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ARTICLE ONE: GENERAL PROVISIONS

1.1  Purpose

The purpose of this Inter-Governmental AgreemeBAllis to specify the
responsibilities of the Agency of Human Servicesl8) and the Office of Vermont
Health Access (OVHA) pertinent to ti&dobal Commitment to Health Waivender
United States Department of Health and Human Ses(DHHS), Centers for Medicare
and Medicaid Services (CMS) approved Section 11éma@nstration Waiver.

The OVHA will serve as the Public Managed Care Qizgtion (Public MCO) for all
enrollees under th@lobal Commitment to Health WaiveThe AHS, as the Single State
Agency, will provide oversight of the OVHA in theapacity.

1.2  Agreement Review and Renewal

This IGA represents a comprehensive understandiegah party’s responsibilities as
pertinent to th&lobal Commitment to Health Waivand the OVHA's role as the Public
MCO. This IGA shall be effective for the perio@dfn October 1, 2005 to September 30,
2006. This IGA shall be amended as necessary.

1.3 Compliance

This IGA meets the requirements of 45 Code of Fadeegulations (CFR) Part 74, and
the OVHA meets the requirements of 42 CFR 434.6.

The OVHA must also meet the requirements of alliapble Federal and State laws and
regulations including Title VI of the Civil Rightsct of 1964; the Age Discrimination
Act of 1975; the Rehabilitation Act of 1973; ana& thmericans with Disabilities Act.

1.4  Prohibited Affiliations
The OVHA shall not knowingly have a relationshighweither of the following:
- An individual who is debarred, suspended, or otimrwexcluded from participating
in procurement activities under the Federal AcgiaisiRegulation or from
participating in non-procurement activities undegulations issued under Executive

Order No. 12549 or under guidelines implementingdtstive Order No. 12549.

- An individual who is an affiliate, as defined iretkederal Acquisition Regulation, of
a person described above.

For purposes of this IGA, a relationship is defiaada director or officer of the OVHA or
a person with an employment, consulting or othearegement with the OVHA.
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ARTICLE TWO: OVHA RESPONSIBILITIES

2.1  Administration and Management

The OVHA must have an executive management funetitinclear authority over all
administrative functions and must maintain sufitiadministrative staff and
organizational components to comply with all pragrstandards. Staffing must be
sufficient to perform services in an appropriatd amely manner.

The OVHA shall designate a representative to aths®n between the OVHA and the
AHS for the duration of this IGA. The representatshall be responsible for:

- Representing the OVHA on all matters pertaininthie IGA. Such a representative
shall be authorized and empowered to represer@theA regarding all aspects of
this IGA,

- Monitoring the OVHA’s compliance with the termstbfs IGA,

- Receiving and responding to all inquiries and retgienade by the AHS in the
timeframes and format specified by the AHS in &4,

- Meeting with the AHS representative on a periodia®needed basis to resolve
issues which may arise;

- Coordinating requests from the AHS to ensure ttadt 8om the OVHA with
appropriate expertise in administration, operatiéinance, management information
systems, claims processing and payment, clinicalcgeprovision, quality
management, utilization management, and networlagement is available to
participate in the AHS activities and respond uessts by the AHS which may
include, but not be limited to, requests to pgoade in training programs designated
by the AHS, requests to coordinate fraud and ahaseties with the AHS, and
requests to meet with other State of Vermont agesgsesentatives or other parties;

- Making best efforts to resolve any issues iderdiggher by the OVHA or the AHS
that may arise in connection with this IGA,;

- Meeting with the AHS at the time and place requebtethe AHS, if the AHS
determines that the OVHA is not in compliance wiith requirements of this IGA;

- Ensuring that all reports, contracts, subcontragsgements and any other
documents subject to prior review and approvaheyAHS are provided to AHS no
less than 10 business days prior to execution pleimentation, as applicable; and

- Submitting any requests for documents or any atffermation provided to the
OVHA by any individual or entity to the AHS for iteview; and submitting any
proposed responses and responsive documents omudberials in connection with
any such requests to the AHS for its prior revies approval.

2
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2.1.1 Management Information System

The OVHA shall maintain a management informatiostem that collects, analyzes,
integrates and reports data. The system mustgeorformation on areas including, but
not limited to, service utilization, grievancespapls and disenrollments for reasons
other than loss of Medicaid eligibility. The systenust collect data on enrollee and
provider characteristics, as specified by the AH® an services as set forth under
Section 2.12.1 of this IGA. The OVHA must collewtain and report encounter data in
accordance with th&lobal Commitment to Health WaiveiTerms and Conditions. All
collected data must be available to the AHS andCii& upon request.

2.2 Eligibility and Enrollment
2.2.1 Eligible Population

The following populations are eligible for enrolinten theGlobal Commitment to
Health Waiver

- Individuals who are eligible for medical assistancaccordance with the State of
Vermont Medicaid plan;

- Individuals who are eligible for medical assistancaccordance with the 1115
Medicaid Waiver Demonstration;

- Adults who meet the State of Vermont’s clinicalenia for the Designated Agency
Community Rehabilitation and Treatment (CRT) Pragend who initially meet
Medicaid/Vermont Health Access Plan (VHAP) eligityirequirements but who
subsequently exceed the earned income and/or cesotgquirements. Increases in
income after enroliment in the program will be digarded, as long as the individual
continues to meet the clinical criteria for pagation in the CRT Program. These
individuals will be remain eligible for all VHAP befits, and will remain co-enrolled
with the OVHA; and

- Individuals who are eligible for the CRT Program ktedicaid and Medicare (dual
eligibles) and who meet the CRT clinical criterra aligible for enrollment in the
CRT Program. These individuals will continue tdize their Medicare benefits on
an unrestricted fee-for-service basis

2.2.2 Eligibility for the Global Commitment to Health Waiver

All individuals eligible for the State of Vermontaiblic insurance programs (Medicaid
and VHAP), excluding those enrolled solely in therviont Long-Term Care (LTC)
Waiver, will be enrolled in th&lobal Commitment to Health WaiveEligibility and
enrollment are therefore synonymous for the purpdsieis IGA.
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The OVHA shall be responsible for verification bétcurrent status of an individual's
Medicaid/VHAP eligibility with the Economic Servisdivision (ESD), within the AHS
Department for Children and Families (DCF), whicakas these eligibility
determinations. If an individual is not currentigvered by Medicaid/VHAP, the OVHA
shall refer such person to the ESD for an eligipdietermination for these programs.

The OVHA shall also be responsible for assistirgE$D with the collection of
information necessary for determination of eligtgifor individuals who may not be
eligible for the public insurance programs. Inigégibility determination for these
individuals may be delegated to other departmerttsmthe AHS [e.g., Department of
Disabilities, Aging and Independent Living (DAILDepartment of Health (VDH), and
Department for Children and Families (DCF)]. Hoeewthe OVHA shall retain
responsibility for final eligibility determinationf®r theGlobal Commitment to Health
Waiverpopulations.

The OVHA shall not discriminate, or use any polrypractice that has the effect of
discriminating, against any individual’s eligibylito enroll on the basis of race, color,
religion, disability, sexual orientation or natidbwaigin. The OVHA, the delegated AHS
departments and providers will accept and serviadiliduals eligible for and enrolled
in theGlobal Commitment to Health Waiver

2.2.3 Data Transfers

The Agency of Human Services (AHS) Economic Ses/Bwision’s (ESD) eligibility
determination system (ACCESS) and the Medicaid Mameent Information System
(MMIS) shall continue to provide Medicaid eligiltyfifunctions under th&lobal
Commitment to Health WaiveA regular data transfer between the ACCESS had t
MMIS shall ensure that identical information on Ntedd/VHAP eligibility status and
the Global Commitment to Health Waivenrollment status is available concurrently in
all three information systems to ensure data itiefpr payment purposes. The OVHA
must have the capability to interface with the AGSEand MMIS systems.

2.2.4 Loss of Eligibility/Disenroliment from the Danonstration

The OVHA shall ensure that individuals who losgilility are disenrolled from the
Global Commitment to Health Waivekoss of eligibility may occur due to:

- Death;

- Movement out of State of Vermont;

- Incarceration;

- No longer meeting the eligibility requirements foedical assistance under the
Global Commitment to Health Waivemnd

- The enrollee’s request to have his/her eligibii@gminated and to be disenrolled
from the program

The OVHA shall compare, on a monthly basis, thevadgglobal Commitment to Health
enrollee list (the roster) with the ESD’s MedicMHIAP eligibility list to confirm

4
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Medicaid/VHAP status for all Global Commitment te&ith enrollees. The OVHA shall
not receive a capitation payment for any individwhb is not eligible under th@lobal
Commitment to Health Waiver

2.2.5 Prohibitions

The OVHA shall not disenroll any individual excepbse who have lost eligibility as
specified under 2.2.4 of this IGA. This prohibitispecifically precludes disenroliment
on the basis of an adverse change in the enroleelkh status, utilization of medical
services, diminished mental capacity, or uncooperatr disruptive behavior resulting
from his or her special needs.

Upon request, information on dis-enrollments (gsan code) shall be available to the
AHS for audit purposes.

2.3 Enrollee Outreach and Education
2.3.1 New Enrollees

The OVHA shall be responsible for educating indits at the time of their enroliment
into theGlobal Commitment to Health WaiveEducation activities may be conducted
via mail, by telephone and/or through face-to-fameetings. The OVHA may employ
the services of an enroliment broker to assisuineach and education activities.

The OVHA shall provide information and assist ele@s$ in understanding all facets
pertinent to their enroliment, including the follmgy:

What services are covered and how to access them
Restrictions on freedom-of-choice

Cost sharing

Role and responsibilities of the primary care padevi(PCP)
Importance of selecting and building a relationskih a PCP

Information about how to access a list of PCP<eimggaphic proximity to the
enrollee and the availability of a complete netwargter

Enrollee rights, including appeal and Fair Heariighyts (described in greater detalil
below); confidentiality rights; availability of th@ffice of Health Care Ombudsman;
and enrollee-initiated dis-enroliment

Enrollee responsibilities, including making, keapinanceling appointments with
PCPs and specialists; necessity of obtaining itiorization (PA) for certain
services and proper utilization of the emergenoym¢ER)
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2.3.2 Enrollee Handbook

The OVHA and the AHS shall coordinate the developinoé theGlobal Commitment to
Health Waiverenrollee handbook, which shall help enrollees @uténtial enrollees
understand the requirements and benefits of thewaprograms available through the
Global Commitment to Health WaiveThe OVHA shall mail the enrollee handbook to
all new enrollees within 45 business days of deteation of eligibility for theGlobal
Commitment to Health Waiver

The enrollee handbook must be specific toGhabal Commitment to Health Waivand
be written in language that is clear and easilyeusibod by an elementary-level reader.
The enrollee handbook must include a comprehemi&seription of th&lobal
Commitment to Health Waivancluding a description of covered benefits, Hovaccess
services in urgent and emergent situations, hoactess services in other situations,
complaint and grievance procedures, appeal proesdtor eligibility determinations or
service denials), enrollee dis-enrollment rights] advance directives.

With respect to information on grievance, appeal Bair Hearing procedures and
timeframes, th&lobal Commitment to Health Waivenrollee handbook must include
the following information:

- Right to a State of Vermont Fair Hearing, methaddiotaining a hearing, timeframe
for filing a request, timeframes for resolutiontleé Fair Hearing, and rules that
govern representation at the hearing;

- Right to file grievances and appeals;

- Requirements and timeframes for filing a grievaocappeal;

- Avalilability of assistance in the filing process;

- Toll-free numbers that the enrollee can use toinlatssistance in filing a grievance
or an appeal;

- The fact that, when requested by the enrollee,fiisnéll continue if the enrollee
files an appeal or a request for a State of VerrRantHearing within the
timeframes specified for filing; and that the efeelmay be required to pay the cost
of any services furnished while the appeal is pegdithe denial is upheld;

- Any appeal rights that the State of Vermont makeslable to providers to
challenge the failure of the OVHA to cover a seeyic

- Information about Advance Directives and the serymviders’ obligation to honor
the terms of such directives; and

- Additional information that is available upon regqtjencluding information on the
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structure of th&lobal Commitment to Health Waivand any physician incentive
plans.

The OVHA shall notify its enrollees in writing ohg change that the AHS defines as
significant to the information in th@lobal Commitment to Health Waivenrollee
handbook at least 30 business days before thedieteeffective date of the change.

2.3.3 Languages other than English

The OVHA shall comply fully with the AHS policiesif providing assistance to persons
with Limited English Proficiency. The OVHA shalédelop appropriate methods of
communicating with its enrollees who do not speaglish as a first language, as well as
enrollees who are visually and hearing impaired, @acommodating enrollees with
physical disabilities and different learning styéasl capacities. Enrollee materials,
including the enrollee handbook, shall be madelabk in all prevalent non-English
languages. A prevalent non-English language sh@#in any language spoken as a first
language by five percent or more of the total state Global Commitment to Health
Waiverenroliment.

The OVHA shall make in-person or telephonic intetpr services available to any
enrollee who requests them, regardless of the [@mes@ of the enrollee’s language
within the overall program. The AHS contracts witkperson and telephonic interpreter
vendors, as well as written translation vendordemalf of the OVHA and other
departments under the AHS umbrella. The OVHA usk these vendors as necessary
and will bear the cost of their services, as welihee costs associated with making
American Sign Language (ASL) interpreters and Brailaterials available to hearing-
and vision-impaired enrollees.

The OVHA shall include information in the enrolleandbook on the availability of oral
interpreter services, translated written matermfgl materials in alternative formats. The
Global Commitment to Health enrollee handbook salalh include information on how

to access such services.

2.3.4 Advance Directives

The OVHA shall comply with the requirements of 4@dé of Federal Regulations (CFR)
489.100 related to maintaining written policies @ndcedures respecting advance
directives. The OVHA shall require @&@llobal Commitment to Health Waivproviders,
including its subcontracted Departments, to comypti these provisions.

This requirement includes:

- Maintaining written policies and procedures thaetmequirements for advance
directives in Subpart | of part 489;

- Maintaining written policy and procedures concegulvance directives with



Final AHS-MCO IGA —-30 Sept05

respect to all adult individuals receiving medicate or assistance by or through the
OVHA or one of its Departments;

- Providing written information to those individualsth respect to the following:

- A description of State of Vermont law and theithtigunder State of Vermont
law to make decisions concerning their medical cactuding the right to
accept or refuse medical or surgical treatmentthadight to formulate
advance directives. Such information must reftézinges in State of
Vermont law as soon as possible, but not later &tabusiness days after the
effective date of the State law.

- Policies respecting implementation of those rigimsluding a statement of
any limitation regarding the implementation of adlem directives as a matter
of conscience.

- Informing enrollees that any complaints concermongcompliance with the advance
directive requirements may be filed with the StHt®¥ermont survey and
certification agency.

2.3.5 Satisfaction Surveys

The OVHA shall conduct enrollee satisfaction sus/egice every three years. The
survey tool and methodology must be submitted @o&HS for review and approval at
least 90 business days prior to implementatiomefsurvey. The AHS will submit the
survey tool to the CMS at least 60 business dags f@ implementation of the survey.
The OVHA agrees to make all appropriate modificagicequired by the AHS and/or the
CMS.

The OVHA may delegate the execution of a satisbacsurvey to a subcontractor as long
as the subcontractor uses a survey tool and methgdapproved by the OVHA.

2.4  Network Development
2.4.1 Subcontractors

The OVHA may subcontract with other Departmentsanritde AHS umbrella to provide
certain covere@lobal Commitment to Health Waiveervices that are relevant to the
programs they administer, including the DepartnienDisabilities, Aging and
Independent Living (DAIL), Department of Health () Department of Education
(DOE) and the Department for Children and Famili28F) - collectively referred to as
the Departments). Prior to subcontracting withep&tment, the OVHA shall evaluate
each Department’s ability to perform the activittevered under the proposed contract.

In addition to services available through the sulaxted Departments, enrollees may
access health and mental health services fromdezeMedicaid-enrolled providers.
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Licensed and enrolled Medicaid providers must:
- Meet the requirements set forth in 42 CFR 431.107;
- Meet the OVHA's established credentialing requiratag

- Be willing to coordinate care with the OVHA or dssignee, including sharing
clinical information (with appropriate enrollee s@mt); and

- Accept the OVHA's fee schedule.

The OVHA and its subcontracted Departments shalirbhibited from discriminating
with respect to the participation, reimbursemennhdemnification of any provider who
is acting within the scope of his or her licenseentification under applicable State of
Vermont law, solely on the basis of that licenseaetification.

All contracts and subcontracts for services pentine theGlobal Commitment to Health
Waivermust be in writing and must provide that the AHf8 ghe United States
Department of Health and Human Services (DHHS) may:

- Evaluate through inspection or other means thetguappropriateness, and
timeliness of services performed; and

- Inspect and audit any financial records of suchreator/subcontractor.

Written contracts must specify the activities aaparting responsibilities of the
contractor or subcontractor and provide for revgldelegation or imposing other
sanctions if the contractor or subcontractor’'s genance is inadequate.

No subcontract terminates the responsibility of @NeHA to ensure that all activities
under this IGA are carried out. The OVHA agreemtike available to the AHS and the
CMS all subcontracts between the OVHA and the Diapants.

2.4.2 Oversight Process for Subcontractors
The OVHA shall provide oversight for Medicaid erneel services through the following:

- At least biennially, the OVHA will complete Minimuistandards and Clinical Care
Audits. The OVHA will review an established pertzge of enrollee records for
emergency care, actions and appeal outcomes, sgiai development and
utilization review of reported service records; and

- Biennially, on alternating years with the MinimurtaBdards and Clinical Care
Audit, the OVHA will conduct a Program Review whigalhil evaluate access to
services, its subcontractor Department practicasllee outcomes, operational
management, and administrative structures.
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The OVHA will maintain evaluation tools, reportsjprovement plans, and reported

service data profiles used in the service planuiidation review monitoring activity.

The OVHA shall also conduct ongoing monitoringtsfDepartmental subcontractors
through the review of required reports and datarss&ions.

2.4.3 Provider Services

The OVHA shall maintain a provider services funittbat operates during normal
business hours. Functions shall include:

- Assistance with development of procedures for da@teng enrollee eligibility;
- Assistance with the submittal of claims for sergicendered,

- Assistance with preparation and submittal of mgnénlcounter data; and

- Provider grievances and appeals, including appeaarollee eligibility.

2.4.4 Provider Contracting and Credentialing

The OVHA shall ensure that all providers participgtin theGlobal Commitment to
Health Waivemeet the credentialing requirements establishetidyHS for the
Medicaid program. At a minimum, the OVHA shall eresthat aliGlobal Commitment
to Health Waiveproviders are licensed and/or certified where iregil and are acting
within the scope of that license and/or certifioatior Federal authority, including
Federal Clinical Laboratory Improvements Amendmég@isiA) requirements.
Providers excluded from participation in Federallttecare programs under either
section 1128 or section 1128A of the Social Segudt are prohibited from
participation in th&lobal Commitment to Health WaiveProviders may not furnish
services that are subject to the Certificate ofdMNag when a Certificate has not been
issued.

2.4.5 Provider Profiling

The OVHA shall conduct provider profiling activisgincluding producing monthly
information on enrollment, service encounters, $agtimbursements, and outcomes for
all health services provided @obal Commitment to Health Waivenrollees through its
subcontracted Departments. Information used imigen profiling will include data

from all providers of health services within thédsantracted Departments, and will
provide for the development of standard comparreports and ad hoc reports as
needed. Standard and ad-hoc reports shall be avadlable to the subcontracted
Departments.

2.4.6 Mainstreaming
The OVHA agrees to ensure that network provideraatantentionally discriminate
againstGlobal Commitment to Health Waivenrollees in the acceptance of patients into

provider panels, or intentionally segregate Gldbammitment to Health enrollees in any
way from other individuals receiving services.

10



Final AHS-MCO IGA —-30 Sept05

25 Covered Services
2.5.1 General

TheGlobal Commitment to Health Waivircludes a comprehensive health care services
benefit package. The covered services will inclalservices that the AHS requires be
made available through its public insurance progréorenrollees in th&lobal

Commitment to Health Waivercluding all State of Vermont plan services ia th

following categories:

Acute health care services

Preventative health services

Behavioral health services, including substancesalteatment
Specialized mental health services for adults dnidren
Developmental services

Pharmacy services

School-based services

The monthly capitation amount paid by the AHS ®@VHA, as the Public MCO, will
include payment only for services covered undefaimdal Commitment to Health Waiver

2.5.1.1 Medical Necessity

The OVHA agrees to make available the benefits ma/ander th&lobal Commitment
to Health Waiveto groups of individuals eligible for coveragedtgh its public health
insurance programs. The OVHA further agrees,mmiramum, to provide the services
that are covered based on medical/clinical negesSiervices shall be sufficient in
amount, duration or scope to reasonably achieveuhgose for which the services are
furnished. The OVHA shall not arbitrarily denyreduce the amount, duration or scope
of a required service solely because of the diagnbge of illness or condition.

Medically-necessary care, as defined in Rule lih@fVermont Division of Health Care
Administration, means health care services inclgdiilagnostic testing, preventive
services and aftercare appropriate, in terms d,tgmount, frequency, level, setting, and
duration to the enrollee’s diagnosis or conditidtedically-necessary care must be
consistent with generally accepted practice pararsets recognized by health care
providers in the same or similar general specidtyypically treat or manage the
diagnosis or condition; and 1) help restore or taé@mthe enrollee’s health; 2) prevent
deterioration of or palliate the enrollee’s corwliti and 3) prevent the reasonably likely
onset of a health problem or detect an incipieablam.

Medical/clinical necessity determinations will bade by the Medical Director of the
OVHA in a manner that is no more restrictive thiae $tate of Vermont Medicaid

program. Ultimate authority in such determinatibas with the AHS, as the entity to
which Global Commitment to Health Waivenrollees have the right to appeal. The

11
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AHS will arrange for independent medical reviewappeals of medical necessity
decisions by the OVHA as appropriate.

Within the limits of the benefit plan, the OVHA htee responsibility for establishing
procedures for referrals and when prior authorrais required either by the OVHA or a
subcontracted Department.

The capitated benefit package for thBiwbal Commitment to Health Waivesrincluded
in Attachment A of this IGA.

2.6  Access to Services

2.6.1 General

Through its contracts with Medicaid providers ahd subcontracted Departments, the
OVHA must ensure that a network of appropriate fghens is maintained to furnish

adequate access to all covef@dbal Commitment to Health Waiveervices. In
establishing and maintaining this network, the OViAst consider the following:

- Anticipated enrollment in th&lobal Commitment to Health Waiver
- Expected utilization of services;
- Number and types of providers required to furnishdontracted services;
- Number of providers who are not accepting new pétieand
- Geographic location of providers a@dobal Commitment to Health Waiver
enrollees, considering distance, travel time, tieams of transportation ordinarily
used by enrollees, and whether the location(s)igeophysical access for enrollees
with disabilities.
2.6.1 Twenty-Four Hour Coverage
The OVHA must ensure that coverage is availabntollees on a twenty-four hour per
day, seven day per week basis. Coverage may bgatetl to the subcontracted
Departments, but the OVHA must maintain procedtoemonitoring coverage to ensure
twenty-four hour availability.
The OVHA will collaborate with the AHS to developdall-free Nurse Advice Line,

through which enrollees with urgent or emergenticagroblems can obtain guidance
twenty-four hours per day, seven days per week.

12
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2.6.2 Emergency Services

“Emergency medical condition” means a medical drdwsoral condition manifesting

itself by acute symptoms of sufficient severityc(irding severe pain) such that a prudent
layperson, who possesses an average knowledgedatineand health, could
reasonably expect the absence of immediate meatiesition to result in:

- Placing the health of the person afflicted withtsaondition in serious jeopardy, or
in the case of a behavioral condition, placingtibalth of the person or others in
serious jeopardy;

- Serious impairment to such person's bodily fun&j@md
- Serious dysfunction of any bodily organ or parsoth person.

“Emergency services” means covered inpatient anghtiant services that are as
follows:

- Furnished by a qualified provider; and

- Needed to evaluate or stabilize an emergency mlezbodaition.

The OVHA is responsible for coverage and paymemnoérgency services for all
enrollees served through tedobal Commitment to Health WaivePayment for these
services shall be made in accordance with the N@tlfee schedule.

The OVHA must cover and pay for emergency serviegardless of whether the
provider who furnishes the services has a conwébtthe Medicaid program, and may
not deny payment for treatment obtained whenevenaollee has an emergency medical
condition (according to the prudent layperson saadidor is instructed by a
representative of the OVHA or a subcontracted Diepemt to seek emergency services,
including cases in which the absence of immediadioal attention would not have had
the outcomes specified in the definition of emenyemedical condition.

The OVHA or its subcontracted Departments may inat Wwhat constitutes an
emergency medical condition on the basis of lifi@agnoses or symptoms. The OVHA
and its subcontracted Departments may furtherefase to cover emergency services
based on a failure on the part of the emergenaynemvider, hospital or fiscal agent to
notify the enrollee’s provider, the responsible Bement, or the OVHA of the enrollee’s
screening and treatment within 10 calendar dayseoénrollee’s presentation for
emergency services. This shall not preclude tiel®from refusing to cover non-
emergency services that do not meet medically ségesiteria, or refusing payment for
non-emergency services in cases where a provider mat provide notice within the 10-
day timeframe.
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A Global Commitment to Health Waivenrollee receiving services through the public
insurance programs who has an emergency medicditmnmay not be held liable for
payment of subsequent screening and treatment ciéedigagnose the specific condition
or stabilize the patient.

The attending emergency physician, or the provéatually treating the enrollee, is
responsible for determining when the enrollee figantly stabilized for transfer or
discharge, and that determination is binding oretiitgy (OVHA) responsible for
coverage and payment.

2.6.3 Post-Stabilization Care Services

“Post-stabilization care services” means covered@es, related to an emergency
medical condition, that are provided after an dagois stabilized in order to maintain the
stabilized condition, or, under the circumstancescdbed in 42 CFR 438.114(e) to
improve or resolve the enrollee’s condition.

Post-stabilization care services provided on aatiept hospital basis are paid for by the
OVHA for all enrollees in the public insurance praigs under th&lobal Commitment

to Health Waiver The OVHA may conduct concurrent review for psistbilization
services as soon as medically appropriate. HowdvelOVHA must pay for all

inpatient post-stabilization care services thatpaesapproved by the OVHA, all post-
stabilization services that are not pre-approvedabeladministered to maintain the
enrollee’s stabilized condition within one houraofequest to the OVHA for pre-
approval, and all services that are not pre-apprdg are administered to maintain,
improve or resolve an enrollee’s stabilized cowditif the:

- OVHA does not respond to a request for pre-appraitain one hour;

- OVHA cannot be contacted; or

- OVHA's representative and the treating physiciamnod agree concerning the
enrollee’s treatment and the OVHA does not havkeyasipian available for
consultation. In this situation, the OVHA musballthe treating physician to
continue with care of the enrollee until the OVHAypician is reached or the

enrollee is discharged.

The OVHA's financial responsibility for post-stalaétion services for services it has not
pre-approved ends when any of the following condgiis met the:

OVHA-contracted physician who has privileges atttieating hospital assumes
responsibility for the enrollee’s care;

OVHA-contracted physician assumes responsibilitythie enrollee’s care
through transfer;
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OVHA and the treating physician reach an agreerma@nterning the enrollee’s
care; or

Enrollee is discharged.
2.6.4 Travel Time

The OVHA shall ensure that travel time to servidess not exceed the limits described
below:

Primary Care — No more than 30 miles or 30 mintgesll enrollees from residence
or place of business unless the usual and custostemgard in an area is greater,
due to an absence of providers. The OVHA'’s netwatkinclude all Medicaid
participating providers, which equates to nearygadviders in the State of
Vermont. However, if the travel time standard iseeded in an area which contains
a non-participating provider, the OVHA will work gigessively to bring that

provider into the network.

Hospitals — Transport time will be the usual angtemary, not to exceed 30
minutes, except in rural areas where access tinygbe@reater, mental health
services where access to specialty care may relgmger transport time, and for
physical rehabilitative services where access igmexceed 60 minutes.

General Optometry — Transport time will be the lisumal customary, not to exceed
one hour, except in areas where community standetidapply.

Lab and X-Ray — Transport time will be the usual anstomary, not to exceed one
hour, except in areas where community access stsdall apply.

All Other Services — All services not specified ebdahall meet the usual and
customary standards for the community.

2.6.5 Appointment Availability

The OVHA shall ensure that in-office waiting timies appointments do not exceed one
hour, except in areas where a longer waiting tisnesual and customary. Exceptions to
the one-hour standards must be justified and donteddo the AHS on the basis of
community standards.

Appointment availability shall meet the usual andtomary standards for the
community, and shall comply with the following:

- Urgent care: Within twenty-four hours;

- Non-urgent, non-emergent conditions: Within fivesimess days;
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- Referral appointments for non-urgent care: Wittindays or as clinically
appropriate;

- Routine Care: Available in a timely manner coreiswith the individual enrollee’s
plan of treatment.

2.6.6 Interpreter Services at Medical Sites

The OVHA shall ensure availability of interpretergces at medical delivery sites to
enrollees who speak a language other than Engdistfiast language, or who are
hearing-impaired, and who request such assistadere reasonable and practicable,
the OVHA shall make interpreters available in-pars@here this is not practicable,
interpreters must be made available by telephone.

2.6.7 Cultural Considerations

The OVHA shall participate in the AHS’s effortsgoomote the delivery of services in a
culturally competent manner to &lobal Commitment to Health Waivenrollees,
including those with limited English proficiencycdiverse cultural and ethnic
backgrounds.

2.6.8 Choice of Health Professional

Per 42 CFR 438.6(m), Global Commitment to Healttokees will have choice of health
professional within the network of Medicaid provisi¢o the extent possible and
appropriate.

2.6.9 Direct Access to Women’s Health Specialist

The OVHA must provide female enrollees with diractess to a women’s health
specialist within the network for covered care ssegy to provide women's routine and
preventive health care services. This is in additd the enrollee's designated source of
primary care if that source is not a woman's hesgrialist.

2.6.10 Alternative Treatment
The OVHA shall ensure that its subcontracted Depants do not prohibit, or otherwise
restrict a health care professional acting withie lawful scope of practice, from the
following actions:
- Advising or advocating on behalf of an enrollee vidbis or her patient for the
enrollee’s health status, medical care, or treatroptions, including any alternative
treatment that may be self-administered;

- Providing information to the enrollee as necess$aryhe enrollee to decide among
all relevant treatment options;
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- Advising or advocating on behalf of a enrolleettoe risks, benefits, and
consequences of treatment or non-treatment;

- Advising or advocating on behalf of the enrolleetfee enrollee’s right to participate
in decisions regarding his or her health carepigiclg the right to refuse treatment,
and to express preferences about future treatnesigidns.

2.6.11 Second Opinion

Global Commitment to Health enrollees served thhoting public insurance programs
shall have the right to obtain a second opiniomfeoqualified health care professional,
within the network of enrolled Medicaid provideas,no cost to the enrollee.

2.7 Coordination of Services

The OVHA shall assist in the coordination of seegiprovided through its network of
Medicaid providers and its subcontracted Departmemhe OVHA shall require that
each enrollee’s record contains the name of higlherary care provider.

2.8 Payment to Providers
2.8.1 General

The OVHA is responsible for ensuring timely paynsgiat its contracted providers,
including its subcontracted Departments.

The OVHA shall ensure that all enrollees enrolletheGlobal Commitment to Health
Waiverare assigned a unique enrollee identification renydind a Medicaid eligibility
classification as applicable.

Medicaid or VHAP enrollees will not be held lialite covered services for which the
OVHA does not pay the health care provider whoilved the services. Medicaid or
VHAP enrollees are further not liable for paymeiotscovered services furnished under

a contract, referral or other arrangement to thergxhat those payments are in excess of
the amount that the enrollee would owe if the AH®vfled the services directly.

2.8.2 Incentive Payments

The OVHA may make payments to its subcontractedaapents on a risk or incentive
basis, provided such arrangements are in compliaitbe¢he AHS and Federal
requirements and guidelines, and disclosed to th8.AIn making payments on an
incentive basis, the OVHA shall comply as applieablth the requirements set forth in
422.208 and 422.210 regarding Physician Incentiaas?
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2.8.3 Payments to Primary Care Providers (PCP)

The OVHA will ensure that each enrollee enrolledhe public insurance programs, for
which the public insurance programs serve as timegoy payor, has a primary care
provider (PCP). PCPs are paid on a fee-for-sehasts in accordance with the
Medicaid fee schedule. In addition, they are @aper member per month (PMPM) case
management fee for providing care coordinationrafelral services to their enrollees.

2.8.4 Enrollee Cost-Sharing

Enrollee cost sharing shall be in accordance vghpremium and co-payment provisions
of the program as established by the State of Vetiegislature each year, as reflected
in Attachment A of this IGA.

2.9  Quality Assurance and Medical Management

2.9.1 Quality Management Plan

The OVHA shall maintain a comprehensive Quality Migement Plan for th&lobal
Commitment to Health WaiveiThe Quality Management Plan shall conform to all
applicable Federal and State regulations. Theitudanagement Plan shall be
available to the AHS upon request.

The OVHA shall maintain an ongoing program of perfance improvement projects
that focuses on clinical and non-clinical areasl, @t involves the following:

- Measurement of performance using objective qualiycators;

- Implementation of system interventions to achiemprovements in quality;

- Evaluation of the effectiveness of the intervengion

- Planning and initiation of activities for increagior sustaining improvement; and

- Reporting of the status and results of each praogettie AHS as requested.
The CMS or the AHS may specify performance measamdgopics for performance
improvement projects. The OVHA shall conduct petgespecified by the CMS or the
AHS.

The OVHA shall require each of its subcontractegpdsments to also develop and
maintain an internal Quality Management/Quality foyment program.
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2.9.2 Utilization Management Plan

The OVHA shall develop and maintain a comprehentitiezation Management Plan to
identify potential over- and under-utilization @frsices. The Utilization Management
Plan must conform to all applicable Federal andeStegulations.

The OVHA shall adopt program guidelines that argeldeon valid clinical evidence, or
based on the consensus of health care professianaksideration of the needs of the
enrollees, and consultation with health care psiegls who participate in thi&lobal
Commitment to Health Waivand other program stakeholders. Program guidebhall
be reviewed and updated periodically as appropriditee OVHA shall disseminate the
guidelines to its subcontracted Departments anlll igftpuire the Departments to
disseminate the guidelines among all of their destied providers.

The OVHA shall not structure compensation for antitg that conducts utilization
management services in such a way as to provigmiives for the denial, limitation or
discontinuation of medically necessary servicearyp enrollee.

2.9.2.1Authorization of Services

The term “service authorization request” meaa@bal Commitment to Health Waiver
enrollee’s request for the provision of a servarea request by the enrollee’s provider.

The OVHA shall maintain, and shall require eacltosubcontracted Department, to
maintain and follow written policies and procedul@sprocessing requests for initial and
continuing authorization of medically necessaryered services. The policies and
procedures must conform to all applicable Fedeardl$tate regulations, including
specifically 42 CFR 438.210(b).

The OVHA may require pre-authorization for certaavered services including, but not
limited to, inpatient hospital admissions, home aachmunity based services, and
certain pharmaceutical products. For inpatientiagions, specific review criteria for
authorization decisions is identified and outlimedhe Acute Care Management Program
Description policies and procedures manual. Théi@Will ensure consistent
application of review criteria for authorizationaions. Review Criteria shall be
incorporated in the Utilization Management Plamlescribed above.

For standard authorization decisions, the subcotgtieDepartments must reach a
decision and provide notice as expeditiously astirellee’s health condition requires
and no later than 14 calendar days from receifitefequest for service, with a possible
extension of up to 14 additional calendar daykefénrollee or provider requests the
extension; or the subcontracted Department justibethe OVHA a need for additional
information and how the extension is in the enedfidest interest.

For cases in which a provider indicates, or theesotyacted Department determines, that
following the standard timeframe could seriouslygardize the enrollee’s life or health
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or ability to attain, maintain or regain maximunmétion, the subcontracted Department
must make an expedited authorization decision andigbe notice as expeditiously as the
enrollee’s health condition requires and no ldtantthree working days after receipt of
the request for service. The three days may lendet by up to 14 additional calendar
days if the enrollee requests the extension, theitsubcontracted Department justifies to
the OVHA a need for additional information and hitv extension is in the enrollee’s
interest.

Any case where a decision is not reached withinéferenced timeframes constitutes a
denial. Written notice must then be issued toethmllee on the date that the timeframe
for the authorization expires.

Planned services will be identified by the authedizlinician working with the enrollee
and under the direct supervision of a prescribiryyiger. Any decision to deny, reduce
the range, or suspend covered services, or addibuapprove a service that requires pre-
authorization, will constitute grounds for noticitige enrollee. Any disagreement
identified by the enrollee at any interval of exalan, will also be subject to notice
requirements.

Notices must meet language and format requirensattforth in Section 2.3.1.

Notice must be given within the timeframes setif@bove, except that notice may be
given on the date of action under the followingemstances:

- Signed written enrollee statement requesting se@mination;
- Signed written enrollee statement requesting newicgeor range increase,

- A enrollee’s admission to an institution where halee is ineligible for further
services;

- A enrollee’s address is unknown and mail directelim or her has no forwarding
address;

- The enrollee’s physician prescribes the changkanange of clinical need.

The OVHA or its subcontracted Departments shalifythe requesting provider and
issue written notices to enrollees for any decismdeny a service, or to authorize a
service in an amount, scope or duration less thainrequested and clinically prescribed
in the service plan. Notices must explain theoscthe OVHA or the subcontracted
Department has taken or intends to take; the rea®orthe action; the enrollee’s right to
a second opinion regarding the service decisioat tgast, a clinical program director

not involved in the service decision; the enrokejht to file an appeal and procedures
for doing so; circumstances under which an expdd#solution is available and how to
request one; the enrollee’s right at any time tuest a Fair Hearing for covered services
and how to request that covered services be extetitke enrollee’s right to request
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external review by the OVHA/AHS for covered sergi¢as applicable to Medicaid
eligibility) or alternate services; and the circuamces under which the enrollee may be
required to pay the costs of those services pertimgutcome of a Fair Hearing or
external review by the OVHA/AHS.

2.9.3 State of Vermont and Federal Reviews

The OVHA must make available to the State of Vertas/or outside reviewers, on a
periodic basis, medical and other records for r@wéquality of care and access issues.

The CMS also will designate an outside review ageéaconduct an evaluation of the
Global Commitment to Health Waivand its progress toward achieving program goals.
The OVHA must agree to make available to the CMSida review agency medical and
other records (subject to confidentiality constigiirior review as requested. This shall
include the AHS External Quality Review Organizatio

2.10 Grievances and Appeals
2.10.1 Grievance Systems
2.10.1.1 Definitions and General Requirements

The terms “action”, “grievance” and “appeal” aredss follows to describe ti&dobal
Commitment to Health Waivgrievance system:

‘Action’ means

- The denial or limited authorization of a requestedvice, including the type or level
of service;

- Reduction, suspension or termination of a previpasthorized service;
- Denial, in whole or in part, of payment for a seeii
- Failure to provide services in a timely manner; or

- Failure of the OVHA or one of its subcontracted Brments to act within the
established timeframes for grievances and appeals.

‘Grievance’ means an expression of dissatisfaction about atienother than an
action, such as the quality of a service providedspects of interpersonal relationships,
such as rudeness. Enrollees can file grievandbstiae OVHA or one of its
subcontracted Departments.

‘Appeal’ means a request for a review of an action.
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The OVHA or its subcontracted Departments shalidsponsible for processing all
enrollee grievances, and shall serve as the ipitait of response for appeals, with the
exception of appeals pertaining to Medicaid andGhlebal Commitment to Health
Waivereligibility determinations. Appeals with respéetmedical necessity
determinations made by the OVHA or its subcont@epartments may be sent directly
to the AHS by the enrollee without going through @VHA process.

The Department for Children and Families (DCF) wellain responsibility for appeals
pertaining to Medicaid/VHAP eligibility determinatis. Similarly, if an enrollee files an
appeal pertaining to Medicaid/VHAP eligibility detginations, the OVHA or its
subcontracted Departments shall immediately forvilaedssue to the DCF and shall
notify the enrollee in writing that the issue Wk resolved by the DCF.

For grievances and appeals not related to eliggdir the Medicaid or VHAP programs,
the OVHA shall ensure that each of its subcontthBtepartment develops and maintains
comprehensive grievance and appeal procedurestiadle a grievance process, an
appeal process, and access to the State of Versrieasit' Hearing system at any time,
even if an appeal has not yet been adjudicated.

The OVHA must review and approve each of its sutrested Department’s grievance
and appeals procedures. The OVHA shall ensurestedt of its subcontracted
Departments informs the enrollees it is serving imgroviders of the grievance and
appeals procedures. Grievance and appeals praseshall be distributed to enrollees
and providers in written format at least annuadlyd upon request. Information shall
include enrollee rights with respect to filing gréaces, appeals, and requests for Fair
Hearing at any time, even if an appeal ha not gentadjudicated; the process for doing
so; the applicable timeframes for filing; the aahility of assistance (including
interpretation services); and the toll-free numberdiling oral grievances and appeals.

2.10.1.2 Grievance Procedures

Grievance procedures must comply with the followieguirements:
- Clearly articulated and easily accessible for peepth disabilities;

- Clear description of who can initiate a grievanod the process for doing so.
Grievances must be accepted orally and in writiBgrollees may elect whether to
file the grievance orally or in writing and may ri required to do both;

- Clearly defined steps for the process of resolgnevances;

- Include a process for impartial hearing of the aigce by individuals not involved
in any prior level of decision-making on the issu&rievances regarding denials of
expedited resolutions of appeals, or involvingichhissues must be reviewed by a
health care professional with expertise in treatiregenrollee’s condition or disease;

- Grievances are logged and tracked;
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- Protection of confidentiality and from retributidor initiating a grievance;

- Assistance is available to enrollees and family toers throughout the grievance
process. Including assistance in completing fornds@ther procedural steps not
limited to providing interpreter services and tioéle numbers with
Teletypewriter/Telecommunications Device for theaD@ TY/TDD) and interpreter
capability.

In addition to the above requirements, the OVHA #sdubcontracted Department
grievance procedures must comply with the followangeframes and requirements:

- All grievances must be acknowledged in writing witfive days;

- Grievances must be resolved within 45 days of ptcdf a grievance cannot be
resolved within 45 days, the OVHA or its subconteddDepartments must contact
the enrollee to inform him/her of the status of gnevance and the reason for the
delay. Any extension in the timeline for procegdine grievance shall not exceed an
additional 45 days;

- The OVHA or its subcontracted Departments must setitten notices of resolution
for all grievances. The written notice must ina@wbrief summary of the grievance,
the steps taken on the enrollee’s behalf, andebelution.

2.10.1.3 Appeal Procedures

Appeal procedures must comply with the followinghimium requirements:
- Clearly articulated and easily accessible for peepth disabilities;

- Clear description of who can initiate an appeal #nedprocess for doing s@lobal
Commitment to Health Waivenrollees may file appeals directly with AHS.
Providers may file appeals when they are actingeiralf of an enrollee and have
the enrollee’s written consent to do so. Appealy e submitted either orally or in
writing. Oral appeals, except for an oral appelatre expedited resolution is
requested, must be followed with a written, sigapgeal;

- Procedures allow enrollees the opportunity to preseidence and allegations of
fact or law, in person as well as in writing, amdypde the enrollee and/or his/her
representative the opportunity to examine the Glesencluding medical records
and other documents or records. In expedited dppmaollees are informed of the
limited time available for presentation of evideraeel allegations of fact or law;

- Clearly defined steps for the process of resolapgeals;
- Include a process for impartial hearing of the abjpg individuals with appropriate
clinical expertise who were not involved in anygprievel of decision-making on the

issue;
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- Clearly defined process for expedited review ofesgtp when a provider indicates, or
the OVHA or its subcontracted Departments deterpihma the timeframe for a
standard resolution could seriously jeopardizeciim@llee’s life or health or ability
to attain, maintain or regain maximum function.pEdited appeals can be filed
orally or in writing. There is no requirement tefa written appeal following an
oral request for an expedited appeal;

- Appeals are logged and tracked;

- There is protection of confidentiality and fromrietition for initiating an appeal or
from requesting or supporting a request for an ditpé resolution of an appeal,

- Assistance is available to enrollees and family imers throughout the appeal
process, including assistance in completing fornts@her procedural steps not
limited to providing interpreter services and tiobe numbers with TTY/TDD and
interpreter capability;

In addition to the above requirements, the OVHA @asadubcontracted Departments
appeal procedures must comply with the followimgeirames and requirements:

- Enrollees must be allowed at least 10 days fromrtiti@l determination to file an
appeal;

- All appeals must be acknowledged in writing withire days;

- Appeals must be resolved, and notice providedxpsditiously as the enrollee’s
health condition requires and not later than 45deym the date of receipt. If an
appeal cannot be resolved within 45 days, the O\ s subcontracted
Departments must contact the enrollee and informitier of the status of the appeal
and the reason for the delay. The extension sbakxceed an additional 14 days.
An extension may also be granted at the requdsieaénrollee;

- Expedited appeals must be resolved, and noticeqedyas expeditiously as the
enrollee’s health condition requires and no ldtentthree working days after receipt
of the appeal. The timeframe may be extended kp d@ calendar days if the
enrollee requests the extension or the subcontr&partment demonstrates, and
the OVHA agrees, that the extension is in the éged interest. If the extension is
not requested by the enrollee, the subcontract@duaent must provide written
notice of the reason for the delay;

- If a request for an expedited appeal resolutiatersied, the OVHA or its
subcontracted Departments must transfer the appéad standard timeframe (no
longer than 45 days from receipt of the reques)ranst provide prompt oral notice
of the denial to the enrollee. Written notice loé tlenial must be given within two
calendar days. The notice must explain the refmahe denial of an expedited
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resolution and information on the enrollee’s rightile a grievance and the process
for doing so;

- The OVHA or its subcontracted Departments must setitten notices of resolution
for all appeals. Reasonable efforts to providé wo#ice must also be made. The
written notice must include the results and datthefappeal resolution and, for
decisions not wholly in the enrollee’s favor whée enrollee is a beneficiary of the
Global Commitment to Health Waiveipublic insurance programs --

- The right to request a State of Vermont Fair Heafor up to 30 days from
the date of the appeal decision;
How to request a Fair Hearing;
The right to continue to receive benefits pendirigaring;
How to request continuation of benefits; and
If the OVHA or the subcontracted Department’s ati®upheld during a
hearing, the enrollee’s liability for the cost efyacontinued benefits.

- For decisions not wholly in the enrollee’s favoremithe enrollee is not a beneficiary
of theGlobal Commitment to Health Waivepublic insurance programs, or has filed
an appeal pertaining to a service not covered bglida&d, the written notice shall
include information on the enrollee’s right to fde appeal and how to file such an
appeal.

2.11 Enrollee Records

The OVHA shall ensure (and require its subcontch€tepartments to ensure) that each
enrollee served under tiidobal Commitment to Health Waivieas a comprehensive
medical record. The OVHA and its subcontractedddepents shall ensure compliance
with all State and Federal legal requirements ag fgertain to medical records and in
particular, to confidentiality of records. At ammum, all medical records shall:

- Be maintained in a manner that is current, detaded organized such that it
permits effective patient care and quality reviexdacumented in the Minimum
Standards and Clinical Care Audit;

- Include sufficient information to identify the paiit, date of encounter and pertinent
information which documents the type and frequerfcservices provided;

- Include an annual review of treatment and serviaa geterminations (as
appropriate and applicable); and

- Describe the enrollee’s diagnosis and appropriagenéthe treatments/services, the
course and results of the treatment/services, laaldliBustrate how the provider
facilitates continuity and coordination of careeagdenced by:

- Presence of a comprehensive health evaluation;
- Functional assessment completed biennially (if appate);
- History and Physical;
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- Annual service plan derived from clinically assesseeds and enrollee
preference, if applicable;

- Quarterly updates to the service plan, if applieabl

- Monthly evaluative summary of treatment and servieeds, if applicable;

- As appropriate, medication evaluation, prescripgad management of drug
therapies.

2.12 Reporting Requirements
2.12.1 Encounter Data

The OVHA shall maintain claims history data for@lbbal Commitment to Health
Waiverenrollees through contractual arrangements witkigsal Agent. The OVHA
shall also require its subcontracted Departmenssibonit encounter reports for all
services rendered to Global Commitment to Healtivé&raenrollees, when such services
are provided through a sub-capitation arrangeméhttive Department. Reporting shall
be in accordance with the CMS Special Terms andlfions of the 1115 Medicaid
Waiver Demonstration. The OVHA shall make suclinetaand encounter data available
to the AHS and the CMS upon request.

2.12.1.1 Data Validation

Encounter data submitted to the OVHA by its sub@mtéd Departments will be edited
by the OVHA for accuracy, timeliness, correctness] completeness. Any encounter
data failing edits will be rejected and must besubmitted. Encounter data must
represent services provided@obal Commitment to Health Waivenrollees only.
Biennially, the AHS or its designee will perform dieal record reviews for purposes of
comparing submitted claims and encounter datagaribdical record to assess
correctness, completeness and to review for onmssioencounters or claims.

2.12.2 Financial Reporting

The OVHA shall maintain the following financial mrimation and records, and shall
make such information available to the AHS uporues, in the format specified by the
AHS. Financial records shall include the follogin

- Monthly comparisons of projected vs. actual expemds;

- Monthly report of the OVHA revenues and expenseshfeGlobal Commitment to
Health Waiver

- Monthly comparisons of projected vs. actual casé;lo
- Quarterly analysis of expenditures by service type;

- Monthly financial statements; and
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- All reports and data necessary to support waivgonteng requirements.

The AHS reserves the right to modify the finanegdorting requirements. The AHS
will consult with the OVHA prior to modification akporting requirements.

2.12.3 Network Reporting

The AHS shall provide report formats and variatgérdtions for the OVHA to use in
providing network capacity data to demonstrate ithaffers an appropriate range of
covered services adequate for the anticipated nuoflenrollees for the service area,;
and that it maintains a network of providers tisagufficient in number, mix and
geographic distribution to meet the needs of theigated number of enrollees in the
service area.

Network capacity documentation shall be submitteabally and at any time there has
been a significant change in the OVHA's operatithrag would affect adequate capacity
or services, including changes in services, bes)gfayments or enrollment of a new
population.

Monthly reports are due within 30 days following thnd of the month. Annual and
quarterly reports are due within 45 days followthg end of the reporting period.

2.13 Fraud and Abuse

The OVHA must have both administrative and managemecedures, and a mandatory
compliance plan, to guard against fraud and abiibe. procedures and compliance plan
must include the following:

- Written policies, procedures and standards of conthat articulate the OVHA's
commitment to comply with all applicable Federatl @tate standards;

- Designation of a compliance officer and a compleocommittee that are
accountable to senior management;

- Effective training and education for the complianécer and all of the OVHA's
employees;

- Effective lines of communication between the compde officer and employees;

- Enforcement of standards through well-publicizeztghlinary guidelines;

- Provision for internal monitoring and auditing; and

- Provision for prompt response to detected offeresed for development of
corrective action initiatives.

The OVHA must further require any employees, catns, and grantees that provide
goods or services for th@lobal Commitment to Health Waiver furnish, upon
reasonable request, to the OVHA, the Vermont Aggr@eneral, and the United States
DHHS, any record, document, or other informationessary for a review, audit, or
investigation of program fraud or abuse, and ststhblish procedures to report all
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suspected fraud and abuse to the AHS and the VéraAttminey General. For each case
of suspected fraud and abuse reported, the OVHA sly@ply (as applicable) the name
and identification number; source of the complainissue; type of provider; nature of
the complaint or issue; the approximate dollar®ived; and the legal and administrative
disposition of the case. The OVHA must provideesscto both original documents and
provide free copies of requested documents onsonedle basis. Such access may not
be limited by confidentiality provisions of the plar its contractors.

2.14 Records Retention
2.14.1 General

The OVHA must maintain books and records relatmtheGlobal Commitment to
Health Waiverservices and expenditures, including reports ¢oState and source
information used in preparation of these repoitsese records include but are not
limited to financial statements, records relatiogjtiality of care, medical records, and
prescription files. The OVHA also agrees to compith all standards for record
keeping specified by the AHS. In addition the OVHgrees to permit inspection of its
records.

2.14.2 Confidentiality of Information

The OVHA agrees that all information, records, dath collected in connection with the
agreement shall be protected from unauthorizedadisees. In accordance with section
1902(a)(7) of the Social Security Act, the OVHA @gg to provide safeguards which
restrict the use or disclosure of information cang®y applicants and recipients to
purposes directly connected with the administratibthe plan. In addition, the OVHA
agrees to guard the confidentiality of recipieribimation, in a manner consistent with
the confidentiality requirements in 45 CFR part® 36d 164. Access to recipient
identifying information shall be limited by the OMHo persons or agencies which
require the information in order to perform theitids in accordance with the agreement,
including the AHS, the United States DHHS, and othdividuals or entities as may be
required by the State of Vermont.

Any other party may be granted access to confidemiormation only after complying
with the requirements of State and Federal lawsragdlations, including 42 CFR 431,
Subpart F pertaining to such access. The AHS bhak absolute authority to determine
if and when any other party shall have accessisoctinfidential information. Nothing
herein shall prohibit the disclosure of informatiorsummary, statistical, or other form
which does not identify particular individuals.

Nothing in this section shall be construed to liorideny access by enrollees or their
duly authorized representatives to medical recordsformation compiled regarding
their case, or coverage, treatment or other retedeterminations regarding their care, as
mandated by either State and/or Federal laws anpdatons.
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2.15 Disclosure Requirements

The OVHA must comply with any applicable Federal &tate of Vermont laws that
pertain to enrollee rights, and must ensure tkagtaff and affiliated providers take
enrollee rights into account when furnishing segsito enrollees. The OVHA must have

a written policy orGlobal Commitment to Health Waivenrollee rights that addresses
the enrollee’s right to:

- Be treated with respect, dignity, and privacy;

- Be provided with information about the Demonstnatikrogram, its services,
practitioners, and enrollee rights and responsirslj

- Receive information on available treatment optiand alternatives, presented in a
manner appropriate to the enrollee’s condition anitity to understand;

- Be able to choose health care providers withirlithiégs of the OVHA network;

- Participate in decision-making regarding their treabre;

- Be free from any form of restraint or seclusiondias a means of coercion,
discipline, convenience or retaliation, as spedifreother Federal regulations on the

use of restraints and seclusion;
- Voice grievances about the program or care recgived

- Formulate advance directives; and

- Have access to copies of his/her medical record@nefjuest that the medical
record be amended or corrected.

The OVHA must ensure that each enrollee is freextcise his or her rights, and that
the exercise of those rights does not adversebctthe way the OVHA or its providers
treat the enrollee.

The OVHA must comply with disclosure requirememgl2 CFR 455, Subpart B. The
OVHA also must infornGlobal Commitment to Health Waivenrollees about:

- Rights and responsibilities, including rights toeate enrollment;
- Policies on advance directives;
- Provisions for after-hours coverage; and

- Procedures for the OVHA-approved disenroliments.
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ARTICLE THREE: AHS RESPONSIBILITIES

3.1 Eligibility Determination

The Agency of Human Services (AHS) shall maintaile sesponsibility for the
establishment of eligibility requirements and stnald for Medicaid or VHAP, as well as
any other eligibility requirements for expansiorpptations under th&lobal
Commitment to Health Waiver

3.2  Capitation Rate Setting

The AHS shall establish fixed rates for monthly papita payments faglobal
Commitment to Health Waivenrollees. The capitation payments will be eqoidhe
fee-for-service equivalent cost for the packagsestices that are to be administered
through the OVHA. The methodology for capitatiatersetting will be subject to
approval of the CMS.

The AHS shall pay the OVHA the appropriate montBapitation Rate for eadBlobal
Commitment to Health Waivenrollee. The OVHA will submit a monthly repootthe
AHS listing all enrollees who meet ti&dobal Commitment to Health Waiveligibility
criteria. This roster oBlobal Commitment to Health Waivenrollees will be used to
determine the total capitation payment due to th@&i® for that month.

The OVHA will ensure that the enrollee roster sutibedi to the AHS has been certified
by the Director or an individual who has delegatathority to sign for, and reports
directly to, the Director. The certification mudtest to the accuracy, completeness and
truthfulness of the documents and data. The @atibn must be submitted concurrently
with the enrollee roster.

3.3 Performance Evaluation

The AHS shall annually, or more frequently at itscdetion, do the following:

- Define measurable performance standards for the D&l its subcontractors in all
of the following areas:

- Service Accessibility

- Enrollee Satisfaction

- Quality Assurance & Medical Management
- Grievance & Appeal Resolution

- Reporting

- Monitor and evaluate the OVHA’s compliance with thens of this IGA, including
performance standards;

- Meet with the OVHA a minimum of twice a year to @ss the performance of its
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Quality Assurance Program, as set forth in thedeaf

- Review reports submitted by the OVHA, including dpeally quarterly reports on
grievances and appeals received by the OVHA argulisontracted Departments;

- Request additional reports that the AHS deems sacg$or purposes of monitoring
and evaluating the performance of the OVHA under (BA,

- Perform periodic programmatic and financial revief$the OVHA'’s performance
of responsibilities. This may include, but is hotited to, on-site inspections and
audits of the OVHA's and/or its subcontracted Dépant’s records and audits. The
on-site inspections and audits may, at a minimmelude a review of the following:

- Administration

- Operations

- Financial performance

- Staff/provider qualifications and training
- Enrollee access

- Enrollee services

- Provider services

- Individual medical records

- Quality Assurance Program

- Utilization Management functions
- Grievances and appeals

- Enrollee satisfaction

- Provide the OVHA and/or its subcontracted Departsiprior notice of any on-site
visit by the AHS or its agents to conduct an auwatt further notify the OVHA of
any records that must be made available for review;

- Inform the OVHA and/or its subcontracted Departrsagitthe results of any
performance evaluations conducted by the AHS agents;

- Develop Corrective Action Plans (CAP) to addresgaeas of non-compliance or
poor performance identified as part of the evatiapirocess. In the event a CAP is
issued to the OVHA or one of its subcontracted Deepents, the OVHA will be
required to file a formal response within the tipeziod specified in the CAP. The
AHS will review and approve or modify the respors®appropriate. The AHS will
monitor implementation of the CAP response thropigigress reports and interim
audits until it is satisfied that the deficiencystizeen corrected.

- Perform medical audits at least annually as reduise42 CFR 434.63; and

The AHS shall contract with an External Quality Rew Organization (EQRO) for
purposes of independently monitoring the OVHA'’s @uaanagement Program.
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3.4 Receipt and Analysis of Encounter Data

The AHS shall receive the claims and encounter a@at@ported by the OVHA. The
AHS shall, at least annually, conduct an evaluabibtine claims and validated encounter
data to identify any changes from historical uéition rates, areas of potential over- or
under-utilization, and any other issues that m#égcathe success of the program.

3.5  Centers for Medicare and Medicaid Services (CM3Reporting

The AHS shall retain sole responsibility for protio and submission of reports to the
CMS, including all fiscal reports. The OVHA agrdesooperate with the AHS in the
preparation of any required reports, including fiiong any necessary data and analysis,
preparation of materials for submission to the ClI8] assisting in the preparation of
responses to any questions or issues the CMS ns&ywéh respect to the reports.

3.6 Fair Hearing Process

The Human Services Board shall retain responsgiidoit conducting Fair Hearings. The
AHS shall retain responsibility for representing thtate of Vermont in any Fair
Hearings pertaining to eligibility determinationther than Medicaid or VHAP (which is
the responsibility of the Economic Services Divigior service denials. In the event of a
request for a Fair Hearing regardi@¢pbal Commitment to Health Waiveligibility or
service denials, the decision of the OVHA or itatcacted Departments shall be
reviewed by the AHS. The OVHA agrees to coopernatie the AHS in any Fair Hearing
proceedings, including preparation and submissf@ang enrollee medical records or
other documentation pertinent to the proceedirigee OVHA further agrees that its legal
staff shall assist the State of Vermont in any Fearings pertaining to service denials.
The OVHA must provide covered services promptly aseé@xpeditiously as the
enrollee’s health condition requires if such sersiare determined medically/clinically
necessary by the AHS Medical Reviewer, or if theokee prevails in the Fair Hearing.
Where possible, the AHS Medical Reviewer shall ggplisting definitions and
guidelines in making determinations of medicalfckith necessity.

Enrollee services must be continued during the Haaring process under the following
circumstances:

- Appeal was filed timely, meaning on or before thetlh day after the notice of action
was mailed or by the intended effective date ofptegosed action;

- Appeal involves the termination, suspension or céidua of a previously authorized
course of treatment;

- Services were ordered by an authorized provider;

- Authorization period has not expired; or
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- Enrollee requests extension of benefits.

If benefits are continued or reinstated, the bémefiust be continued until one of the
following occurs:

- Enrollee withdraws the appeal;

- Enrollee does not request a Fair Hearing withidgs from the date of mailing of
the adverse decision;

- State of Vermont Fair Hearing decision adversééoenrollee is made; or
- Authorization expires or service authorization tisrare met.

If the final resolution of the appeal upholds théHA's decision (or that of one of its
subcontracted Departments), the enrollee is litdsléhe cost of services furnished while
the appeal is pending.

The OVHA must pay for disputed services, in accocgawith State of Vermont policy
and regulations, if the State of Vermont Fair Heguofficer reverses a decision to deny
authorization of services and the enrollee receitieddisputed services while the appeal
was pending.

Parties to the State of Vermont Fair Hearing inelttte OVHA, the subcontracted
Department (if applicable), the enrollee and hib@rrepresentative or the representative
of a deceased enrollee’s estate.

3.7 Enrollee Services

The OVHA, through its enrollment subcontractor (eatly Maximus), shall provide an
enrollee helpline function faglobal Commitment to Health Waivenrollees. The
OVHA shall make available to its enrollment subcaator an up-to-date provider listing,
including names, telephone numbers, office hourd,aher relevant information, for use
by the helpline operators. The AHS shall ensuagtiire Enrollee Services functions are
appropriately carried out by the OVHA.

The OVHA shall require each of its subcontractegpddaments to identify a liaison to
respond to inquiries from the helpline operatord #nassist in resolution of enrollee
issues.

3.8 Ombudsman

The OVHA shall coordinate with the State of Vermbisalth Care Ombudsman and
provide information necessary to support this fiomct The AHS shall ensure that the
OVHA provides for an Ombudsman function.
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3.9  Third Party Liability (TPL)

The OVHA will be responsible for identifying andnsuing accident insurance and estate
recovery; and all other sources of third partyiligh(TPL). The AHS shall monitor the
OVHA's experience in identifying sources of thirdrfy liability or coverage and in
collecting funds due to it through these sources.
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ARTICLE FOUR: PAYMENT PROVISIONS

4.1  Capitation Payment between AHS and OVHA

The OVHA shall be paid Federal Medicaid matchingdsi based on eligibi@lobal
Commitment to Health Waivenrollees at the capitated monthly amounts apprbye
the AHS and the CMS under tkdobal Commitment to Health Waivéerms and
Conditions. The capitation rates provided undeiGlobal Commitment to Health
Waiverwill comply with the actuarial certification reqements of the Balanced Budget
Act (BBA). , :
m—aeeerdanee—w&h—emstud@ede#alpegwaﬂens (Note this sentence is mcorrect and
will be permanently deleted in the revised versiooe the Premium amounts are
defined. 10/04/05)

Capitation payments serve as full compensatioth@iprovision of covered health care
services taslobal Commitment to Health Waivenrollees. With the exception of the
capitation payments specified herein, Medicaid fngavill not be made available to
reimburse services covered under this IGA.

The OVHA shall be at risk for the provision of etivered health services required by
Global Commitment to Health Waivenrollees. Third-party collections shall be the
responsibility of, and retained by, the OVHA.

The AHS shall pay an interim monthly rate to thekD\until such time as the
actuarially certified rate has been developed gpicved by the CMS. The interim
monthly capitation rate shall be $65,371,811.

Upon completion of the actuarial certification pegs and the CMS approval, the
capitation rate shall be adjusted and paid in atawre with the approved rate.

As necessary, the AHS shall make a retroactivestgent to reflect the difference
between interim capitation payments made by the ARiGthe rate that has been
actuarially certified and approved by the CMS. RS shall submit to the CMS
sufficient documentation to support the calculatdthe retroactive rate adjustment.
4.2 Payments between OVHA and its Subcontracted Dagments

The OVHA will pay its subcontracted Departmentsiggieimbursement methodologies
based on the cost of delivering eligible servieemdividuals covered under ti@&obal
Commitment to Health Waiver

4.3 Restrictions on Use of Excess Funds

Should the OVHA have any excess funds after ma#tihgayments to its providers,
including its subcontracted Departments, for Gldbammitment to Health enrollees,
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those excess funds may be used to support hedldtiues in the State of Vermont
restrictions on the use of excess funds are aswell

Funds may not be used as State match in subseypast

Financing health care services provided to indiglduncarcerated in correctional
facilities, with the exception of discharge plargior inmates with health care
needs who have establish@tbbal Commitment to Health Waiveligibility
Financing health care services covered under thmdiat State Employee
Benefit Plan

The AHS will collect detailed information annuabiy how excess funds are spent.
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Attachment A

Description of Covered Benefits and Populations

The Managed Care Organization (MCO) must providelfiahe listed services and populations curreatlyered unless otherwise
authorized by the Vermont Legislature and the AgasfidcHuman Services (AHS).

Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups® Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

1931 low income

newborns deemed
eligible for 1 year as
long as mother remain
eligible or would

individuals who are eligible
s for but not receiving IV-A,

individuals under 18
who would be
mandatorially

all individuals under
21 or at State optiorn
20, 19, or 18 or
reasonable
classifications who
would not be covered
under mandatory
medically needy
group of individuals

care furnished by Stat
licensed practitioners
(podiatrist,
optometrist,
chiropractor, licensed
clinical social worker,
licensed mental
counselor or licensed
marriage and family
therapist, psychologist
optician, hi-tech
nursing, nurse

SSI or State supplement| categorically eligible under 18 practitioner, licensed
families with children remain eligible if cash assistance except forincome and  (1902(a)(10)(C)) lay midwifg
(2902(a)(10)(AY()(1) pregnant (2902)(a)(10)(A)(ii) (1)) resources (21905(a)(i)) inpatient hospital] COVERED excepted

(1931) (1902(e)(4)) COVERED (1902(a)(10)(C)(i) (D) COVERED services for chiropractor
specified relatives of
dependent children outpatient
pregnant women who| individuals who could be who are ineligible as  hospital, RHC,
children receiving IV-E| lose eligibility receive eligible for IV-A cash pregnant women whg categoricallyneedy and FQHC
payments (IV-E foster| 60 days coverage for| assistance if State did not would be categorically (42 CFR services including
care or adoption pregnancy-related and subsidize child care eligible except for 435.301(b)(2)(ii)) ambulatory private duty nursing
assistance) post partum servicds | (1902(a)(10)(A)(ii)(l)) income and resources (42 CFR 435.310) | services offered services
(1902(a)(10)(1)(1)) (1902(e)(5)) COVERED (1902(a)(10)(C)(ii)(11)) COVERED by FQHCs COVERED

11%
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

individuals who lose
eligibility under 1931
due to employment

pregnant women losing
eligibility because of a

change in income
remain eligible 60 days

individuals who are eligible
for Title IV-A if State
AFDC plan were as broad

newborns, who excep
for income and
resources would be
eligible as
categorically needy,
deemed eligible for 1

year as long as mother categorically needy

remains eligible or
would remain eligible

aged individuals wha
are ineligible as

(42 CFR
435.301(b)(2)(iii))

X-rays services

(2902(a)(10)(A)(i)(D) post partum as allowed if pregnant (42 CFR 435.320) and other
(402(a)(37)) (21902(a)(10)(A)()(1V)) (2902(a)(10)(A(ii)(I1)) (1902(a)(10)(C)) (42 CFR 435.330) laboratory dental services
(1925) (1902(e)(6)) COVERED (1902(e)(4)) COVERED services COVERED

individuals who lose

eligibility under 1931

because of child or
spousal support

poverty level infants
and children who whilg
receiving inpatient
services loses
eligibility because of
age must be covered

individuals who would
have been eligible for IV-A
cash assistance, SSlI, or
State supplement if not in p
medical institution

pregnant women who
lose eligibility receive
60 days coverage for
pregnancy-related an
post partum services

blind individuals
who are ineligible as
categorically needy
but meet the
categorically needy
definition of
blindness
(42 CFR
1 435.301(b)(2)(iv))
(42 CFR 435.324)

nursing facility
services for

physical therapy;
occupational therapy;
speech, hearing, and

language disorders

(21902(a)(10(A)(i)(1) through an inpatient |  (1902(a)(10)(A)(i)(1V)) (1902(a)(10)(C)) (42 CFR 435.330) | individuals over services
(406(h)) stay (1902(e)(7)) COVERED (1905)(e)(5)) COVERED 21 COVERED
special income level groug
individuals who are in a
medical institution for at
least 30 consecutive days
with gross income that disabled individuals
individuals does not exceed 300% o who are ineligible as

participating in a work
supplementation
program who would
otherwise be eligible
under 1931
(1902(a)(10(A)()(1)
(482(e)(6))

Qualified Medicare
Beneficiaries (QMBS$)
(1902(a)(10)(E)())
(1905(p)(1)

the SSI income standard or

a separate standard
specified by the State that
does not exceed 300% o

FPL
(1902(2)(10)(A)(i))(V))
COVERED

blind and disabled
individuals eligible in
December 1973
(42 CFR 435.340)

categorically needy
that meet the
categorically needy
definition of
blindness
(1902(2)(10)(C))
COVERED

EPSDT services
for individuals
under 21

prescribed drugs
COVERED
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

individuals receiving
SSI cash benefits (doe
not apply to 209(b)
States)

s qualified disabled and
working individual$
(1902(a)(10)(E)(ii)
(1905(s))

individuals receiving home
wavier services who woulg

Medicaid under the State|

and community-based
|

only be eligible for

plan if they were in a
medical institution
(1902(a)(10)(A)(i) (V1)
COVERED

individuals who
would have been
ineligible if they
were not enrolled in
a MCO?
(1902(a)(10(C))
((1902(e)(2))
NOT COVERED

physician serviceg

NOT COVERED

dentures

(1902(2)(10)(A)()(1)

disabled children no
longer eligible for SSI

change in definition o
disability

benefits because of g

Specified Low Income
f| Medicare Beneficiaries
(SLMBs)
(1902(a)(10)(E)(iii))

individuals who are
terminally ill, would be
eligible if they were in a
medical institution, and
will receive hospice care
(1902(a)(10)(A)(ii)(VIN)
COVERED

medical and
surgical services
of a dentist

prosthetic devices
COVERED

(1902(a)(10)(A)()(11))

qualified pregnant

children under 21(or at
State option 20, 19, or 18
who are under State
adoption agreements

nurse-midwife

eyeglasses
NOT COVERED

women not mandatorially

women qualifying
(1902(a)(10)(A)()(1N) | individuals® (QI1s) | (1902(a)(10)(A)(ii)(VII))
(1905(n)(1)) (1902(a)(10)(E)(iv)(1)) COVERED services
poverty level pregnant
pediatric nurse

practitioner/

poverty level pregnant

mandatorially eligible
(1902(a)(10)(A)(i)(1X))

family planning
services and

women
(1902(a)(10)(A)()(1V)) (1902()(1)(B))
(1902(DH(1)(A) COVERED supplies

qualifying eligible
qualified children | individuals’® (QI-|  (1902(a)(10)(A)(ii)(1X)) family nurse
(21902(a)(10)(A)()(111)) 2s) (2902(1(1)(A)) practitioner diagnostic services
(1905(n)(2)) (1902(a)(10)(E)(iv)(11)) COVERED services COVERED
poverty level infants not
preventive services angd

screening services
COVERED




Final AHS-MCO IGA —-30 Sept05

Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

eligible family based,
poverty level infants (1902(a)(10)(A)(i)(IX)) home health for | developmental therapy
(2902(a)(10)(A)(H(IV)) (2902(hH(1)(C)) those entitled to day health rehab)
(1902()(1)(B)) COVERED NF services COVERED

poverty level children

under 6 not mandatorially]

rehabilitative services
recommended by a
physician or other
practitioners or the
healing arts qubstanceg
abuse, community
mental health center,
PNMI (child care
services, assistive
community care
services, therapeutic
substance abuse
treatment), school
health services, child
sexual abuse and
juvenile sex offender
treatment, intensive

qualified family
members
(1902(a)(10)(A()(V))

(1905(m)(1))

poverty level children
under 19, who are born

after September 30, 1983
(or, at State option, after

any earlier date) not
mandatorially eligible
(1902(a)(10)(A)(i(1X))
(1902(1)(1(D))
COVERED

clinic services

(psychotherapy,
group therapy,
day hospital,
chemotherapy, inpatient hospital,
diagnosis and nursing facility, and
evaluation, services in IMDs for
emergency caje over 65
COVERED COVERED
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

poverty level children

under age 6 (1902(a)(10)(A)(i) (X))
(1902(a)(10(i)(V1)) (1902(m)(1)) ICF/MR services
(21902()(1)(C)) NOT COVERED COVERED

aged or disabled
individuals whose SSI

income does not exceed

100% of FPL

poverty level children

under age 19, who ar¢

born after September
30, 1983 (or, at State
option, after any earlie

date) under title XVI for pregnant hospital services for
(2902(a)(10(i)(VII)) (1902(a)(10)(A(i)(XI)) women for a 60- uncer 21
(1902(1)(1)(D)) COVERED day postpartum COVERED

individuals receiving only

an optional State

supplement payment whic
may be more restrictive

than the criteria for an

optional State supplemen

Extended service$

p

inpatient psychiatric

disabled individuals
whose earnings excee
SSI substantial gainfu
activity level
(1619(a))

TB infected individual®
(1902(a)(10)(A)(ii)(XIT)
(1902(z)(1))

NOT COVERED

hospice care services
COVERED

disabled individuals
whose earnings are to

high to receive SSI
cash benefits (1619b)

working disabled

individuals who buy in to

Medicaid
(BBA working disabled
group)
(1902(a)(10)(A)(iiy(XII1))
COVERED

case management
services
COVERED

disabled individuals
whose earnings are to
high to receive SSI
cash benefits
(1902(a)(10)(i)(1N)

(1905(9))

targeted low income
children
(1902(a)(10)(A)(ii)(XIV))
(1905(u)(2))
NOT COVERED

targeted case
management serviceg
COVERED
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

Pickle amendment:
individuals who would
be eligible for SSI if
Title I COLAs were
deducted from income
(section 503 of
P.L. 94-566)

(1935(2)(5)(E))

working disabled
individuals, at least 16 and
no more than 65 years of
age, who buy into
Medicaid under TWWIIA
basic coverage group
(1902(a)(10)(A)(i))(XV))
NOT COVERED

TB related services
NOT COVERED

disabled widows and

widowers (1902(a)(10)(A)(i)(XVD)) respiratory care
(1634(b)) (1905(a)(xi)) services
(1935 (&)(2)(C)) NOT COVERED COVERED

employed medically
improved individuals, at
least 16 and no more than
65 years of age, who buy
into Medicaid under
TWWIIA Medical
Improvement Groupy

disabled adult children

independent foster care
adolescents
(1902(a)(10)()(XVII))

home and community|
care (to the extent
allowed and as define
in section 1929) for

functionally disabled
(1634(c)) (2905(w)(i)) elderly individuals
(1935(a)(2)(D)) NOT COVERED NOT COVERED
individuals with COBRA
continuation coverage
whom the State determing¢
that the savings exceed the
early COBRA premium paymen community supported
widows/widowers (1902(a)(10)(F)) living arrangement
(1634(d)) (1902(u)) services
(1935) NOT COVERED NOT COVERED

)
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services
Katie Beckett: disabled
individuals age 18 or under
who require an institutional
level of care; care can be
provided outside
institution; estimated
209(b) States: State amount for home care can
uses more restrictive be no more than estimated
criteria to determine amount for institutional
eligibility than are used care
by the SSI program (1902(e)(3)) personal care serviceg
(1902(f)) COVERED COVERED
individuals who would
be eligible for AFDC uninsured women, under
except for increased 65, who are screened for
OASDI income under breast or cervical cancer
P.L. 92336 under CDC program primary care case
(July 1, 1972) (2902(a)(10)(A)(IH(XVIIIN) management services
(42 CFR 435.114) COVERED COVERED
individuals who would
have been ineligible if they
individuals receiving were not enrolled in a
mandatory State MCO™
supplements (1902(e)(2)) PACE program
(42 CFR 435.130) NOT COVERED services COVERED
Ambulatory prenatal
individuals under 21 or at care for pregnant worm
individuals eligible as State option 20, 19, 18, ofr furnished during a
essential spouses in reasonable classification presumptive eligibility
Deceember 1973 (1905(A)(i)) period
(42 CFR 435.131) NOT COVERED NOT COVERED
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Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

institutionalized
individuals who were
eligible in
December 1973
(42 CFR 435.132)

presumptive eligibility for

pregnant wom
(1920)
NOT COVERED

organ transplant
services

blind and disabled

individuals eligible in childrert* other medical and
December 1973 (1920A) remedial care specifiedl
(42 CFR 435.133) NOT COVERED by the Secretary

presumptive eligibility for

Individuals who would
be eligible except for
the increase in OASD
benefits under
Pubic Law 92336
(42 CFR 435.134)

presumptive eligibility for
women who are screeneq
for breast or cervical cance

under CDC program
(1920B)
NOT COVERED

religious non-medical

health care institution
service$®

NOT COVERED

Individuals who
become eligible for
cash assistance as a

result of OASDI cost-
of-living increases
received after April
1977
(42 CFR 435.135)

transportation
service$
COVERED

Individuals who would
be eligible except for
the increase in OASD
benefits under
Pubic Law 92336

(42 CFR 435.134)

presumptive eligibility for

women who are screene(

for breast or cervical cance
under CDC program

(1920B)
NOT COVERED

nursing facility
services for individuald
under 2%°
COVERED




Final AHS-MCO IGA —-30 Sept05

Mandatory
Categorically Needy Mandatory Special Optional Categorically | Mandatory Medically | Optional Medically Mandatory
Groups' Coverage Groups Needy Group$ Needy Groups Needy Groups Services Optional Services

Individuals who
become eligible for
cash assistance as a

result of OASDI cost-
of-living increases

received after April emergency hospital
1977 service$
(42 CFR 435.135) COVERED

service®®

Footnotes:

1. Must receive at least the mandatory services.

critical access hospita

2. The mandatory and optional categorically nessdyconsidered a group. To meet comparabilityirements, the amount, duration, and scope of meséaices must be

the same for all groups. Further, if the Statis ¢ cover a medically needy group, they are ntitarized to provide the covered medically needyugrmore services.
3. Coverage for pregnancy related and post pacammonly.

4. State pays Part A, Part B, coinsurance, andaiéde.

5. State pays Part A premium

6. State pays Part B premium

7. These individuals are not otherwise eligibleNtedicaid

8. State pays Part B premium

9. State pays for the difference in amount ofdabst shift of home health services from Part A &otB.

10. Services provided to this group are limited Byrelated services.

11. States electing to cover the medical improwergeoup under TWWIIA must also cover the basicezage group under TWWIIA.

12. Coverage under this section is limited to M&dvices and family planning services describet®io5(a)(4)(C).

13. Services provided to presumptive eligible woraee limited to ambulatory prenatal care services.

14. Services provided to presumptive eligiblediigih include all services covered under the Stiate iRcluding EPSDT services.

15. These services derived from the authority uad85(a)(27) of the Social Security Act for thec@ary to specify other medical and remedial care.
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Attachment B
Acronyms

ACCESS The computer software system for eligibilisgd to track program

information

AHS Agency of Human Services

ASL American Sign Language

BBA Balanced Budget Act

CFR Code of Federal Regulations

CMS Centers for Medicare & Medicaid Services

CLIA Clinical Laboratory Improvements Amendments

CRT Community Rehabilitation and Treatment

DAIL Department of Disabilities, Aging and Indeiamt Living

DCF Department for Children and Families

DOE Department of Education

DHHS Department of Health and Human Services @gdh&tates)

ER Emergency Room

ESD Economic Services Division (of the DepartmentGhildren and
Families)

IGA Intergovernmental Agreement

LTC Long-Term Care

MCO Managed Care Organization (Public MCO)

MMIS Medicaid Management Information System

OVHA Office of Vermont Health Access

PA Prior Authorization

PCP Primary Care Provider

PMPM Per Member Per Month

TPL Third Party Liability

TTY/TTD Teletypewriter/Telecommunications Device tbhe Deaf
VDH/DOH  Vermont Department of Health
VHAP Vermont Health Access Plan
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