-
Medicaid Plan
(MMP) added
by Version
2.13

Definition for
ECI modified
by Version 2.6

Electronic Visit Verification (EVV) is the electronic
verification and documentation of visit data, such as
the date and time the provider begins and ends the

delivery of services, the attendant, the recipient, and

Definition for
Electronic Visit
Verification
(EVV) added
by Version 2.9

the location of services provided.

Eligibles means individuals residing in one (1) of the
Service Areas and eligible to enroll in a STAR,
STAR+PLUS, CHIP, or CHIP Perinatal MCO, as
applicable.

Emergency Behavioral Health Condition means
any condition, without regard to the nature or cause of
the condition, which in the opinion of a prudent
layperson possessing an average knowledge of
health and medicine:

(1)  requires immediate intervention and/or
medical attention without which Members would
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present an immediate danger to themselves or
others, or

(2) renders Members incapable of controlling,
knowing or understanding the consequences of
their actions.

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

(1) placing the patient’s health in serious
jeopardy;

(2) serious impairment to bodily functions;
(3) serious dysfunction of any bodily organ or
part;

(4) serious disfigurement; or

(5) in the case of a pregnant women, serious
jeopardy to the health of a woman or her unborn
child.

Emergency Services means covered inpatient and
outpatient services furnished by a provider that is
qualified to furnish such services under the Contract
and that are needed to evaluate or stabilize an
Emergency Medical Condition and/or an Emergency
Behavioral Health Condition, including Post-
stabilization Care Services.

Employment Assistance means assistance provided

Definition for
Employment
Assistance
added by
Version 2.9

as an HCBS STAR+PLUS Waiver service to a
Member to help the Member locate paid employment
in the community. Employment assistance includes:

e identifying an individual's employment
preferences, job skills, and requirements for a
work setting and work conditions;

e locating prospective employers offering
employment compatible with an individual's
identified preferences, skills, and requirements;
and

e contacting a prospective employer on behalf of
an individual and negotiating the individual's
employment.

Employment Assistance is not available to Members
receiving services through a program funded by the
Rehabilitation Act of 1973 or the Individuals with
Disabilities Education Act. For any Member receiving
one of those waiver services, the MCO must
document that the Employment Assistance service is
not available to the Member in the Member's record.

Encounter means a Covered Service or group of
Covered Services delivered by a Provider to a

Member during a visit between the Member and
Provider. This also includes Value-added Services.

Encounter Data means data elements from Fee-for-
Service claims or capitated services proxy claims that
are submitted to HHSC by the MCO in accordance
with HHSC'’s required format for Medicaid and CHIP
MCOs.

Enrollment Report/Enroliment File means the daily
or monthly list of Eligibles that are enrolled with an
MCO as Members on the day or for the month the
report is issued.

EPSDT means the federally mandated Early and
Periodic Screening, Diagnosis and Treatment
program contained at 42 U.S.C. 1396d(r). The name
has been changed to Texas Health Steps in the State
of Texas.

Exclusive Provider Organization (EPO) means an
insurer with an Exclusive Provider Benefit Plan
approved by TDI in accordance with 28 T.A.C.
§3.9201-3.9212

Expansion Area means a county or Service Area
that has not previously provided healthcare to
HHSC’s MCO Program Members utilizing a managed
care model.

Expansion Service Areas are the Hidalgo and
Medicaid Rural Service Areas for the STAR Program;
and the El Paso, Hidalgo, and Lubbock Service Areas
for the STAR+PLUS Program.

Expedited Appeal means an appeal to the MCO in
which the decision is required quickly based on the
Member's health status, and the amount of time
necessary to participate in a standard appeal could
jeopardize the Member's life or health or ability to
attain, maintain, or regain maximum function.

Experience Rebate means the portion of the MCO'’s
Net Income Before Taxes that is returned to the State
in accordance with Section 10.10 for the STAR, CHIP
and CHIP Perinatal Programs and 10.10.1 for the
STAR+PLUS Program (“Experience Rebate”).

Expiration Date means the expiration date of this
Contract, as specified in HHSC’s Managed Care
Contract document.

External Quality Review Organization (EQRO)
means the entity that contracts with HHSC to provide
external review of access to and quality of healthcare
provided to Members of HHSC’s MCO Programs.
Fair Hearing means the process adopted and
implemented by HHSC in 1 T.A.C. Chapter 357, in
compliance with federal regulations and state rules
relating to Medicaid Fair Hearings.

Family Partner means a Mental Health Rehabilitative
Service provider who meets the following minimum
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requirements: (1) high school diploma or high school
equivalency, and (2) one cumulative year of
participating in mental health services as the parent or
legally authorized representative of a child receiving
mental health services.

Farm Worker Child (FWC) means a child birth
through age 20 of a Migrant Farm Worker.

Federal Poverty Level (FPL) means the Federal
poverty level updated periodically in the Federal
Register by the Secretary of Health and Human
Services under the authority of 42 U.S.C. § 9902(2)
and as in effect for the applicable budget period used
to determine an individual’s eligibility in accordance
with 42 C.F.R. § 435.603(h).

Fee-for-Service (FFS) means the traditional Medicaid
Health Care Services payment system under which
providers receive a payment for each unit of service,
after the service is provided, according to rules
adopted pursuant to Chapter 32, Texas Human
Resources Code.

Financial Statistical Report (see FSR below).

Force Majeure Event means any failure or delay in
performance of a duty by a Party under this Contract
that is caused by fire, flood, hurricane, tornadoes,
earthquake, an act of God, an act of war, riot, civil
disorder, or any similar event beyond the reasonable
control of such Party and without the fault or
negligence of such Party.

Former Foster Care Child (FFCC) Member means a
young adult who has aged out of the foster care
system and has previously received Medicaid while in
foster care. FFCC Members may be enrolled in the
STAR or STAR Health Program. The FFCC Member
may be enrolled until the last day of the month of his
or her 26th birthday.

FOQHC means a Federally Qualified Health Center,
certified by CMS to meet the requirements of
§1861(aa)(3) of the Social Security Act as a federally
qualified health center, that is enrolled as a provider
in the Texas Medicaid program.

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

ESR means Financial Statistical Report. The FSR is
a report designed by HHSC, and submitted to HHSC
by the MCO in accordance with Contract
requirements. The FSR is a form of modified income
statement, subject to audit, and contains revenue,
cost, and other data, as defined by the Contract. Not
all incurred expenses may be included in the FSR.

FSR Reporting Period is the period of months that
are measured on a given FSR. Generally, the FSR
Reporting Period is a twelve-calendar-month period
corresponding to the State Fiscal Year, but it can vary
by Contract and by year. If an FSR Reporting Period
is not defined in the Contract, then it will be deemed
to be the twelve months following the end of the prior
FSR Reporting Period.

FSR Reporting Period 12/13 means the 18-month
period beginning on March 1, 2012 and ending on
August 31, 2013. This is the first FSR Reporting
Period under this Contract.

Definition for
FSR Reporting
Period added
by Version 2.2

Definition for
FSR Reporting
Period 12/13
added by
Version 2.2

FSR Reporting Period 14 means the 12-month
period beginning on September 1, 2013 and ending
on August 31, 2014.

FSR Reporting Period 15 means the twelve month

Definition for
FSR Reporting
Period 14
added by
Version 2.2

period beginning on September 1, 2014 and ending
on August 31, 2015.

Functionally Necessary Covered Services means
Community-based Long Term Services and Supports

Definition for
FSR Reporting
Period 15
added by
Version 2.11

services provided to assist STAR+PLUS Members
with activities of daily living based on a functional
assessment of the Member’s activities of daily living
and a determination of the amount of supplemental
supports necessary for the STAR+PLUS Member to
remain independent or in the most integrated setting
possible.

Habilitative and Rehabilitative Services means
Health Care Services described in Attachment B-2
that may be required by children who fail to reach
(habilitative) or have lost (rehabilitative) age
appropriate developmental milestones.

HCBS -STAR+PLUS Waiver means the HHSC
program that provides home and community based
services to aged and disabled adults as cost-effective
alternatives to institutional care in nursing homes.
Members who qualify for HCBS STAR+PLUS Waiver
are eligible to receive the home and community based
services component of the Texas Healthcare
Transformation and Quality Improvement Program
1115 Waiver as described in Attachment B-2
“STAR+PLUS Covered Services,” under the heading
“HCBS STAR+PLUS Waiver services for those
Members who qualify for such services.”

Health and Human Services Commission or HHSC
means the administrative agency within the executive
department of Texas state government established
under Chapter 531, Texas Government Code, or its
designee, including, but not limited to, the HHS
Agencies.

Health Care Services means the Acute Care,
Behavioral Health Care, and health-related services

Page 9 of 64

Definition for
HCBS
STAR+PLUS
Waiver
modified by
Versions 2.1
and 2.3




Contractual Document (CD)

Responsible Office: HHSC Office of General Counsel (OGC)

Subject: Attachment A — Medicaid and CHIP Managed Care Services RFP, Uniform Managed Care Contract

Terms and Conditions

Version 2.19

Definition for
HEDIS
modified by
Version 2.6

Definition for
HHSC MCO
Programs
modified by
Version 2.3

that an enrolled population might reasonably require
in order to be maintained in good health.

Health Home means a Designated Provider
(including a provider that operates in coordination with
a team of health care professionals) or a Heath Team
selected by a Member with chronic conditions to
provide Health Home Services.

Health Home Services means comprehensive and
timely high-quality services that are provided by a
Designated Provider, a Team of Health Care
Professionals operating with such a provider, or a
Health Team. Health Home Services include:

(1) Comprehensive care management;
(2) Care coordination and health promotion;

(3) Comprehensive transitional care, including
appropriate follow-up, from inpatient to other
settings;

(4) Patient and family support (including
authorized representatives);

(5) Referral to community and social support
services, if relevant; and

(6) Use of health information technology to link
services, as feasible and appropriate.

Health-related Materials are materials developed by
the MCO or obtained from a third party relating to the
prevention, diagnosis or treatment of a medical
condition.

Health Team means such term as described in
Section 3502 of the Patient Protection and Affordable
Care Act, P.L. 111-148 (March 23, 2010), as
amended or modified.

HEDIS, the Healthcare Effectiveness Data and
Information Set, is a registered trademark of NCQA.
HEDIS is a set of standardized performance
measures designed to reliably compare the
performance of managed health care plans. HEDIS is
sponsored, supported and maintained by NCQA.

HHS Agency means the Texas health and human
service agencies subject to HHSC'’s oversight under
Chapter 531, Texas Government Code, and their
successor agencies.

HHSC Administrative Services Contractor (ASC)
means an entity performing MCO administrative
services functions, including member enroliment
functions, for the STAR, STAR+PLUS, CHIP, or CHIP
Perinatal MCO Programs under contract with HHSC.
HHSC MCO Programs or MCO Programs mean the
STAR, STAR+PLUS, and CHIP MCO Programs.

HIPAA means the Health Insurance Portability and
Accountability Act of 1996, P.L. 104-191 (August 21,
1996), as amended or modified.

Home and Community Support Services Agency
or HCSSA means an entity licensed to provide home
health, hospice, or personal assistance services
provided to individuals in their own home or
independent living environment as prescribed by a
physician or individualized service plan. Each HCSS
must provide clients with a plan of care that includes
specific services the agency agrees to perform. The
agencies are licensed and monitored by DADS or its
SuUCCessor.

Hospital means a licensed public or private institution
as defined by Chapter 241, Texas Health and Safety
Code, or in Subtitle C, Title 7, Texas Health and
Safety Code.

ICF-1ID Program means the Medicaid program
serving individuals with intellectual disabilities or
related conditions who receive care in intermediate
care facilities other than a state supported living
center.

IDD Waiver means the Community Living Assistance
and Support Services Waiver program (CLASS), the
Deaf-Blind with Multiple Disabilities Waiver program
(DBMD), the Home and Community-Based Services
Waiver program (HCS), or the Texas Home Living
Waiver program (TxHmL).

Individual Family Service Plan (IFSP) means the
plan for services required by the Early Childhood
Intervention (ECI) Program and developed by an
interdisciplinary team.

Individual Service Plan (ISP) means an individually
customized document to address the health and
wellness needs of a Member identified through the
assessment process of a Member enrolled in a Home
and Community Based Services program operated by
the MCO.

Initial Contract Period means the Effective Date of
the Contract through August 31, 2015.

Inpatient Stay means at least a 24-hour stay in a
facility licensed to provide Hospital care.

JCAHO means Joint Commission on Accreditation of
Health Care Organizations.

Joint Interface Plan (JIP) means a document used
to communicate basic system interface information.
This information includes: file structure, data
elements, frequency, media, type of file, receiver and
sender of the file, and file I.D. The JIP must include
each of the MCO’s interfaces required to conduct
business under this Contract. The JIP must address
the coordination with each of the MCO’s interface
partners to ensure the development and maintenance
of the interface; and the timely transfer of required
data elements between contractors and partners.
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Key MCO Personnel means the critical management
and technical positions identified by the MCO in
accordance with Article 4.

Legally Authorized Representative (LAR) means
the Member’s representative defined by state or
federal law, including Tex. Occ. Code § 151.002(6),
Tex. Health & Safety Code § 166.164, and Tex.
Estates Code Ch. 752.

Licensed Medical Personnel means, in Legally
Authorized Representative (LAR) the context of Mental
Health Rehabilitative Services day programs, the
following provider types: physician; advanced
practice registered nurse (APRN); physician assistant
(PA); registered nurse (RN); licensed vocational nurse
(LVN); or pharmacists.

Licensed Practitioner of the Healing Arts (LPHA)

Definition for
Licensed
Practitioner of
the Healing
Arts (LPHA)
added by
Version 2.9

Definition for
Local IDD
Authority
added by
Version 2.9

Definition for
Local Mental
Health
Authority
(LMHA)
modified by
Version 2 9

Definition for
Major
Systems
Change
added by
Version 2.11

means a person who is:

(1) a physician;

(2) a licensed professional counselor;

(3) a licensed clinical social worker;

(4) a licensed psychologist;

(5) an advanced practice nurse; or

(6) a licensed marriage and family therapist.

Linguistic Access means translation and interpreter
services, for written and spoken language to ensure
effective communication. Linguistic access includes
sign language interpretation, and the provision of
other auxiliary aids and services to persons with
disabilities.

Local Health Department means a local health
department established pursuant to Health and Safety
Code, Title 2, Local Public Health Reorganization Act
§121.031.

Local IDD Authority has the meaning assigned in
Health and Safety Code § 531.002(11).

Local Mental Health Authority (LMHA) has the
meaning assigned in Health and Safety Code §
531.002(10).

Major Population Group means any population that
represents at least 10% of the Medicaid, CHIP, and/or
CHIP Perinatal Program population in the Service
Area served by the MCO.

Major Systems Change means a new version of an
existing software platform often identified by a new
software version number or conversion to an entirely
new software platform.

Mandated or Required Services means services
that a state is required to offer to categorically needy
clients under a state Medicaid plan.

Marketing means any communication from the MCO
to a Medicaid or CHIP Eligible who is not enrolled with

the MCO that can reasonably be interpreted as
intended to influence the Eligible to:

(1) enroll with the MCO; or

(2) not enroll in, or to disenroll from, another
MCO.

Marketing Materials means materials that are
produced in any medium by or on behalf of the MCO
and can reasonably be interpreted as intending to
market to potential Members. Health-related
Materials are not Marketing Materials.

Material Subcontract means any contract, T e
Subcontract, or agreement between the MCO and Material
another entity that meets any of the following criteria: | Subcontract
= the other entity is an Affiliate of the MCO; modified by
» the Subcontract is considered by HHSC to be \a/r?:,s'z‘_’gs 22
for a key type of service or function, including

o0 Administrative Services (including but not
limited to third party administrator, Network
administration, and claims processing);

0 delegated Networks (including but not
limited to behavioral health, dental,
pharmacy, and vision);

0 management services (including
management agreements with parent)

0 reinsurance;

0 Disease Management;

o0 pharmacy benefit management (PBM) or
pharmacy administrative services; or

o call lines (including nurse and medical
consultation); or

= any other Subcontract that exceeds, or is
reasonably expected to exceed, the lesser of:

a) $500,000 per year, or b) 1% of the MCO’s

annual Revenues under this Contract. Any

Subcontracts between the MCO and a single

entity that are split into separate agreements

by time period, Program, or SDA, etc., will be
consolidated for the purpose of this definition.

For the purposes of this Agreement, Material
Subcontracts do not include contracts with any non-
Affiliates for any of the following, regardless of the
value of the contract: utilities (e.g., water, electricity,
telephone, Internet, trash), mail/shipping, office
space, maintenance, security, or computer hardware.

Material Subcontractor or Major Subcontractor
means any entity with a Material Subcontract with the
MCO. For the purposes of this Agreement, Material
Subcontractors do not include providers in the MCO’s
Provider Network. Material Subcontractors may
include, without limitation, Affiliates, subsidiaries, and
affiliated and unaffiliated third parties.

MCO means managed care organization.
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MCO or Contractor means the MCO that is a party to
this Contract and is an insurer licensed or approved
by TDI as an HMO, ANHC formed in compliance with
Chapter 844 of the Texas Insurance Code, or an EPO
with an Exclusive Provider Benefit Plan approved by
TDI in accordance with 28 T.A.C. §3.9201-3.9212.

MCO Administrative Services means the
performance of services or functions, other than the
direct delivery of Covered Services, necessary for the
management of the delivery of and payment for
Covered Services, including Network, utilization,
clinical or quality management, service authorization,
claims processing, management information systems
operation, and reporting. This term also includes the
infrastructure development for, preparation of, and
delivery of, all required Deliverables under the
Contract, outside of the Covered Services.

MCQ's Service Area means all the counties included
in any HHSC-defined Service Area, as applicable to
each MCO Program and within which the MCO has
been selected to provide MCO services.

Medicaid means the medical assistance entitlement
program authorized and funded pursuant to Title XIX,
Social Security Act (42 U.S.C. §1396 et seq.) and
administered by HHSC.

Medicaid MCOs means contracted MCOs
participating in STAR, STAR+PLUS, and/or STAR
Health.

Medical Assistance Only (MAQO) means a person
that does not receive SSI benefits but qualifies
financially and functionally for Medicaid assistance.

Medical Home has the meaning assigned to a
patient-centered Medical Home in Texas Government
Code § 533.0029(a).

Medically Necessary has the meaning defined in 1
T.A.C. §353.2 for Medicaid and 1 T.A.C. §370.4 for
CHIP.

Member means a person who:

(1) s entitled to benefits under Title XIX of the
Social Security Act and Medicaid, is in a Medicaid
eligibility category included in the STAR or
STAR+PLUS Program, and is enrolled in the
STAR or STAR+PLUS Program and the MCO'’s
STAR or STAR+PLUS MCO;

(2) s entitled to benefits under Title XIX of the
Social Security Act and Medicaid, is in a Medicaid
eligibility category included as a voluntary
participant in the STAR or STAR+PLUS Program,
and is enrolled in the STAR or STAR+PLUS
Program and the MCO’s STAR or STAR+PLUS
MCO;

(3) has met CHIP eligibility criteria and is
enrolled in the MCQO’s CHIP MCO; or

(4) has met CHIP Perinatal Program eligibility
criteria and is enrolled in the MCO’s CHIP
Perinatal Program.

Member Materials means all written materials
produced or authorized by the MCO and distributed to
Members or potential members containing information
concerning the MCO Program(s). Member Materials
include, but are not limited to, Member ID cards,
Member handbooks, Provider directories, and
Marketing Materials.

Member Month means one (1) Member enrolled with
the MCO during any given month. The total Member
Months for each month of a year comprise the annual
Member Months.

Member(s) with Special Health Care Needs
(MSHCN) means a Member, including a child enrolled
in the DSHS CSHCN Program as further defined in
Tex. Health & Safety Code § 35.0022, who:

(1) has a serious ongoing iliness, a Chronic or
Complex Condition, or a Disability that has lasted
or is anticipated to last for a significant period of
time, and

(2) requires regular, ongoing therapeutic
intervention and evaluation by appropriately
trained health care personnel.

Mental Health Rehabilitative Services are those
age-appropriate services determined by HHSC and
Federally-approved protocol as medically necessary
to reduce a Member’s disability resulting from severe
mental illness for adults, or serious emotional,
behavioral, or mental disorders for children, and to
restore the Member to his or her best possible
functioning level in the community. Services that
provide assistance in maintaining functioning may be
considered rehabilitative when necessary to help a
Member achieve a rehabilitation goal as defined in the
Member’s rehabilitation plan.

Mental Health Targeted Case Management means
services designed to assist Members with gaining
access to needed medical, social, educational, and
other services and supports. Members are eligible to
receive these services based on a standardized
assessment (the Child and Adolescent Needs and
Strengths (CANS) or Adult Needs and Strengths
Assessment (ANSA)) and other diagnostic criteria
used to establish medical necessity.

Migrant Farm Worker means a migratory agricultural
worker, generally defined as an individual:
(1) whose principal employment is in agriculture
on a seasonal basis;

(2) who has been so employed within the last
twenty-four months;
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(3) who performs any activity directly related to
the production or processing of crops, dairy
products, poultry, or livestock for initial commercial
sale or as a principal means of personal
subsistence; and

(4) who establishes for the purposes of such
employment a temporary abode.

MIS means Management Information System.

National Committee for Quality Assurance (NCQA)
means the independent organization that accredits
MCOs, managed behavioral health organizations, and
accredits and certifies disease management
programs. HEDIS and the Quality Compass are
registered trademarks of NCQA.

Net Income Before Taxes or Pre-tax Income means
an aggregate excess of Revenues over Allowable
Expenses.

Network or Provider Network means all Providers
that have entered into Network Provider agreements
with the MCO or its Subcontractor for the delivery of
Medicaid or CHIP Covered Services to the MCO’s
Members.

Network Provider or Provider means an
appropriately credentialed and licensed individual,
facility, agency, institution, organization or other
entity, and its employees and subcontractors, that has
a contract with the MCO for the delivery of Covered
Services to the MCO’s Members.

Network Provider Agreement or Provider
Agreement means a contract between and MCO and
a Network Provider for the delivery of Covered
Services to members.

Non-capitated Services means those Medicaid
services identified in Attachment B-1, Section
8.2.2.8.

Non-provider Subcontracts means contracts
between the MCO and a third party that performs a
function, excluding delivery of Health Care Services,
that the MCO is required to perform under its Contract
with HHSC.

Non-Urban County or Rural County means any
county with fewer than 50,000 residents as reported
by the Texas Association of Counties

at: http://www.county.org/.

Nursing Facility (also called nursing home or skilled
nursing facility) means an entity or institution that
provides organized and structured nursing care and
services, and is subject to licensure under Texas
Health and Safety Code, Chapter 242, as defined in
40 Tex. Admin. Code § 19.101 and 1 Tex. Admin.
Code § 358.103.

Nursing Facility Cost Ceiling means the annualized
cost of serving a client in a nursing facility. A per
diem cost is established for each Medicaid nursing
facility resident based on the level of care needed.
This level of care and associated resource allocation

is referred to as the Resource Utilization Group or the
RUG. The per diem cost is annualized to achieve the
nursing facility ceiling.

Nursing Facility Level of Care means the
determination that the level of care required to
adequately serve a STAR+PLUS Member is at or
above the level of care provided by a nursing facility.

Definition for
Nursing
Facility Cost
Ceiling
modified by
Version 2.11

Nursing Facility Unit Rate means the rate for the
type of services included in the Medicaid Fee-for-
Service daily rate for Nursing Facility Providers, such
as room and board, medical supplies and equipment,
personal needs items, social services, and over-the-
counter drugs. The Nursing Facility Unit Rate also
includes applicable Nursing Facility staff rate

Definition for
Nursing
Facility Unit
Rate added by
Version 2.11
and modified
by Version
2.19

enhancements and professional and general liability
insurance. The Nursing Facility Unit Rate excludes
Nursing Facility Add-on Services.

OB/GYN means obstetrician-gynecologist.

Open Panel means PCPs who are accepting new
patients for the MCO Program(s) served.

Operational Start Date means the first day on which
an MCO is responsible for providing Covered
Services to MCO Program Members and all related
Contract functions in a Service Area. The Operational
Start Date may vary per MCO Program and Service
Area. The Operational Start Date(s) applicable to this
Contract are set forth in the HHSC Managed Care
Contract document.

Operations Phase means the period of time when
MCO is responsible for providing the Covered
Services and all related Contract functions for a
Service Area. The Operations Phase begins on the
Operational Start Date, and may vary by MCO
Program and Service Area.

Out-of-Network (OON) means an appropriately
licensed individual, facility, agency, institution,
organization or other entity that has not entered into a
contract with the MCO for the delivery of Covered
Services to the MCO’s Members.

Outpatient Hospital Services means diagnostic,
therapeutic, and rehabilitative services that are

provided to Members in an organized medical facility,
for less than a 24-hour period, by or under the
direction of a physician.

Parties means HHSC and MCO, collectively.
Party means either HHSC or MCO, individually.

PASRR means the Preadmission Screening and
Resident Review, a federally mandated program
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applied to all individuals seeking admission to a
Medicaid-certified Nursing Facility. PASRR helps
ensure that individuals are not inappropriately placed
in nursing homes for long-term care and requires that
all applicants to a Medicaid-certified nursing facility:
(1) be evaluated for mental iliness, intellectual
disability, or both; (2) be offered the most appropriate
setting for their needs (in the community, a nursing
facility, or acute care settings); and (3) receive the
services they need in those settings.

PASRR Level | Screening has the meaning assigned
in 40 Tex. Admin. Code § 17.102(16).

PASRR Level Il Evaluation has the meaning
assigned in 40 Tex. Admin. Code § 17.102(24).

PASRR Specialized Services has the meaning
assigned in 40 Tex. Admin. Code § 17.102(33).

Peer Provider means a Mental Health Rehabilitative
Service provider who meets the following minimum
requirements: (1) high school diploma or high school
equivalency and (2) one cumulative year of receiving
mental health services.

Pended Claim means a claim for payment that
requires additional information before the claim can
be Adjudicated as a Clean Claim.

Pharmacy Benefit Manager (PBM) is a third party
administrator of prescription drug programs.

Population Risk Group means a distinct group of
members identified by age, age range, gender, type
of program, eligibility category, or other criteria
established by HHSC.

Post-stabilization Care Services means Covered
Services, related to an Emergency Medical Condition
that are provided after a Member is stabilized in order
to maintain the stabilized condition, or, for a Medicaid
Member, under the circumstances described in 42
§§C.F.R. 438.114(b)&(e) and 42 C.F.R.
§422.113(c)(iii) to improve or resolve the Medicaid
Member’s condition.

PPACA — means the Patient Protection and
Affordable Care Act of 2010 (P.L. 111-148), as
amended by the Health Care and Education
Reconciliation Act of 2010 (Public Law 111-152),
together known as the Affordable Care Act (ACA).

Prescribed Pediatric Extended Care Center
(PPECC) means a facility under Texas Health and
Safety Code § 248A.001 that provides nonresidential
basic services, including medical, nursing,
psychosocial, therapeutic, and developmental
services, to medically dependent or technologically
dependent individuals under the age of 21.

Pre-tax Income or Net Income Before Taxes means
an aggregate excess of Revenues over Allowable
Expenses.

Primary Care Physician or Primary Care Provider
(PCP) means a physician or provider who has agreed
with the MCO to provide a Medical Home to Members
and who is responsible for providing initial and
primary care to patients, maintaining the continuity of
patient care, and initiating referral for care.

Definition for
PCP modified
by Version 2.6

Program means a managed care program operated
by HHSC. Depending on the context, the term may
include one or more of the following: STAR,
STAR+PLUS, STAR Health, CHIP, Children’s

Definition for
Program
added by
Version 2.2

Medicaid Dental Services or CHIP Dental Services.

Proposal means the proposal submitted by the MCO
in response to the RFP.

Provider or Network Provider means an
appropriately credentialed and licensed individual,
facility, agency, institution, organization or other
entity, and its employees and subcontractors, that has
a contract with the MCO for the delivery of Covered
Services to the MCO’s Members.

Provider Agreement or Network Provider
Agreement means a contract between and MCO and
a Network Provider for the delivery of Covered
Services to members.

Provider Materials means all written materials
produced or authorized by the MCO or its
Administrative Services Subcontractors concerning
the MCO Program(s) that are distributed to Network
Providers. Provider Materials include the MCO’s
Provider Manual, training materials regarding MCO
Program requirements, and mass communications
directed to all or a large group of Network Providers
(e-mail or fax “blasts”). Provider Materials do not
include written correspondence between the MCO or
its Administrative Services Subcontractors and a
provider regarding individual business matters.

Provider Network or Network means all Providers
that have contracted with the MCO for the applicable
MCO Program.

Proxy Claim Form means a form submitted by
Providers to document services delivered to Members
under a capitated arrangement. It is not a claim for
payment.

Public Health Entity means a HHSC Public Health
Region, a Local Health Department, or a Hospital
District.
Public Information means information that:
(1) Is collected, assembled, or maintained
under a law or ordinance or in connection with the
transaction of official business by a governmental
body or for a governmental body; and

(2) The governmental body owns or has a right
of access to.
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Qualified and Disabled Working Individual (QDWI)
means an individual whose only Medicaid benefit is
payment of the Medicare Part A premium.

Qualified Medicare Beneficiary (QMB) means a
Medicare beneficiary whose only Medicaid benefits
are payment of Medicare premiums, deductibles, and
coinsurance for individuals who are entitled to
Medicare Part A, whose income does not exceed
100% of the federal poverty level, and whose
resources do not exceed twice the resource limit of
the SSI program.

Quality Improvement means a system to
continuously examine, monitor and revise processes
and systems that support and improve administrative
and clinical functions.

Rate Cell means a Population Risk Group for which a
Capitation Rate has been determined.

Rate Period 1 means the 18-month period beginning
on March 1, 2012 and ending on August 31, 2013.
For purposes of rate setting only, Rate Period 1 will
be divided into three sub-periods: March 1, 2012
through August 31, 2012, September 1, 2012 to May
31, 2013, and June 1, 2013 to August 31, 2013.

Rate Period 2 means the 12-month period beginning
on September 1, 2013 and ending on August 31,
2014.

Rate Period 3 means the 12-month period beginning
on September 1, 2014 and ending on August 31,
2015.

Readiness Review means the assurances made by
a selected MCO and the examination conducted by
HHSC, or its agents, of MCO'’s ability, preparedness,
and availability to fulfill its obligations under the
Contract.

Real-Time Captioning (also known as CART,
Communication Access Real-Time Translation)
means a process by which a trained individual uses a
shorthand machine, a computer, and real-time
translation software to type and simultaneously
translate spoken language into text on a computer
screen. Real Time Captioning is provided for
individuals who are deaf, have hearing impairments,
or have unintelligible speech. It is usually used to
interpret spoken English into text English but may be
used to translate other spoken languages into text.

Request for Proposals or REP means the
procurement solicitation instrument issued by HHSC
under which this Contract was awarded and all RFP
addenda, corrections or modifications, if any.

Revenue means all revenue received by the MCO
pursuant to this Contract, including retroactive
adjustments made by HHSC. Revenue includes any
funds earned on Medicaid or CHIP managed care

funds such as investment income and earned interest.
Revenue excludes any reinsurance recoveries, which
shall be shown as a contra-cost, or reported offset to
reinsurance expense. Revenues are reported at
gross, and are not netted for any reinsurance
premiums paid. See also the Uniform Managed Care
Manual’s “Cost Principles for Expenses.”

Risk means the potential for loss as a result of
expenses and costs of the MCO exceeding payments
made by HHSC under the Contract.

Routine Care means health care for covered
preventive and medically necessary Health Care
Services that are non-emergent or non-urgent.

Rural County or Non-Urban County means any
county with fewer than 50,000 residents as reported
by the Texas Association of Counties

at: http://www.county.org/.

Rural Health Clinic (RHC) means an entity that
meets all of the requirements for designation as a
rural health clinic under 1861(aa)(1) of the Social
Security Act and approved for participation in the
Texas Medicaid Program.

Scope of Work means the description of Services
and Deliverables specified in this Contract, the RFP,
the MCO'’s Proposal, and any attachments and
modifications to these documents.

SDX means State Data Exchange.

Security Plan means a document that contains
detailed management, operational, and technical
information about a system, its security requirements,
and the controls implemented to provide protection
against risks and vulnerabilities.

Self-employed Direct Provider means an
appropriately credentialed person who is self-
employed and has a contract with the MCO for the
delivery of one or more Covered Services.

Definition for
Self-employed
Direct Provider
added by
Version 2.17

Service Area means the counties included in any
HHSC-defined areas as applicable to each MCO
Program.

Service Coordination means a specialized care
management service that is performed by a Service
Coordinator and that includes but is not limited to:

(1) identification of needs, including physical
health, mental health services and for
STAR+PLUS Members, long term support
services,

(2) development of a Service Plan to address
those identified needs;

(3) assistance to ensure timely and a
coordinated access to an array of providers and
Covered Services;
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(4) attention to addressing unique needs of
Members; and

(5) coordination of Covered Services with Non-
capitated Services, as necessary and appropriate.

Service Coordinator means the person with primary
responsibility for providing service coordination and
care management to STAR+PLUS Members.

Service Management is an administrative service
performed by the MCO to facilitate development of a
Service Plan and coordination of services among a
Member’s PCP, specialty providers and non-medical
providers to ensure Members with Special Health
Care Needs have access to, and appropriately utilize,
Medically Necessary Covered Services, Non-
capitated Services, and other services and supports.

Service Plan (SP) means an individualized plan
developed with and for Members with Special Health
Care Needs, including persons with disabilities or
chronic or complex conditions.

Services means the tasks, functions, and

responsibilities assigned and delegated to the MCO
under this Contract.

Severe and Persistent Mental lliness (SPMI) means
a diagnosis of bipolar disorder, major clinical
depression, schizophrenia, or another behavioral
health disorder as defined by the Diagnostic and
Statistical Manual of Mental Disorders, 5th Edition
(DSM-5) accompanied by

e impaired functioning or limitations of daily living
(including personal grooming, housework, basic
home maintenance, managing medications,
shopping, or employment) due to the disorder, or

e impaired emotional or behavioral functioning that
interferes substantially with the Member’s
capacity to remain in the community without
supportive treatment or services.

Severe Emotional Disturbance (SED) means
psychiatric disorders in children and adolescents
which cause severe disturbances in behavior, thinking
and feeling.

Siagnificant Traditional Provider or STP means
primary care providers, long term services and
supports providers, and pharmacy providers identified
by HHSC as having provided a significant level of
care to Medicaid or CHIP clients. Disproportionate
Share Hospitals (DSH) are also Medicaid STPs.

Skilled Nursing Facility Services (CHIP only)
Services provided in a facility that provides nursing or
rehabilitation services and Medical supplies and use
of appliances and equipment furnished by the facility.

Software means all operating system and
applications software used by the MCO to provide the
Services under this Contract.

Specialty Hospital means any inpatient Hospital that
is not a general Acute Care Hospital.

Specified Low-Income Medicare Beneficiary
(SLMB) means a Medicare beneficiary whose only
Medicaid benefit is payment of the Medicare Part B
premium.

SSA means the Social Security Administration.

Stabilize means to provide such medical care as to
assure within reasonable medical probability that no
deterioration of the condition is likely to result from, or
occur from, or occur during discharge, transfer, or
admission of the Member.

STAR+PLUS or STAR+PLUS Program means the
State of Texas Medicaid managed care program in
which HHSC contracts with MCOs to provide,
arrange, and coordinate preventive, primary, acute
and Long-term Services and Supports Covered
Services to adult persons with disabilities and elderly
persons age 65 and over who qualify for Medicaid
through the SSI program and/or the MAO program.
Children birth through age 20 who qualify for
Medicaid through the SSI program, may voluntarily
participate in the STAR+PLUS program.

STAR+PLUS MCOs means contracted MCOs
participating in the STAR+PLUS Program.

State Fiscal Year (SFY) means a 12-month period
beginning on September 1 and ending on August 31
the following year.

Subcontract means any agreement between the
MCO and another party to fulfill the requirements of
the Contract.

Subcontractor means any individual or entity,
including an Affiliate, that has entered into a
Subcontract with MCO.

Subsidiary means an Affiliate controlled by such
person or entity directly or indirectly through one (1)
or more intermediaries.

Supplemental Security Income (SSI) means a
Federal income supplement program funded by
general tax revenues (not Social Security taxes)
designed to help aged, blind and disabled people with
little or no income by providing cash to meet basic
needs for food, clothing and shelter.

Supported Employment means assistance provided
as an HCBS STAR+PLUS Waiver service, in order to
sustain competitive employment, to a Member who,
because of a disability, requires intensive, ongoing
support to be self-employed, work from home, or
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perform in a work setting at which Members without
disabilities are employed. Supported Employment
includes employment adaptations, supervision, and
training related to a Member's assessed needs.
Individuals receiving supported employment earn at
least minimum wage (if not self-employed).

Supported Employment is not available to Members
receiving services through a program funded by the
Rehabilitation Act of 1973 or the Individuals with
Disabilities Education Act. For any Member receiving
one of those waiver services, the MCO must
document that the Employment Assistance service is
not available to the Member in the Member's record.

T.A.C. means Texas Administrative Code.

TDD means telecommunication device for the deaf. It
is interchangeable with the term Teletype machine or
TTY.

TDI means the Texas Department of Insurance.

Team of Health Care Professionals means
physicians and other professionals, such as a nurse
care coordinator, nutritionist, social worker, behavioral
health professional, or any professionals deemed
appropriate by HHSC and approved by CMS. The
team may be free-standing, virtual, or based at a
Hospital, community health center, community mental
health center, rural clinic, clinical practice or clinical
group practice, academic health center, or any entity
deemed appropriate by HHSC and approved by CMS.

Telehealth has the meaning defined in 1 Tex. Admin.
Code § 354.1430.

Telemedicine has the meaning defined in 1 Tex.
Admin. Code § 354.1430.

Telemonitoring has the meaning defined in 1 Tex.
Admin. Code § 354.1434.

Temporary Assistance to Needy Families (TANF)
means the federally funded program that provides
assistance to single parent families with children who
meet the categorical requirements for aid. This
program was formerly known as the Aid to Families
with Dependent Children (AFDC) program.

Texas Health Steps is the name adopted by the
State of Texas for the federally mandated Early and
Periodic Screening, Diagnosis and Treatment
(EPSDT) program. It includes the State’s
Comprehensive Care Program extension to EPSDT,
which adds benefits to the federal EPSDT
requirements contained in 42 U.S.C. §1396d(r), and
defined and codified at 42 C.F.R. §§440.40 and
441.56-62. HHSC's rules are contained in 25 T.A.C.,
Chapter 33 (relating to Early and Periodic Screening,
Diagnosis and Treatment).

Texas Medicaid Provider Procedures Manual
means the policy and procedures manual published
by or on behalf of HHSC that contains policies and
procedures required of all health care providers who
participate in the Texas Medicaid program.

Texas Public Information Act refers to the
provisions of Chapter 552 of the Texas Government
Code.

Texas Women'’s Health Program means the
program that provides primary healthcare services,
including family planning services and health
screenings, to eligible women under 25 Tex. Admin.
Code, Chapter 39, Subchapter B.

Third Party Liability (TPL) means the legal
responsibility of another individual or entity to pay for
all or part of the services provided to Members under
the Contract (see 1 TAC §354.2301 et seq., relating
to Third Party Resources).

Third Party Recovery (TPR) means the recovery of
payments on behalf of a Member by HHSC or the
MCO from an individual or entity with the legal
responsibility to pay for the Covered Services.

Transfer means the movement of the Member from
one (1) Acute Care Hospital or Long Term Care
Hospital/facility and readmission to another Acute
Care Hospital or Long Term Care Hospital/facility
within 24 hours for continued treatment.

Transition Phase includes all activities the MCO is
required to perform between the Contract Effective
Date and the Operational Start Date for an MCO
Program and all or part of a Service Area.

Turnover Phase includes all activities the MCO is
required to perform in order to close out the Contract
and/or transition Contract activities and operations to
HHSC or a subsequent contractor.

Turnover Plan means the written plan developed by
MCO, approved by HHSC, to be employed during the
Turnover Phase.

Uniform Managed Care Manual (UMCM) means the
manual published by or on behalf of HHSC that
contains policies and procedures required of all
MCOs participating in the HHSC Programs. The
UMCM, as amended or modified, is incorporated by
reference into the Contract.

URAC /American Accreditation Health Care
Commission means the independent organization
that accredits Utilization Review functions and offers a
variety of other accreditation and certification
programs for health care organizations.

Urban County means any county with 50,000 or
more residents as reported by the Texas Association
of Counties at: http://www.county.org/.
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Urgent Behavioral Health Situation means a
behavioral health condition that requires attention and
assessment within 24 hours but which does not place
the Member in immediate danger to himself or herself
or others and the Member is able to cooperate with
treatment.

Urgent Condition means a health condition including
an Urgent Behavioral Health Situation that is not an
emergency but is severe or painful enough to cause a
prudent layperson, possessing the average
knowledge of medicine, to believe that his or her
condition requires medical treatment evaluation or
treatment within 24 hours by the Member’s PCP or
PCP designee to prevent serious deterioration of the
Member’s condition or health.

Utilization Review means the system for
retrospective, concurrent, or prospective review of the
Medical Necessity and appropriateness of Health
Care Services provided, being provided, or proposed
to be provided to a Member. The term does not
include elective requests for clarification of coverage.

Value-added Services means additional services for
coverage beyond those specified in Attachments B-
2, B-2.1, and B-2.2. Value-added Services may be
actual Health Care Services, benefits, or positive
incentives that HHSC determines will promote healthy
lifestyles and improve health outcomes among
Members. Value-added Services that promote
healthy lifestyles should target specific weight loss,
smoking cessation, or other programs approved by
HHSC. Temporary phones, cell phones, additional
transportation benefits, and extra home health
services may be Value-added Services, if approved
by HHSC. Best practice approaches to delivering
Covered Services are not considered Value-added
Services.

Waste means practices that are not cost-efficient.

Wrap-Around Services means services for Dual
Eligible Members that are covered by Medicaid:

(1)  when the Dual Eligible Member has
exceeded the Medicare coverage limit; or

(2) that are not covered by Medicare.

Article 3. General Terms & Conditions

Section 3.01 Contract elements.
(a) Contract documentation.

The Contract between the Parties will consist of
the HHSC Managed Care Contract document and all
attachments and amendments.

(b) Order of documents.

In the event of any conflict or contradiction between or
among the contract documents, the documents will
control in the following order of precedence:

(1) The final executed HHSC Managed Care
Contract document, and all amendments;

(2) HHSC Managed Care Contract Attachment
A — “Uniform Managed Care Contract Terms and
Conditions,” and all amendments;

(3) HHSC Managed Care Contract Attachment
B — “Scope of Work/Performance Measures,” and
all amendments;

(4) for STAR+PLUS MCOs only, the
STAR+PLUS Handbook and all amendments;

(5) The Uniform Managed Care Manual
(UMCM), and all amendments; and

(6) HHSC Managed Care Contract Attachment
C - “MCO'’s Proposal.”

Section 3.02 Term of the Contract.

The term of the Contract will begin on the Effective
Date and will conclude on the Expiration Date. The
Parties may renew the Contract for an additional
period or periods, but the Contract Term may not
exceed a total of eight (8) operational years. All
reserved contract extensions beyond the Expiration
Date will be subject to good faith negotiations
between the Parties and mutual agreement to the
extension(s).

Section 3.03 Funding.

This Contract is expressly conditioned on the
availability of state and federal appropriated funds.

Section 3.03
modified by
Version 2.16

MCO will have no right of action against HHSC in the
event that HHSC is unable to perform its obligations
under this Contract as a result of the suspension,
termination, withdrawal, or failure of funding to HHSC
or lack of sufficient funding of HHSC for any activities
or functions contained within the scope of this
Contract. If funds become unavailable, the provisions
of Article 12, “Remedies and Disputes” will apply.
HHSC will use all reasonable efforts to ensure that
such funds are available, and will negotiate in good
faith with MCO to resolve any MCO claims for
payment that represent accepted Services or
Deliverables that are pending at the time funds
become unavailable. HHSC will use best efforts to
provide reasonable written advance notice to MCO
upon learning that funding for this Contract may be
unavailable.

Section 3.04 Delegation of authority.

Whenever, by any provision of this Contract, any
right, power, or duty is imposed or conferred on
HHSC, the right, power, or duty so imposed or
conferred is possessed and exercised by the
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Executive Commissioner unless any such right,
power, or duty is specifically delegated to the duly
appointed agents or employees of HHSC. The
Commissioner will reduce any such delegation of
authority to writing and provide a copy to MCO on
request.

Section 3.05 No waiver of sovereign immunity.

The Parties expressly agree that no provision of this
Contract is in any way intended to constitute a waiver
by HHSC or the State of Texas of any immunities
from suit or from liability that HHSC or the State of
Texas may have by operation of law.

Section 3.06 Force Majeure.

Neither Party will be liable for any failure or delay in
performing its obligations under the Contract if such
failure or delay is due to a Force Majeure Event. The
existence of such causes of delay or failure will
extend the period of performance in the exercise of
reasonable diligence until after the causes of delay or
failure have been removed. Each Party must inform
the other in writing with proof of receipt within five (5)
Business Days of the existence of a Force Majeure
Event.

Section 3.07 Publicity.

(a) MCO may use the name of HHSC, the State
of Texas, any HHS Agency, and the name of the
HHSC MCO Program in any media release, public
announcement, or public disclosure relating to the
Contract or its subject matter only if, at least seven (7)
calendar days prior to distributing the material, the
MCO submits the information to HHSC for review and
comment. The MCO may not use the submitted
information without prior approval from HHSC. HHSC
reserves the right to object to and require changes to
the publication if, at HHSC's sole discretion, it
determines that the publication does not accurately
reflect the terms of the Contract or the MCO’s
performance under the Contract.

(b) MCO will provide HHSC with one (1)
electronic copy of any information described in
Subsection 3.07(a) prior to public release. MCO will
provide additional copies, including hard copies, at
the request of HHSC.

(c) The requirements of Subsection 3.07(a) do
not apply to:

(1) proposals or reports submitted to HHSC, an
administrative agency of the State of Texas, or a
governmental agency or unit of another state or
the federal government;

(2) information concerning the Contract’s terms,
subject matter, and estimated value:

(a) in any report to a governmental
body to which the MCO is required by law to
report such information, or

(b) that the MCO is otherwise required
by law to disclose; and

(3) Member Materials (the MCO must comply
with the UMCM'’s provisions regarding the review
and approval of Member Materials).

Section 3.08 Assighment.

(a) Assignment by MCO. Section 3.08
modified by
MCO must not assign all or any portion of its rights Version 2.16

under or interests in the Contract without prior written

consent of HHSC. Any written request for assignment
must be accompanied by written acceptance by the
party to whom the assignment is made. Except
where otherwise agreed in writing by HHSC,
assignment will not release MCO from its obligations
pursuant to the Contract.

(b) Assignment by HHSC.

MCO understands and agrees HHSC may in one (1)
or more transactions assign, pledge, transfer, or
hypothecate the Contract. This assignment will only
be made to another State agency or a non-State
agency that is contracted to perform agency support.

(c) Assumption.

Each party to whom an assignment is made (an
"Assignee") must assume all of the assigned interests
in and responsibilities under the Contract and any
documents executed with respect to the Contract

Section 3.09 Cooperation with other vendors and

prospective vendors.

HHSC may award supplemental contracts for work
related to the Contract, or any portion thereof. MCO
will reasonably cooperate with such other vendors,
and will not commit or permit any act that may
interfere with the performance of work by any other
vendor.

Section 3.10 Renegotiation and reprocurement

rights.

(a) Renegotiation of Contract terms.

Notwithstanding anything in the Contract to the
contrary, HHSC may at any time during the term of
the Contract exercise the option to notify MCO that
HHSC has elected to renegotiate certain terms of the
Contract. Upon MCO’s receipt of any notice pursuant
to this Section, MCO and HHSC will undertake good
faith negotiations of the subject terms of the Contract,
and may execute an amendment to the Contract in
accordance with Article 8.
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contrary, whether or not HHSC has accepted or
rejected MCQ'’s Services and/or Deliverables
provided during any period of the Contract, HHSC
may at any time issue requests for proposals or offers
to other potential contractors for performance of any
portion of the Scope of Work covered by the Contract
or Scope of Work similar or comparable to the Scope
of Work performed by MCO under the Contract.

(c) Termination rights upon reprocurement.

If HHSC elects to procure the Services or
Deliverables or any portion of the Services or
Deliverables from another vendor in accordance with
this Section, HHSC will have the termination rights set
forth in Article 12, “Remedies and Disputes.”

Section 3.11 RFP errors and omissions.

MCO will not take advantage of any errors and/or
omissions in the RFP or the resulting Contract. MCO
must promptly notify HHSC of any such errors and/or
omissions that are discovered.

Section 3.12 Enforcement Costs.

In the event of any litigation, appeal, or other legal
action to enforce any provision of the Contract, MCO
agrees to pay all reasonable expenses of such action,
if HHSC is the prevailing Party.

Section 3.13 Preferences under service contracts.

MCO is required in performing the Contract to
purchase products and materials produced in the
State of Texas when they are available at a price and
time comparable to products and materials produced
outside the State.

Section 3.14 Time of the essence.

In consideration of the need to ensure uninterrupted
and continuous MCO Program performance, time is of
the essence in the performance of the Scope of Work
under the Contract.

Section 3.15 Notice

(a) Any notice or other legal communication
required or permitted to be made or given by either
Party pursuant to the Contract will be in writing and in
English, and will be deemed to have been given:

(1) Three (3) Business Days after the date of
mailing if sent by registered or certified U.S. mail,
postage prepaid, with return receipt requested;

(2) When transmitted if sent by facsimile,
provided a confirmation of transmission is
produced by the sending machine; or

(3) When delivered if delivered personally or
sent by express courier service.

Manager identified in the HHSC Managed Care
Contract document. In addition, legal notices must
be sent to the Legal Contact identified in the HHSC
Managed Care Contract document.

(d) Routine communications that are
administrative in nature will be provided in a manner
agreed to by the Parties.

Article 4. Contract Administration & Management

Section 4.01 Qualifications, retention and

replacement of MCO employees.

MCO agrees to maintain the organizational and
administrative capacity and capabilities to carry out all
duties and responsibilities under this Contract. The
personnel MCO assigns to perform the duties and
responsibilities under this Contract will be properly
trained and qualified for the functions they are to
perform. Notwithstanding transfer or turnover of
personnel, MCO remains obligated to perform all
duties and responsibilities under this Contract without
degradation and in accordance with the terms of this
Contract.

Section 4.02 MCQO'’s Key Personnel.
(a) Designation of Key Personnel.

MCO must designate key management and technical
personnel who will be assigned to the Contract. For
the purposes of this requirement, Key Personnel are
those with management responsibility or principal
technical responsibility for the following functional
areas for each MCO Program included within the
scope of the Contract:

(1)  Member Services;

(2) Management Information Systems;

(3) Claims Processing,

(4) Provider Network Development and

Management;

(5) Benefit Administration and Utilization and

Care Management;

(6) Quality Improvement;

(7) Behavioral Health Services;

(8) Financial Functions;

(9) Reporting;

(10) Executive Director(s) for applicable HHSC

MCO Program(s) as defined in Section 4.03,
“Executive Director”;

(11) Medical Director(s) for applicable HHSC
MCO Program(s) as defined in Section 4.04,
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“Medical Director”; and

(12) Management positions for STAR+PLUS
Service Coordinators for STAR+PLUS MCOs as
defined in Section 4.04.1, “STAR+PLUS Service
Coordinator.”

(b) Support and Replacement of Key Personnel.

The MCO must maintain, throughout the Contract
Term, the ability to supply its Key Personnel with the
required resources necessary to meet Contract
requirements and comply with applicable law. The
MCO must ensure project continuity by timely
replacement of Key Personnel, if necessary, with a
sufficient number of persons having the requisite
skills, experience and other qualifications.
Regardless of specific personnel changes, the MCO
must maintain the overall level of expertise,
experience, and skill reflected in the Key MCO
Personnel job descriptions and qualifications included
in the MCO’s proposal.

(c) Notification of replacement of Key
Personnel.

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

Section 4.03 Executive Director.

(a) The MCO must employ a qualified individual
to serve as the Executive Director for its HHSC MCO
Program(s). Such Executive Director must be
employed full-time by the MCO, be primarily
dedicated to HHSC MCO Program(s), and must hold
a Senior Executive or Management position in the
MCO'’s organization, except that the MCO may
propose an alternate structure for the Executive
Director position, subject to HHSC'’s prior written
approval.

(b) The Executive Director must be authorized
and empowered to represent the MCO regarding all
matters pertaining to the Contract prior to such
representation. The Executive Director must act as
liaison between the MCO and the HHSC and must
have responsibilities that include, but are not limited
to, the following:

(1)  ensuring the MCQO’s compliance with the
terms of the Contract, including securing and
coordinating resources necessary for such
compliance;

(2) receiving and responding to all inquiries and
requests made by HHSC related to the Contract,
in the timeframes and formats specified by HHSC.
Where practicable, HHSC will consult with the
MCO to establish timeframes and formats
reasonably acceptable to the Parties;

(3) attending and participating in regular HHSC
MCO Executive Director meetings or conference
calls;

(4) attending and participating in regular HHSC
Regional Advisory Committees (RACs) for
managed care (the Executive Director may
designate key personnel to attend a RAC if the
Executive Director is unable to attend);

(5) making best efforts to promptly resolve any
issues identified either by the MCO or HHSC that
may arise and are related to the Contract;

(6) meeting with HHSC representative(s) on a
periodic or as needed basis to review the MCO’s
performance and resolve issues, and

(7) meeting with HHSC at the time and place
requested by HHSC, if HHSC determines that the
MCO is not in compliance with the requirements of
the Contract.

Section 4.04 Medical Director.

(a) The MCO must have a qualified individual to
serve as the Medical Director for its HHSC MCO
Program(s). The Medical Director must be currently
licensed in Texas under the Texas Medical Board as
an M.D. or D.O. with no restrictions or other licensure
limitations. The Medical Director must comply with the
requirements of 28 T.A.C. §11.1606 and all applicable
federal and state statutes and regulations.

(b) The Medical Director, or his or her
designee, must be available by telephone 24 hours a
day, seven (7) days a week, for Utilization Review
decisions. The Medical Director, and his/her
designee, must either possess expertise with
Behavioral Health Services, or ready access to such
expertise to ensure timely and appropriate medical
decisions for Members, including after regular
business hours.

(c) The Medical Director, or his or her designee,
must be authorized and empowered to represent the
MCO regarding clinical issues, Utilization Review and
quality of care inquiries. The Medical Director, or his
or her designee, must exercise independent medical
judgment in all decisions relating to Medical
Necessity. The MCO must ensure that its decisions
relating to m Medical Necessity are not adversely
influenced by fiscal management decisions. HHSC
may conduct reviews of decisions relating to Medical
Necessity upon reasonable notice.
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(d) For purposes of this section, the Medical
Director’s designee must be:

(1) a physician that meets the qualifications for a
Medical Director, as described in subparts (a)
through (c), above; or

(2) for prior authorization determinations for
outpatient pharmacy benefits, a Texas-licensed
pharmacist working under the direction of the
Medical Director, provided such delegation is
included in the MCO'’s TDI-approved utilization
review plan.

(e) The Medical Director, or his or her physician
designee, must make determinations regarding
Utilization Review appeals, including appeals of prior
authorization denials for outpatient pharmacy
benefits.

Section 4.04.1 STAR+PLUS Service
Coordinator

(a) STAR+PLUS MCOs must employ as
Service Coordinators persons experienced in meeting
the needs of people with disabilities, old and young,
and vulnerable populations who have Chronic or
Complex Conditions. A Service Coordinator must
have an undergraduate and/or graduate degree in
social work or a related field, or be a Registered
Nurse, Licensed Vocational Nurse, Advanced Nurse
Practitioner, or a Physician Assistant.

(b) The STAR+PLUS MCO must monitor the
Service Coordinator’s workload and performance to
ensure that he or she is able to perform all necessary
Service Coordination functions for the STAR+PLUS
Members in a timely manner.

(c) The Service Coordinator must be
responsible for working with the Member or his or her
representative, the PCP and other Providers to
develop a seamless package of care in which
primary, Acute Care, and Long-term Services and
Supports service needs are met through a single,
understandable, rational plan. Each Member’s
Service Plan must also be well coordinated with the
Member’s family and community support systems,
including Independent Living Centers, Area Agencies
on Aging, Local IDD Authorities, and LMHAs. The
Service Plan should be agreed to and signed by the
Member or the Member’s representative to indicate
agreement with the plan. The plan should promote
consumer direction and self-determination and may
include information for services outside the scope of
Covered Services such as how to access affordable,
integrated housing. For Dual Eligible Members, the
STAR+PLUS MCO is responsible for meeting the
Member's Community Long- term Services and
Supports needs.

(d) The STAR+PLUS MCO must empower its
Service Coordinators to authorize the provision and
delivery of Covered Services, including Community
Long-term Services and Supports Covered Services.

(e) The MCO may allow a Member to receive Service
Coordination through an integrated Health Home if
the individual providing Service Coordination and the
Service Coordination structure meet STAR+PLUS
program requirements. The MCO must reimburse a
Health Home that provides Service Coordination to its
Members through an enhanced rate structure, a per-
member-per-month fee, or other reasonable
methodology agreed to between the MCO and Health
Home.

Section 4.05 Responsibility for MCO personnel

and Subcontractors.

(a) MCQO’s employees and Subcontractors will
not in any sense be considered employees of HHSC
or the State of Texas, but will be considered for all
purposes as the MCO’s employees or its
Subcontractor’'s employees, as applicable.

(b) Except as expressly provided in this
Contract, neither MCO nor any of MCO’s employees
or Subcontractors may act in any sense as agents or
representatives of HHSC or the State of Texas.

(c) MCO agrees that anyone employed by MCO
to fulfill the terms of the Contract is an employee of
MCO and remains under MCO’s sole direction and
control. MCO assumes sole and full responsibility for
its acts and the acts of its employees and
Subcontractors.

(d) MCO agrees that any claim on behalf of any
person arising out of employment or alleged
employment by the MCO (including, but not limited
to, claims of discrimination against MCO, its officers,
or its agents) is the sole responsibility of MCO and not
the responsibility of HHSC. MCO will indemnify and
hold harmless the State from any and all claims
asserted against the State arising out of such
employment or alleged employment by the MCO.
MCO understands that any person who alleges a
claim arising out of employment or alleged
employment by MCO will not be entitled to any
compensation, rights, or benefits from HHSC
(including, but not limited to, tenure rights, medical
and hospital care, sick and annual/vacation leave,
severance pay, or retirement benefits).

(e) MCO agrees to be responsible for the
following in respect to its employees:

(1) Damages incurred by MCO’s employees
within the scope of their duties under the Contract;
and

(2) Determination of the hours to be worked and
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the duties to be performed by MCO’s employees.

(f) MCO agrees and will inform its employees
and Subcontractor(s) that there is no right of
subrogation, contribution, or indemnification against
HHSC for any duty owed to them by MCO pursuant to
this Contract or any judgment rendered against the
MCO. HHSC'’s liability to the MCO’s employees,
agents and Subcontractors, if any, will be governed
by the Texas Tort Claims Act, as amended or
modified (Tex. Civ. Pract. & Rem. Code §101.001 et
seq.).

(9) MCO understands that HHSC does not
assume liability for the actions of, or judgments
rendered against, the MCO, its employees, agents or
Subcontractors. MCO agrees that it has no right to
indemnification or contribution from HHSC for any
such judgments rendered against MCO or its
Subcontractors.

Section 4.06 Cooperation with HHSC and state
administrative agencies.

(a) Cooperation with Other MCOs.

MCO agrees to reasonably cooperate with and work
with the other MCOs in the MCO Programs,
Subcontractors, and third-party representatives as
requested by HHSC. To the extent permitted by
HHSC'’s financial and personnel resources, HHSC
agrees to reasonably cooperate with MCO and to use
its best efforts to ensure that other HHSC contractors
reasonably cooperate with the MCO.

(b) Cooperation with state and federal
administrative agencies.

MCO must ensure that MCO personnel will cooperate
with HHSC or other state or federal administrative
agency personnel at no charge to HHSC for purposes
relating to the administration of MCO Programs
including, but not limited to the following purposes:

(1)  The investigation and prosecution of Fraud,
Abuse, and Waste in the HHSC programs;

(2) Audit, inspection, or other investigative
purposes; and
(8) Testimony in judicial or quasi-judicial
proceedings relating to the Services and/or
Deliverables under this Contract or other delivery
of information to HHSC or other agencies’
investigators or legal staff.

Section 4.07 Conduct of MCO personnel and

Subcontractors.
(a) While performing the Scope of Work, MCO’s
personnel and Subcontractors must:

(1)  Comply with applicable state rules and
regulations and HHSC's requests regarding

personal and professional conduct generally
applicable to the service locations; and

(2) Otherwise conduct themselves in a
businesslike and professional manner.

(b) If HHSC determines in good faith that a
particular employee or Subcontractor is not
conducting himself or herself in accordance with this
Contract, HHSC may provide MCO with notice and
documentation concerning such conduct. Upon
receipt of such notice, MCO must promptly investigate
the matter and take appropriate action that may
include:

(1) Removing the employee or Subcontractor
from the project;

(2) Providing HHSC with written notice of such
removal; and

(3) Replacing the employee or Subcontractor
with a similarly qualified individual acceptable to
HHSC.

(c) Nothing in the Contract will prevent MCO, at
the request of HHSC, from replacing any personnel
who are not adequately performing their assigned
responsibilities or who, in the reasonable opinion of
HHSC’s Project Manager, after consultation with
MCO, are unable to work effectively with the
members of the HHSC'’s staff. In such event, MCO
will provide replacement personnel with equal or
greater skills and qualifications as soon as reasonably
practicable. Replacement of Key Personnel will be
subject to HHSC review. The Parties will work
together in the event of any such replacement so as
not to disrupt the overall project schedule.

(d) MCO agrees that anyone employed or
retained by MCO to fulfill the terms of the Contract
remains under MCO'’s sole direction and control.

(e) MCO must have policies regarding
disciplinary action for all employees who have failed
to comply with federal and/or state laws and the
MCO'’s standards of conduct, policies and
procedures, and Contract requirements. MCO must
have policies regarding disciplinary action for all
employees who have engaged in illegal or unethical
conduct.

Section 4.08 Subcontractors and Agreements with

Third Parties.

(a) MCO remains fully responsible for the Section 4.08
obligations, services, and functions performed by its | modified by
Subcontractors to the same extent as if such VEREn AL

obligations, services, and functions were performed
by MCQO’s employees, and for purposes of this
Contract such work will be deemed work performed
by MCO. HHSC reserves the right to require the
replacement of any Subcontractor found by HHSC to
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be unacceptable and unable to meet the requirements
of the Contract, and to object to the selection of a
Subcontractor.

(b) MCO must:

(1)  actively monitor the quality of care and
services, as well as the quality of reporting data,
provided under a Subcontract;

(2) provide HHSC with a copy of TDI filings of
delegation agreements;

(38) unless otherwise provided in this Contract,
provide HHSC with written notice no later than:

(i) three (3) Business Days after
receiving notice from a Material Subcontractor
of its intent to terminate a Subcontract;

(ii) 180 calendar days prior to the
termination date of a Material Subcontract for
MIS systems operation or reporting;

(iii) 90 calendar days prior to the
termination date of a Material Subcontract for
non-MIS MCO Administrative Services; and

(iv) 30 calendar days prior to the
termination date of any other Material
Subcontract.

HHSC may grant a written exception to these notice
requirements if, in HHSC’s reasonable determination,
the MCO has shown good cause for a shorter notice
period.

(c) During the Contract Period, Readiness
Reviews by HHSC or its designated agent may occur
if:
(1) anew Material Subcontractor is employed
by MCO;
(2) an existing Material Subcontractor provides
services in a new Service Area;

(3) an existing Material Subcontractor provides
services for a new MCO Program;

(4) an existing Material Subcontractor changes
locations or changes its MIS and or operational
functions;

(5) an existing Material Subcontractor changes
one (1) or more of its MIS subsystems, claims
processing or operational functions; or

(6) a Readiness Review is requested by HHSC.

The MCO must submit information required by HHSC
for each proposed Material Subcontractor as
indicated in Section 7, “Transition Phase
Requirements.” Refer to Sections 8.1.1.2,
“Additional Readiness Reviews and Monitoring
Efforts,” and 8.1.18, “Management Information
System Requirements” for additional information

regarding MCO Readiness Reviews during the
Contract Period.

(d) MCO must not disclose Confidential
Information of HHSC or the State of Texas to a
Subcontractor unless and until such Subcontractor
has agreed in writing to protect the confidentiality of
such Confidential Information in the manner required
of MCO under this Contract.

(e) MCO must identify any Subcontractor that is
a subsidiary or entity formed after the Effective Date
of the Contract, whether or not an Affiliate of MCO.
The MCO must substantiate the proposed
Subcontractor’s ability to perform the subcontracted
Services, and certify to HHSC that no loss of service
will occur as a result of the performance of such
Subcontractor. The MCO will be the sole point of
contact with regard to contractual matters.

() Except as provided herein, all Subcontracts
must be in writing and must provide HHSC the right to
examine the Subcontract and all Subcontractor
records relating to the Contract and the Subcontract.
This requirement does not apply to agreements with
non-Affiliate utility or mail service providers.

If the MCO intends to report compensation or any
other payments paid to any third party (including
without limitation an Affiliate) as an Allowable
Expense under this Contract, and the amounts paid to
the third party exceed $200,000, or are reasonably
anticipated to exceed $200,000, in a State Fiscal Year
(or in any contiguous twelve-month period), then the
MCOQ’s agreement with the third party must be in
writing. The agreement must provide HHSC the right
to examine the agreement and all records relating to
the agreement.

For any third party agreements not in writing valued
under $200,000 per State Fiscal Year that are
reported as Allowable Expenses , the MCO still must
maintain standard financial records and data sufficient
to verify the accuracy of those expenses in
accordance with the requirements of Article 9, “Audit
& Financial Compliance.” Any agreements that are, or
could be interpreted to be, with a single party, must
be in writing if the combined total is more than
$200,000. This would include payments to individuals
or entities that are related to each other.

(9) A Subcontract or any other agreement in
which the MCO receives rebates, recoupments,
discounts, payments, incentives, fees, free goods,
bundling arrangements, retrocession payments (as
described in UMCM Chapter 6.1) or any other
consideration from a Subcontractor or any other third
party (including without limitation Affiliates) as related
to this Contract must be in writing and The MCO must
allow HHSC and the Office of the Attorney General to
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examine the Subcontract or agreement and all related
records.

(h) All Subcontracts or agreements described in
subsections (f) and (g) must show the dollar amount
or the value of any consideration that MCO pays to or
receives from the Subcontractor or any other third
party.

0] The MCO must submit a copy of each
Material Subcontract and any agreement covered
under subsection (g) executed prior to the Effective
Date of the Contract to HHSC no later than 30 days
after the Effective Date of the Contract. For Material
Subcontracts or Section 4.08(g) agreements executed
or amended after the Effective Date of the Contract,
the MCO must submit a copy to HHSC no later than 5
Business Days after execution or amendment.

() Network Provider Contracts must include the
mandatory provisions included in UMCM Chapter 8.1,
“Provider Contract Checklist.”

(k) HHSC reserves the right to reject any
Subcontract or require changes to any provisions that
do not comply with the requirements or duties and
responsibilities of this Contract or create significant
barriers for HHSC in monitoring compliance with this
Contract.

) MCO must comply with the requirements of
Section 6505 of the PPACA, entitled “Prohibition on
Payments to Institutions or Entities Located Outside
of the United States.”

(m) Provider payment must comply with the
requirements of Section 2702 of PPACA, entitled
“Payment Adjustment for Health Acquired
Conditions.”

(n) The MCO and its Subcontractors must
provide all information required under Section 4.08 to
HHSC, or to the Office of the Attorney General, if
requested, at no cost.

Section 4.09 HHSC's ability to contract with

Subcontractors.

The MCO may not limit or restrict, through a covenant
not to compete, employment contract or other
contractual arrangement, HHSC'’s ability to contract
with Subcontractors or former employees of the MCO.

Section 4.10 This Section Intentionally Left Blank
Section 4.11 Prohibition Against Performance

Outside the United States.

(a) Findings.
(1) HHSC finds the following:

(A) HHSC is responsible for
administering several public programs that
require the collection and maintenance of
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information relating to persons who apply for
and receive services from HHSC programs.
This information consists of, among other
things, personal financial and medical
information and information designated
“Confidential Information” under state and
federal law and this Agreement. Some of this
information may, within the limits of the law
and this Agreement, be shared from time to
time with MCO or a subcontractor for
purposes of performing the Services or
providing the Deliverables under this
Agreement.

(B) HHSC is legally responsible for
maintaining the confidentiality and integrity of
information relating to applicants and
recipients of HHSC services and ensuring
that any person or entity that receives such
information—including MCO and any
subcontractor—is similarly bound by these
obligations.

(C) HHSC also is responsible for the
development and implementation of
computer software and hardware to support
HHSC programs. These items are paid for,
in whole or in part, with state and federal
funds. The federal agencies that fund these
items maintain a limited interest in the
software and hardware so developed or
acquired.

(D) Some of the software used or
developed by HHSC may also be subject to
statutory restrictions on the export of
technology to foreign nations, including but
not limited to the Export Administration
Regulations, 15 C.F.R. Parts 730-774.

(2) In view of these obligations, and to ensure
accountability, integrity, and the security of the
information maintained by or for HHSC and the
work performed on behalf of HHSC, HHSC
DETERMINES that it is necessary and
appropriate to require THAT:

(A) All work performed under this
Agreement must be performed exclusively
within the United States; and

(B) All information obtained by MCO or
a subcontractor under this Agreement must
be stored and maintained within the United
States.

(3) Further, HHSC finds it necessary and
appropriate to forbid the performance of any work
or the maintenance of any information relating or
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(b)

obtained pursuant to this Agreement to occur

outside of the United States except as specifically

authorized or approved by HHSC.

Meaning of “within the United States” and

“outside the United States.”

(d)

(1) As used in this Section 4.11, the term “within
the United States” means any location inside the
territorial boundaries comprising the republic of
the United States of America, including of any of
the 48 coterminous states in North America, the
states of Alaska and Hawaii, and the District of
Columbia.

(2) Conversely, the phrase “outside the United
States” means any location that is not within the
territorial boundaries comprising the republic of
the United States of America, including of any of
the 48 coterminous states in North America, the
states of Alaska and Hawaii, and the District of
Columbia.

Maintenance of Confidential Information.

(1) MCO and all subcontractors, vendors,
agents, and service providers of or for MCO must
not allow any Confidential Information that MCO
receives from or on behalf of HHSC to be moved
outside the United States by any means (physical
or electronic) at any time, for any period of time,
for any reason.

(2) MCO and all subcontractors, vendors,
agents, and service providers of or for MCO must
not permit any person to have remote access to
HHSC information, systems, or Deliverables from
a location outside the United States.

Performance of Work under Agreement.

(1) Unless otherwise approved in advance by
HHSC in writing, and subject to the exceptions
specified in paragraph (d) of this Section 4.11,
MCO and all subcontractors, vendors, agents,
and service providers of or for MCO must
perform all services under the Agreement,
including all tasks, functions, and responsibilities
assigned and delegated to MCO under this
Agreement, within the United States.

(A) This obligation includes, but is not
limited to, all Services, including but not
limited to information technology services,
processing, transmission, storage, archiving,
data center services, disaster recovery sites
and services, customer support), medical,
dental, laboratory and clinical services.

(e)

(f)

(B) All custom software prepared for
performance of this Agreement, and all
modifications of custom, third party, or
vendor proprietary software, must be
performed within the United States.

(2) Unless otherwise approved in advance by
HHSC in writing, and subject to the exceptions
specified in paragraph (d) of this Section 4.11,
MCO and all subcontractors, vendors, agents,
and service providers of or for MCO must not
permit any person to perform work under this
Agreement from a location outside the United
States.

Exceptions.

(1) COTS Software. The foregoing requirements
will not preclude the acquisition or use of
commercial off-the-shelf software that is
developed outside the United States or hardware
that is generically configured outside the United
States.

(2) Foreign-made Products and Supplies. The
foregoing requirements will not preclude MCO
from acquiring, using, or reimbursing products or
supplies that are manufactured outside the
United States, provided such products or
supplies are commercially available within the
United States for acquisition or reimbursement by
HHSC.

(3) HHSC Prior Approval. The foregoing
requirements will not preclude MCO from
performing work outside the United States that
HHSC has approved in writing and that HHSC
has confirmed will not involve the sharing of
Confidential Information outside the United
States.

Disclosure.

MCO must disclose all Services and Deliverables
under or related to this Agreement that MCO intends
to perform or has performed outside the United
States, whether directly or via subcontractors,
vendors, agents, or service providers.

(9)
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Remedy.

(1) MCO’s violation of this Section 4.11 will
constitute a material breach in accordance with
Article 12. MCO will be liable to HHSC for all
monetary damages, in the form of actual,
consequential, direct, indirect, special and/or
liquidated damages in accordance with this
Agreement.
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(2) HHSC may terminate the Agreement with
notice to MCO at least one calendar day before
the effective date of such termination.

Section 4.12 Employment Verification

MCOs must confirm the eligibility of all persons
employed by the MCO to perform duties within Texas
and all persons, including subcontractors, assigned
by the MCO to perform work pursuant to the Contract.

Article 5. Member Eligibility & Enrollment

Section 5.01 Eligibility Determination

The State or its designee will make eligibility
determinations for each of the HHSC MCO Programs.

Section 5.02 Member Enrollment & Disenrollment.

(a) HHSC or the HHSC Administrative Services
Contractor will enroll and disenroll eligible individuals
in the MCO Program. The HHSC Administrative
Services Contractor will use HHSC's default
assignment methodologies, as described in 1 Tex.
Admin. Code § 353.403 and § 370.303, to enroll
individuals who do not select an MCO or PCP. To
enroll in an MCO, the Member’s permanent residence
must be located within the MCQO’s Service Area. The
MCO is not allowed to induce or accept disenroliment
from a Member. The MCO must refer the Member to
the HHSC Administrative Services Contractor.

(b) HHSC makes no guarantees or
representations to the MCO regarding the number of
eligible Members who will ultimately be enrolled into
the MCO or the length of time any such enrolling
Members remain enrolled with the MCO. The MCO
has no ownership interest in its Member base, and
therefore cannot sell or transfer this base to another
entity.

(c) The HHSC Administrative Services
Contractor will electronically transmit to the MCO new
Member information and change information
applicable to active Members.

(d) In cases where a Member loses Medicaid
eligibility, if Medicaid eligibility is re-instated or re-
established within 6 months from the date of loss,
HHSC will retroactively restore a Member's managed
care enroliment to avoid a gap in coverage. In these
cases, the HHSC Administrator Services Contractor
will retroactively enroll the Member into the same
MCO the Member was in before losing coverage.

(e) As described in the following Sections,
depending on the MCO Program, special conditions
may also apply to enroliment and span of coverage
for the MCO.

(f) A Medicaid MCO has a limited right to
request a Member be disenrolled from MCO without
the Member’s consent. HHSC must approve any
MCO request for disenroliment of a Member for
cause. MCO must take reasonable measures to
correct Member behavior prior to requesting
disenrollment. Reasonable documented measures
may include providing education and counseling
regarding the offensive acts or behaviors. HHSC may
permit disenrollment of a Member under the following
circumstances:

(1)  Member misuses or loans Memb