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Section 1: Background

The Healthy Indiana Plan MCE Policies and Procedures Manual is provided to each managed care
entity (MCE) contracting with the state to administer services to Healthy Indiana Plan (HIP) members.
This manual provides an overview of each MCE’s role in the program and the interactions and
interfaces among the MCEs, the state, and other contractors.

This manual is organized into the following sections:

* Background outlines the Indiana Health Coverage Programs (IHCP), including the HIP program
objectives and components and MCE enrollment.

*  Manage Care Entity — Contractor Requirements includes information about eligibility requirements
for an MCE, the MCE’s expected role in the HIP program and staffing requirements.

* HIP Plan Design and Member Eligibility describes how managed care entities (MCEs) must
comply with the requirements to participate in the Healthy Indiana Plan (HIP) program.

* Billing and Collections describes the HIP payment program and the expectations for program
administration. In addition, the steps for Personal Wellness and Responsibility (POWER) Account
reconciliation at redetermination are provided.

* Personal Wellness and Responsibility (POWER) Accounts covers the POWER Account
Reconciliation Process, PRF Terminations, PRF Rollover, PRF Rollover Transfers, PRF Voids, and
PRF 820 Capitation Process based on changes that occur during the benefit plan period.

* Covered Benefits and Services describes the services that are covered and excluded from the
various programs under the managed care umbrella, which includes HIP. Information is also
included about in-network versus out-of-network services and self-referral services. The pharmacy
benefit is included to provide a thorough understanding of the MCE’s responsibilities.

*  Member Services details the regulations and general program expectations relating to member
education and enrollment, member helpline, grievance, and member-provider communication
information for HIP.

*  Provider Network Requirements describes the requirements and processes with respect to eligible
MCE:s and providers, network development, enrollment processes, disenrollment processes, and
reporting requirements. This section provides details about the MCE’s requirements for enrollment,
education, and practice standards for network providers that render services to HIP members.

*  Quality Management and Utilization Management is a critical aspect of managed care and
expectations, incentive programs, compliance, monitoring, and reporting for HIP.

* Program Integrity details how the MCE must have an administrative procedure that includes a
mandatory compliance plan that describes in detail the manner in which it will detect fraud and
abuse. The Program Integrity Plan shall serve as MCE’s compliance plan.

» Information Systems describes the functionality required and the data sharing and reporting
requirements of the MCE:s in reference to encounter data, third-party liability (TPL), and general
financial reporting, including for HIP POWER Accounts.

* Performance Reporting and Incentives describes submission of performance data to the state.

*  Member Communication on Rollover and Application lists the information that MCEs must explain
to members about rollover in their communications.

In addition to these sections, Appendixes provide information about extracts, forms, POWER Account
reconciliation, and so forth.
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1.1 Healthy Indiana Plan

Indiana offers HIP members a comprehensive benefit package through a deductible health plan paired
with a personal healthcare account called a POWER Account. This health plan is subject to a $2,500
deductible and includes first-dollar coverage for ACA-required preventive services. The preventive
services benefit is designed to help eliminate barriers to obtaining preventive care.

In 2015, HIP was changed to provide healthcare coverage to all non-disabled low-income adults
between the ages of 19 and 64 with household income at or below 138% federal poverty level (FPL).
This change included the transition to HIP of many members who were previously enrolled in Hoosier
Healthwise. This transition to HIP promoted better health outcomes for individuals, but also reduced
churn between the programs, created administrative efficiencies, and provided a seamless experience
for the members. In addition, the POWER Account changed from a $1,100 deductible to a $2,500
deductible while still including first-dollar coverage for preventive services. The annual and lifetime
caps were also removed from the plan.

HIP has distinct benefit packages: HIP Plus, HIP Basic, HIP State Plan Plus, HIP State Plan Basic,
and HIP Maternity.

* HIP Plus (MARP): HIP Plus is available for all members enrolled in HIP who choose to make their
POWER Account contribution. Individuals in HIP Plus make a POWER Account contribution and
do not have copayments for services. They have a copayment for nonemergent use of the
emergency department (ED).

* HIP Basic (MARB) is the default option for members with income at or below 100% FPL, which
does not take into account the 5% cost-share, who fail to make a POWER Account contribution.
HIP Basic requires the member to make copayments at the point of service for services received
from a provider, with the exception of preventive services. Individuals enrolled in HIP Basic are
allowed to reenroll in HIP Plus upon their annual redetermination if they choose to begin paying
their POWER Account contributions.

e HIP State Plan Plus (MASP): Individuals enrolled in State Plan Plus benefits have access to the
greater benefit package available under the State Plan. Those in State Plan Plus have the same cost-
sharing requirements as HIP Plus, they must make a POWER Account contribution, and they do
not have copayments for services.

* HIP State Plan Basic (MASB): Individuals enrolled in State Plan Basic benefits have access to the
greater benefit package available under the State Plan. Those in State Plan Basic have the same
cost-sharing requirements as HIP Basic and they have the same copayments for services.

* HIP Maternity (MAMA): HIP members who become pregnant will be transitioned to HIP
Maternity for their pregnancy and 12-month postpartum period. Pregnant HIP members will not
have cost-sharing requirements and will have enhanced services.

All HIP members have a POWER Account. The POWER Account is modeled in the spirit of a
traditional Health Savings Account (HSA) and is funded with state and member contributions.
Employers and other third parties (for example, nonprofit organizations and family members) may also
contribute some or all of the member’s POWER Account contribution. Members use POWER Account
funds to meet the $2,500 deductible. POWER Accounts are funded with post-tax dollars and are not
considered HSAs or other health spending accounts (for example, Flexible Spending Accounts, Health
Reimbursement Accounts, and so forth) under federal law. POWER Accounts are not subject to
regulation under the U.S. Tax Code as such.

HIP members are not fully eligible, or enrolled as members, until the earlier of:

» Payment of their first POWER Account contributions
* Payment of a “Fast Track” $10 prepayment (PPAC) or
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* For individuals at or below 100% FPL, the expiration of the 60-day payment period. HIP-accepted
members who are still in the initial 60-day payment period who have not yet paid their first
POWER Account contributions are referred to as “conditionally eligible.”

Section 1931 parents and caretakers will continue to be eligible for Medicaid State Plan benefits but
are deemed eligible for HIP State Plan benefits. Individuals enrolled in State Plan benefits are subject
to the same cost-sharing components as HIP Plus or HIP Basic through a POWER Account
contribution or copayments. In addition to this group, low-income 19- and 20-year-old dependents are
also afforded the opportunity to receive State Plan benefits.

The medically frail determination is based on 42 CFR §440.315(f). These individuals will be
determined medically frail through the claims and pharmacy data or self-report. The claims data is
applied by the MCEs through Milliman underwriting guidelines to determine whether they are
medically frail. Additional information regarding the medically frail determination can be found in
POWER Account Reconciliation.

Throughout this manual, the member may also be referred to as an enrollee (and may be referred to as
recipient by other social service agencies). The following outlines the definitions for enrollee and
potential enrollee, as defined in the federal regulations. For the purpose of this manual, enrollees are in
the HIP program:

* Enrollee is a Medicaid member who is currently enrolled in an MCE.

» Potential enrollee is a Medicaid member who is subject to mandatory enrollment or may
voluntarily elect to enroll in a given managed care program but is not yet an enrollee of a specific
MCE.

The healthcare industry, and managed care in particular, is constantly changing to meet the demands of
its patients, providers, and payers. HIP is subject to many of these changes. HIP is a fluid program
striving to meet the needs of its many constituents. The state provides many forums — formal and
informal — to address the concerns of HIP participants and refine policies to reflect the input received.
The state Care Programs team documents the finalized policies and incorporates changes into updates
of this manual.

1.2 Managed Care Entity Orientation

When the MCEs contract with the state, the state schedules orientation sessions with the MCEs to
review policy and technical procedures necessary to the contract administration. This includes
interfaces with the state and its contractors before and after implementation of any contract. The MCEs
identify individuals to participate in the initial and/or ongoing orientation sessions. Individuals
participating would generally be from the following functional areas:

* Provider network development and enrollment, including primary medical providers (PMPs)
* Technical and systems support

* Medical policy

*  Member services and enrollment

*  Member financial obligations for premium payment programs

* Quality assurance and utilization review

The state designates members from its staff and contractor representatives to work with the MCE on
implementation issues. During orientation, the state and its HIP contractors provide the MCE with a
broad range of materials.

The fiscal agent, currently Gainwell, provides the following:
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* Claim resolution edits and audits documents which are posted to File Exchange to the MCEs in
January and July.

» [HCP explanation of benefits (EOBs) codes are available on the Explanation of Benefits page at
in.gov/medicaid/providers

o [HCP Provider Reference Modules are available on the Provider Reference Materials page at
in.gov/medicaid/providers.

» Financial cycle schedules for capitation payments.
* Schedules for generation of all other information to and from the MCEs.

» THCP provider update bulletins and banner are available from the News, Bulletins and Banners
Pages page at in.gov/medicaid/providers.

* Electronic file layouts and requirements for data exchanges, including provider extract files,
POWER Account reconciliation file layout, and third-party liability files are available from the
MCE Secure Landing page at in.gov/medicaid/partners. The username is MCEhealthplans. This
website is password protected. MCEs can obtain the password by contacting their OMPP Contract
Compliance Officer.

» User ID and password for access to electronic files, including Health Insurance Portability and
Accountability Act (HIPAA)-compliant member enrollment rosters and capitation payments.
Additional information about other electronic files and claim processing is provided in Information
Systems.

* Companion guides for the 5010 HIPAA-compliant 834 Benefit Enrollment Transactions, 820
Capitation and POWER Payment Transactions, 835 Remittance Advice Transactions, 837
Professional and Encounter Claims Transactions, and 837 Institutional Claims and Encounter
Transactions. The guides for upgrading to 5010 HIPAA-compliant transactions are available on the
IHCP Companion Guides page at in.gov/medicaid/providers. This section contains structure and
transaction specifications. The IHCP Companion Guide Overview and the IHCP Notes provide
IHCP information. See the revision history document for specific updates. Providers and EDI
vendors developing software for electronic data interchange may need to view multiple guides.

*  MCE enrollment information, forms, and procedures are available on the MCE Secure Landing
page atin.gov/medicaid/partners. The username is MCEhealthplans. This website is password
protected. MCEs can obtain the password by contacting their OMPP Contract Compliance Officer.

* Procedures for PMP enrollment and disenrollment .

*  Member MCE auto-assignment process for HIP.

* Agenda for the monthly MCE Technical Meeting, including format and procedure for submission
of agenda topics.

The state or its designee provides the following:

* Orientation meeting schedule

» Resource-based relative value scale (RBRVS) and other relevant fee schedules

» Diagnosis-related group (DRG) information and base rates

» Telephone numbers for the state, enrollment broker, and fiscal agent contacts

* Annual IHCP report and other program summary reports

* Program meeting schedules

» Readiness review criteria

* Quarterly and ad-hoc reporting requirements and schedule

The enrollment broker provides the following materials:
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* HIP member materials
» Enrollment broker script for member education and enrollment process

» In-service training opportunities

The state arranges orientation sessions for each newly contracted MCE. Orientation sessions are not
automatically conducted for each contract renewal for an incumbent MCE. At the time of a contract
renewal, an incumbent MCE can request the orientation session to accommodate changes in networks
or other transitions for which the MCE believes an orientation session would be beneficial. The MCE
must make this special request in writing to their contract compliance officer and ask whether it wishes
to participate in the entire session or in a limited session to review specified topics.
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Section 2: Managed Care Entity - Contractor
Requirements

Managed care entities (MCEs) must comply with the following to participate in the Healthy Indiana
Plan (HIP) program:

¢ Be an Indiana-licensed accident or sickness insurer, or an Indiana-licensed health maintenance
organization (HMO).

* Be fully authorized under Indiana law to arrange or administer the full range and scope of services
required under a procurement process undertaken by the state.

* Contract with the state on a prepaid, capitated basis to arrange, administer, and pay for the delivery
of healthcare services to its members

As required by /C 12-15-12-21, if the MCE was an IHCP vendor before July 1, 2008, the MCE must
be accredited by the National Committee for Quality Assurance (NCQA) on or before the contract start
date. If MCE fails to attain accreditation, they must seek OMPP approval before contract start date.
Request must include an explicit action plan of attainment.

Per 42 CFR 438.332(b)(1)-(3), the Contractor must authorize NCQA to provide the State a copy of its

most recent accreditation review including: its accreditation status, survey type, and level (as
applicable); recommended actions or improvements, corrective action plans, and summaries of
findings; and the expiration date of the accreditation.

Managed care entities must comply with the following to participate in the Hoosier Healthwise
program:

2.1

Be an Indiana-licensed accident or sickness insurer, or an Indiana-licensed health maintenance
organization (HMO). Be fully authorized under Indiana law to arrange or administer the full range
and scope of services required under a procurement process undertaken by the state.

Contract with the state on a prepaid, capitated basis to arrange, administer, and pay for the delivery
of healthcare services to its members.

As required by IC 12-15-12-21, if the MCE was an IHCP vendor before July 1, 2008, the MCE
must be accredited by the National Committee for Quality Assurance (NCQA) on or before the
contract start date. If MCE fails to attain accreditation, they must seek OMPP approval before
contract start date. Request must include an explicit action plan of attainment.

Per 42 CFR 438.332(b)(1)-(3), the Contractor must authorize NCQA to provide the State a copy of
its most recent accreditation review including: its accreditation status, survey type, and level (as
applicable); recommended actions or improvements, corrective action plans, and summaries of
findings; and the expiration date of the accreditation.

State Licensure

Managed care entities (MCEs) must comply with the following to participate in the Hoosier
Healthwise program:

Be an Indiana-licensed accident or sickness insurer, or an Indiana-licensed health maintenance
organization (HMO).

Be fully authorized under Indiana law to arrange or administer the full range and scope of services
required under a procurement process undertaken by the state.
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* Contract with the state on a prepaid, capitated basis to arrange, administer, and pay for the delivery
of healthcare services to its members.

2.2 National Committee for Quality Assurance
(NCQA) Accreditation

As required by IC 12-15-12-21, if the MCE was an IHCP vendor before July 1, 2008, the MCE must
be accredited by the National Committee for Quality Assurance (NCQA) on or before the contract start
date.

If MCE fails to attain accreditation, they must seek OMPP approval before contract start date. Request
must include an explicit action plan of attainment.

Per 42 CFR 438.332(b)(1)-(3), the Contractor must authorize NCQA to provide the State a copy of its
most recent accreditation review including: its accreditation status, survey type, and level (as
applicable); recommended actions or improvements, corrective action plans, and summaries of
findings; and the expiration date of the accreditation.

2.3 Administrative and Organizational Structure

2.3.1 Staffing

The MCE must ensure that all staff members, including subcontractor staff, have appropriate and
ongoing training (for example, orientation, cultural sensitivity, program updates, clinical protocols,
policies and procedures compliance, computer systems, and so forth), education, and experience to
fulfill the requirements of their positions. The MCE must institute mechanisms to maintain a high level
of performance and data reporting, regardless of staff vacancies or turnover. The MCE must also have
an effective method to mitigate the effects of staff turnover (for example, cross-training, use of
temporary staff or consultants, and so forth). Processes must also be in place to solicit feedback from
MCEs’ staff members to improve the work environment. The MCE must maintain documentation to
confirm internal training, curriculum, schedules, and attendance. The MCE must have descriptions for
the positions discussed in this section. The descriptions must include the responsibilities of and
qualifications for the position, for example, but must not be limited to education (for example, high
school, college degree, or graduate degree), professional credentials (for example, licensure or
certifications), direct work experience, and membership in professional or community associations.

The MCE must set up and maintain a business office or work site within five miles of downtown
Indianapolis, IN, from which, at minimum, key staff members physically perform the majority of their
daily duties and responsibilities, and a major portion of the plan’s operations take place. The MCE
shall ensure the location of any staff or operational functions outside of the state of Indiana does not
compromise the delivery of integrated services and the seamless experience for members and
providers. The MCE shall be responsible for ensuring all staff functions conducted outside of the state
of Indiana are readily reportable to FSSA at all times to ensure such locations do not hinder the state’s
ability to monitor the MCE’s performance and compliance with contract requirements. Indiana-based
staff shall maintain a full understanding of the operations conducted outside of the state of Indiana and
must be prepared to discuss these operations upon request, including during unannounced FSSA site
visits.

Except in the circumstance of the unforeseeable loss of a key staff member’s services, the MCE must
provide written notification to the MCE’s assigned contract compliance officer of anticipated
vacancies of key staff within five (5) business days of receiving the key staff person’s notice to
terminate employment or five (5) business days before the vacancy occurs, whichever occurs first. At
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that time, the MCE must present the State’s contract compliance officer with an interim plan to cover
the responsibilities created by the key staff vacancy. Likewise, the MCE shall notify the State’s
contract compliance officer in writing within five (5) business days after a candidate’s acceptance to
fill a key staff position or five (5) business days prior to the candidate’s start date, whichever occurs
first. All key staff must be accessible to the state and its other program subcontractors via voice and
electronic mail. The MCE must submit updated contact information for key staff as changes occur.
Additionally, MCEs are required to review and complete a contact sheet on a quarterly basis.

2.3.2 Key Staff

In addition to attendance at vendor meetings, all key staff shall be accessible to FSSA and its other
program subcontractors via telephone, voicemail and electronic mail systems. As part of its annual and
quarterly reporting, the Contractor shall submit to FSSA an updated organizational chart including e-
mail addresses and phone numbers for key staff. The MCE must employ specific key staff dedicated as
a full-time employee (FTE), and the state reserves the right to approve or deny the individuals in these
positions. In addition to the key staff members, the MCE must also employ the additional staff
necessary to ensure compliance with the state’s performance requirements. The key staff members are
as follows:

¢ Chief Executive Officer, President, or Executive Director — The Chief Executive Officer or
Executive Director has full and final responsibility for the MCE management and compliance with
all provisions of the Contract.

» Chief Financial Officer — The Chief Financial Officer must oversee the budget and accounting
systems of the MCE for the HIP program. This Officer, at a minimum, must be responsible for
ensuring that the MCE meets the State’s requirements for financial performance and reporting.

* Compliance Officer — The MCE must employ a Compliance Officer who is accountable to the
MCE’s executive leadership and is dedicated full-time to the HIP program. This individual is the
primary liaison with the State (or its designees) to facilitate communications between FSSA, the
State’s contractors, and the MCE’s executive leadership and staff. This individual must maintain
current knowledge of federal and state legislation, legislative initiatives, and regulations that may
affect the HIP program. It is the responsibility of the Compliance Officer to coordinate reporting to
the state and to review the timeliness, accuracy, and completeness of reports and data submissions
to the state. The Compliance Officer, in close coordination with other key staff, has primary
responsibility for developing and implementing policies, procedures, and practices designed to
ensure all MCE functions are compliant with the terms of the Contract. The Compliance Officer
must meet with the state’s Family and Social Services Administration (FSSA) Program Integrity
(PI) unit on a quarterly basis.

* Chief Information Officer (CIO) or Information Technology (IT) Director — The MCE must employ
a CIO or IT Director who is dedicated full-time to the MCE’s Indiana Medicaid product lines. This
individual will oversee the MCE’s HIP IT systems and serve as a liaison between the MCE and the
State fiscal agent or other FSSA contractors regarding encounter claims submissions, capitation
payment, member eligibility, enrollment and other data transmission interface and management
issues. The CIO or IT Director, in close coordination with other key staff, is responsible for
ensuring all program data transactions are in compliance with the terms of the Contract. The CIO or
IT Director is responsible for attendance at all Technical Meetings called by the state. If the CIO or
IT Director is unable to attend a Technical Meeting, the CIO or IT Director shall designate a
representative to take their place. This representative must report back to the CIO or IT Director on
the Technical Meeting’s agenda and action items.

» Medical Director — The MCE must employ the services of a Medical Director who is an Indiana-
licensed Indiana Health Coverage Programs (IHCP) provider board-certified in family medicine or
internal medicine. If the Medical Director is not board certified in family medicine, they shall be
supported by an Indiana-licensed clinical team with experience in pediatrics, behavioral health,
adult medicine and obstetrics/gynecology. The Medical Director must be dedicated full-time to the
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MCE’s Indiana Medicaid product lines. The Medical Director, in close coordination with other key
staff, is responsible for ensuring that the medical management and quality management components
of the MCE’s operations are compliant with the terms of the MCE’s contract with the state. The
Medical Director is responsible for attending all State quality meetings, including the Quality
Strategy Committee meetings. If the Medical Director is unable to attend a state quality meeting,
the Medical Director must designate a representative to take their place. This representative must
report to the medical director about the meeting’s agenda and action items. The medical director
must do the following:

—  Oversee the development and implementation of the MCE’s disease management, case
management, and care management programs.

—  Opversee the development of the MCE’s clinical practice guidelines; review any potential
quality of care problems.

— Oversee the MCE’s clinical management program and programs that address special needs
populations.

— Opversee health screenings and medically frail assessments.

—  Serve as the MCE’s medical professional interface with the MCE’s primary medical providers
(PMPs) and specialty providers.

— Direct the Quality Management and Utilization Management programs, including, but not
limited to, monitoring, corrective actions, and other quality management, utilization
management, or program integrity activities.

Member Services Manager — The MCE must employ a Member Services Manager who is dedicated
full-time to HIP member services, which must be available via the member help line and the
member website, including through a member portal. The Member Services Manager must, at a
minimum, be responsible for directing the activities of the MCE’s member services, including, but
not limited to, member helpline telephone performance, member e-mail communications, member
education, the member website, member outreach programs, development, approval and
distribution of member materials and employer outreach for HIP members. The Member Services
Manager is responsible for the member grievances and appeals process, and works closely with
other managers (especially, the Quality Manager, Utilization Manager, and Medical Director) and
departments to address and resolve member grievances and appeals. The Member Services
Manager must oversee the interface with the enrollment broker and must provide an orientation and
ongoing training for member services helpline representatives, at a minimum, to accurately inform
members about how the MCE operates, availability of covered services, benefit plans and
limitations, health screenings, emergency services, PMP assignment and changes, specialty
provider referrals, self-referral services, preventive and enhanced services, POWER Account
services, and member grievances and appeals procedures. The Member Services Manager, in close
coordination with other key staff, is responsible for ensuring that all the MCE’s member services
operations are compliant with the terms of the Contract.

Provider Services Manager — The MCE must employ a Provider Services Manager who is dedicated
full-time to the HIP program. The Provider Services Manager, at a minimum, must be responsible
for the provider services helpline performance, provider recruitment, contracting and credentialing,
facilitating the provider claim dispute process, developing and distributing the provider reference
module and education materials, and developing outreach programs. The Provider Services
Manager oversees the process of providing information to the State fiscal agent regarding the
MCE’s provider network, including PMPs, via the Portal. The Provider Services Manager, in close
coordination with other key staff, is responsible for ensuring that all the MCE’s provider services
operations are compliant with the terms of the Contract.

Special Investigation Unit Manager — The MCE shall employ a Special Investigation Unit (SIU)
Manager who is dedicated full-time to the MCE’s Indiana Medicaid product lines. The SIU
manager shall be located in Indiana. The SIU manager is responsible for directing the activities of
Special Investigation Unit staff, attending meetings with the FSSA and reducing or eliminating
wasteful, fraudulent, or abusive healthcare billings and services. The SIU manager shall report to
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the Compliance Officer and meet with the OMPP Program Integrity (OMPP PI) Section at a
minimum of quarterly or more frequently as directed by the OMPP PI Section. The SIU manager
shall be a subject-matter expert in Medicaid program integrity and hold qualifications similar to
those of state program integrity unit managers.

* Quality Management Manager — The MCE shall employ a Quality Management Manager who is
dedicated full-time to the MCE’s Indiana Medicaid product lines. The Quality improvement
management manager shall, at a minimum, be responsible for directing the activities of the MCE’s
quality management staff in monitoring and auditing the MCE’s healthcare delivery system,
including, but not limited to, internal processes and procedures, provider networks, service quality
and clinical quality. The Quality Management Manager shall assist the MCE’s compliance officer
in overseeing the activities of the MCE’s operations to meet the state’s goal of providing healthcare
services that improve the health status and health outcomes of HIP members.

» Utilization Management Manager — The MCE must employ a Utilization Management Manager
who is dedicated full-time to the MCE’s Indiana Medicaid product lines. The Utilization
Management Manager, at a minimum, must be responsible for directing the activities of the
utilization management staff. With direct supervision by the medical director, the utilization
management manager must direct staff performance regarding prior authorization, medical
necessity determinations, concurrent review, retrospective review, appropriate utilization of
healthcare services, continuity of care, care coordination, and other clinical and medical
management requirements. The Utilization Management Manager shall work with the SIU manager
to assure that service billing and utilization issues are documented and reported to the SIU, and
matters requiring SIU review or investigation shall be timely submitted within five business days to
enable recovery of overpayments or other appropriate action.

* Behavioral Health Manager — The MCE must employ a Behavioral Health Manager who is
dedicated full-time to the MCE’s Indiana Medicaid product lines. The behavioral health manager is
responsible for ensuring that the MCE’s behavioral health operations, which include the operations
of any behavioral health subcontractors, are compliant with the terms of the MCE’s contract with
the state. The Behavioral Health Manager must coordinate with all functional areas, including
quality management, utilization management, network development and management, provider
relations, member outreach and education, member services, contract compliance, and reporting.
The Behavioral Health Manager must fully participate in all quality management and improvement
activities, including participating in Quality Strategy Committee meetings and in the Mental Health
Quality Assurance Committee. The behavioral health manager must work closely with the MCE’s
network development and provider relations staff to develop and maintain the behavioral health
network and ensure that it is fully integrated with the physical health provider network. The
Behavioral Health Manager must collaborate with key staff to ensure the coordination of physical
and behavioral healthcare. The Behavioral Health Manager must work closely with the utilization
management staff to monitor behavioral health utilization, especially to identify and address
potential behavioral health under- or over-utilization. The Behavioral Health Manager or designee
must be the primary liaison with behavioral health community resources, including community
mental health centers (CMHCs), and be responsible for all reporting related to the MCE’s provision
of behavioral health services.

— If the MCE subcontracts with a managed behavioral health organization (MBHO) to provide
behavioral health services, the Behavioral Health Manager will continue to work closely with
the MCE’s other managers to provide monitoring and oversight of the MBHO and to ensure
the MBHO’s compliance with the contract.

* Dental manager - The MCE must employ an Indiana Dentist as a Dental Manager who is dedicated
to Indiana Medicaid. This individual, in coordination with the Medical Director, is responsible for
ensuring the dental benefit operated by the Contractor or subcontractor is compliant with standards
of dental care and consistent with this Contract. The Dental Manager establishes and coordinates
with implementation of the Contractor's oral health strategy to ensure comprehensive, whole person
health.

Library Reference Number: MC100009 11
Published: Jan. 24, 2024

Policies and Procedures as of Jan. 24, 2024

Version: 4.0



Section 2: Managed Care Entity — Contractor Requirements Healthy Indiana Plan

12

MCE Policies and Procedures Manual

Data Compliance Manager — The MCE must employ a Data Compliance Manager who is dedicated
full-time to the MCE’s Indiana Medicaid product lines. The Data Compliance Manager provides
oversight to ensure the MCE’s HIP data conform to Family and Social Services Administration
(FSSA) and state data standards and policies. The data compliance manager must have extensive
experience in managing data quality and data exchange processes, including data integration and
data verification. The Data Compliance Manager must also be knowledgeable in healthcare data
and healthcare data exchange standards. The data compliance manager manages data quality,
change management, and data exchanges with the state. The data compliance manager is
responsible for data quality and verification, data delivery, and change management processes used
for data extract corrections and modification. The Data Compliance Manager also enforces data
standards and policies for data exchanges to the state as defined by the FSSA data architect. The
data compliance manager coordinates with the FSSA data architect to implement data exchange
requirements.

POWER Account Operations Manager — The MCE must employ a HIP POWER Account
Operations Manager who is dedicated full-time to the HIP program’s POWER Account operations.
The POWER Account Operations Manager is responsible for overseeing the accurate and efficient
administration of member POWER Accounts, including but not limited to: POWER Account
contribution billing, reminders and collections; applying member, state, and third-party
contributions; termination or transfer to HIP Basic, as applicable, for nonpayment; POWER
Account Reconciliation files (PRFs); POWER Account statements; POWER Account reconciliation
and rollover; POWER Account contribution recalculations; POWER Account transfers; and
POWER Account reporting.

Pharmacy Director — The MCE must employ a Pharmacy Director who is an Indiana-licensed
pharmacist dedicated full-time to the MCE’s Indiana Medicaid product lines. The pharmacy
director shall oversee the pharmacy-related operations of the program and is ensure that the MCE’s
pharmacy benefits are compliant with the terms of the MCE’s contract with the state. This
individual shall represent the MCE at all meetings of the state’s Drug Utilization Review (DUR)
Board meetings and the Mental Health Quality Assurance Committee (MHQAC). If the MCE
subcontracts with a Pharmacy Benefits Manager (PBM) for its HIP pharmaceutical services, the
pharmacy director shall be responsible for oversight and contract compliance of the PBM, including
pharmacy audits, as well as any other audits or responses.

Transition Coordination Manager — The MCE must employ a full-time Transition Coordination
Manager dedicated to member transitions, including transitions in and out of the various HIP
benefit plans, including HIP Maternity coverage, as well as member transitions in and out of the
MCE’s enrollment. The Transition Coordination Manager will also oversee transitions related to
members identified as medically frail and members referred to the Right Choices Program. This
manager will work closely with the medical director, behavioral health manager, provider and
member services managers, POWER Account operations manager, and state staff as necessary to
manage member transitions and ensure effective communication to providers and members, as well
as the state and its contractors. The Transition Coordination Manager will provide input, as
requested by the state, at state level meetings.

Member Advocate/Non-Discrimination Coordinator — The Contractor must employ a Member
Advocate/Non-Discrimination Coordinator dedicated full-time to the Healthy Indiana Plan program
who is responsible for representation of members’ interests including input in policy development,
planning and decision-making. The Member Advocate shall be responsible for development and
oversight of the Member Advisory Committee. This individual shall also be responsible for the
Contractor’s compliance with federal and state civil rights laws, regulations, rules and policies,
including but not limited to, Title VI of the Civil Rights Act of 1964, Section 504 of the
Rehabilitation Act of 1973, the Americans with Disabilities Act (ADA) and the Age Discrimination
Act.

Grievance and Appeals Manager — The MCE shall employ a Grievance and Appeals Manager
responsible for managing the MCE’s grievance and appeals process. This individual shall be
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responsible for ensuring compliance with processing timelines and policy and procedure adherence
as outlined in the MCE’s contract with the state. The Grievance and Appeals Manager will ensure
the MCE has appropriate representation and/or provides adequate documentation if a member
appeals to the state.

Claims Manager — The MCE shall employ a Claims Manager dedicated full-time to the MCE’s
Indiana Medicaid product lines and responsible for ensuring prompt and accurate provider claims
processing in accordance with the terms of the MCE’s contract. This individual shall work in
collaboration with the CIO or IT Director to ensure the timely and accurate submission of encounter
data. The Claims Manager (or Utilization Management Manager, as applicable) shall work with the
Special Investigation Unit (SIU) Manager to assure that service billing and utilization issues are
documented and reported to the SIU, and matters requiring SIU review or investigation shall be
timely submitted within (5) business days to enable recovery of overpayment or other appropriate
action.

Care Management Manager — The Contractor must employ a full-time Care Management Manager
dedicated to the Healthy Indiana Plan program. This Manager must oversee the disease
management, care management, complex case management and Right Choices Program (RCP)
functions as outlined in Section 3.8. The Care Management Manager must, at a minimum, be a
registered nurse or other medical professional with extensive experience in providing care
coordination to a variety of populations. This individual will work directly under the Contractor’s
Medical Director to develop, expand and maintain the care management program. The individual
will be responsible for overseeing care management teams, care plan development and care plan
implementation. The Care Management Manager will be responsible for directing the activities of
the care managers. These responsibilities extend to physical and behavioral health care services.
This individual will work with the Medical Director, Provider and Member Services Managers, and
with State staff as necessary, to communicate to providers and members. The Care Management
Manager will provide input, as requested by the State, at State-level meetings.

Health Equity Officer — The Contractor must employ a full-time Health Equity Officer dedicated
to Indiana Medicaid. The Health Equity Officer will provide leadership and management to
define, implement, and evaluate strategies to achieve equitable access and reduce disparities in
clinical care and quality outcomes. This strategy must include tracking, assessing, and improving
disparities in care, and supporting the diverse cultural, language, economic, education and health
status needs of those served by the Contractor.

2.3.3 Staff Positions

In addition to required key staff, the MCE must employ those additional staff necessary to ensure the
MCE’s compliance with the State’s performance requirements. Required staff includes but are not
limited to:

Grievance and appeals staff — The MCE must employ staff necessary to investigate and coordinate
responses to address member and provider grievances and appeals against the MCE and interface
with the OMPP and the FSSA Office of Hearings and Appeals.

Technical support services staff — The MCE must employ technical support services staff to ensure
timely and efficient maintenance of information technology support services, production of reports
and processing of data requests, and submission of encounter data.

Quality management staff — The MCE must employ a quality management staff dedicated to
performing quality management and improvement activities and participate in the MCE’s internal
Quality Management and Improvement Committee.

Utilization and medical management staff — The MCE must employ utilization and medical
management staff dedicated to performing utilization management and review activities.
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Case managers — The MCE must employ case managers who provide case management, care
management, care coordination, and utilization management for high-risk or high-cost members
receiving physical health and/or behavioral health services. The case managers must identify the
needs and risks of the MCE’s membership, including social barriers; serve as a coordinator to link
members to services; and ensure that members receive the appropriate care in the appropriate
setting by the appropriate providers.

Board certified psychiatrist and addiction specialist part-time or on-call board certified
psychiatrist and addiction specialist with qualifications and certification as outlined by ASAM for
behavioral health utilization management activities.

Member services representatives — The MCE must employ member services representatives to
coordinate communications between the MCE and its members; respond to member inquiries; and
assist all members regarding issues such as the MCE’s policies, procedures, general operations,
benefit coverage, and eligibility. Member services staff must have access to real-time data on
members, including eligibility status, POWER Account contributions and transactions, PMP
assignments, and all service and utilization data. Member services staff must have the appropriate
training and demonstrate full competency before interacting with members.

Member marketing and outreach staff — The MCE must employ member marketing and outreach
staff to manage marketing and outreach efforts for the HIP programs, paying particular attention to
eligible HIP parents and caretaker relatives.

Compliance staff to support the Compliance Officer and help ensure all MCE functions are in
compliance with state and federal laws and regulations, the State’s policies and procedures and
the terms of the Contract.

Provider representatives to develop the MCE’s network and coordinate communications
between the MCE and contracted and non-contracted providers, paying particular attention to
educating and encouraging providers to participate in the HIP program and other Indiana
Medicaid product lines to ensure continuity of care for members transitioning between
programs.

Claims processors to process electronic and paper claims in a timely and accurate manner, process
claims correction letters, process claims resubmissions and address overall disposition of all
claims for the MCE, per state and federal guidelines, as well as a sufficient number of staff to
ensure the submission of timely, complete and accurate encounter claims data.

Member and provider education/outreach staff to promote health-related prevention and
wellness education and programs; maintain member and provider awareness of the MCE’s
programs, policies and procedures; and identify and address barriers to an effective health care
delivery system for the MCE’s members and providers.

Special investigation unit staff — Supports the SIU manager and helps review and investigate the
MCE’s providers and members that are engaging in wasteful, abusive, or fraudulent billing or
service utilization. The SIU staff shall have, at a minimum, one full-time dedicated staff member
for every 100,000 members, excluding the STU manager. Accordingly, for example, plans servicing
360,000 members shall have an SIU manager and 3.6 FTE additional staff. A majority of SIU staff
including the SIU manager shall work in Indiana to enable sufficient onsite audit capability and
facilitate in-person meeting attendance as directed by the FSSA.

Website staff — The MCE must employ website staff to maintain and update the MCE’s member
and provider websites and member portal.
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POWER Account collection staff — The MCE must employ POWER Account staff to support the
MCE’s HIP POWER Account operations and POWER Account contributions.

Transition Coordination staff — The MCE must employ transition coordination staff to support the
transition coordination manager in the oversight of all member transitions in and out of the various
benefit plans available in the MCE’s Indiana Medicaid programs, as well as in and out of the
MCE’s enrollment. The transition coordination staff shall be responsible for ensuring continuity of
care, member and provider communication, and POWER Account reconciliation through all benefit
plan and MCE transfers.

2.3.4 Training

The MCE must ensure that each staff person, including those of a subcontractor, has appropriate
education and experience to fulfill the requirements of their position, as well as ongoing training (e.g.,
orientation, cultural sensitivity, program updates, clinical protocols, policies and procedures
compliance, management of IT systems, training on fraud and abuse and the False Claims Act,
HIPAA, etc.). The MCE must provide initial and ongoing training and must ensure all staff are trained
in the major components of the HIP program. Staff training must include, but is not limited to:

An overview of the HIP program & associated policies and procedures, including updates whenever
changes occur

Contract requirements and state and federal requirements specific to job functions

In accordance with 42 CFR 422.128, training on the MCE’s policies and procedures on advance
directives

Initial and ongoing training on identifying and handling quality of care concerns
Cultural sensitivity training

Training on fraud and abuse and the False Claims Act

Health Insurance Portability and Accountability Act (HIPAA) training
Management of IT systems

Clinical protocol training for all clinical staff

Utilization management staff shall receive ongoing training regarding interpretation and application
of the MCE’s utilization management guidelines. The ongoing training shall, at minimum, be
conducted on a quarterly basis and as changes to the MCE’s utilization management guidelines and
policies and procedures occur.

Assessment processes, person-centered planning and population specific training relevant to the
populations enrolled in the HIP program for all care managers. The MCE shall also ensure all
applicable subcontractors provide such training to their relevant staff.

Training and education to understand abuse, neglect, exploitation and prevention including the
detection, reporting, investigation and remediation procedures and requirements

Training for transportation, prior authorization and member services staff on the geography of the
state and location of network service providers to facilitate the approval of services and
recommended providers in the most geographically appropriate location

Staff members with POWER Account responsibilities must receive detailed POWER Account
education and training on topics including but not limited to the following:
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— Billing and collections

— POWER Account contribution recalculations

— POWER Account impact of benefit plan transfers
— POWER Account rollover

— POWER Account termination

— POWER Account Reconciliation file (PRF)

— 820 transactions

— 834 transactions

The MCE must update its training materials on a regular basis to reflect program changes. The MCE
must maintain documentation to confirm internal staff training, curricula, schedules and attendance,
and must provide this information to the state on request and during regular on-site visits. The MCE
must be prepared to provide, on request by the state, a written training plan, for utilization management
and POWER Account that includes dates, subject matter, and training materials. For its utilization
management staff, the MCE shall be prepared to provide a written training plan, which shall include
dates and subject matter, as well as training materials, upon request by the OMPP.

The MCE shall ensure that any MCE staff member given a FSSA email completes all FSSA required
trainings. Unless an alternative deadline is identified by FSSA for a specific training, all FSSA
required trainings must be completed by its respective due date. The MCE may request additional time
to complete but FSSA is under no obligation to grant extensions. Each FSSA required training that is
past due, without an approved extension, will be documented on the MCE Quarterly Scorecard. If the
MCE is noticing issues accessing FSSA required trainings, the MCE shall communicate with their
respective FSSA Contract Compliance Officer to discuss solutions.

2.3.5 Debarred Individuals

In accordance with 42 CFR 438.610, which prohibits affiliations with individuals debarred by Federal
agencies, the MCE must not knowingly have a relationship with the following:

* An individual who is debarred, suspended, or otherwise excluded from participating in procurement
activities under the Federal Acquisition Regulation or from participating in non-procurement
activities under regulations issued under Executive Order No. 12549 or under guidelines
implementing Executive Order No. 12549, which relates to debarment and suspension

* An individual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person
described above

The relationships include directors, officers, or partners of the MCE; persons with beneficial
ownership of 5% or more of the MCE’s equity network providers, subcontractors or persons with an
employment, consulting, or other arrangement with the MCE for the provision of items and services
that are significant and material to the MCE's obligations under the Contract.

In accordance with 42 CFR 438.610, if FSSA finds that the MCE is in violation of this regulation,
FSSA will notify the Secretary of noncompliance and determine if this Contract will be terminated.

The MCE shall have policies and procedures in place to routinely monitor staff positions and
subcontractors for individuals debarred or excluded. As part of readiness review, the MCE shall
demonstrate to the OMPP that it has mechanisms in place to monitor staff and subcontractors for
individuals debarred by federal agencies.

The MCE shall be required to disclose to the FSSA PI Unit information required by 42 CFR 455.106
regarding the MCE’s staff and persons with an ownership/controlling interest in the MCE that have
been convicted of a criminal offense related to that person’s involvement in Medicare, Medicaid, or
Title XX programs.
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2.4 FSSA/OMPP Meeting Requirements

The state conducts meetings and collaborative workgroups for the HIP program. The MCE must
comply with all meeting requirements established by the state and is expected to cooperate with the
state and its contractors in preparing for and participating in these meetings. The state reserves the
right to cancel any regularly scheduled meetings, change the meeting frequency or format, or add
meetings to the schedule, as it deems necessary.

The state reserves the right to meet at least annually with the MCE’s executive leadership to review the
MCE’s performance, discuss the MCE’s outstanding or commendable contributions, identify areas for
improvement, and outline upcoming issues that may impact the MCE or the HIP program.

2.5 Financial Stability

The state and the Indiana Department of Insurance (IDOI) monitor MCE financial performance and
require submission of quarterly financial reports. The state includes IDOI findings in its monitoring
activities. The MCE must copy the state on required filings with IDOI, and the required filings must
break out financial information for the HIP line of business separately.

2.5.1 Solvency

The MCE must maintain a fiscally solvent operation per state and federal regulations and must meet
IDOI requirements for minimum net worth, set reserve amount, and risk-based capital surplus. The
MCE must have a process in place to review and authorize contracts established for reinsurance and
third-party liability, if applicable.

The MCE must comply with federal requirements for protection against insolvency (pursuant to 42
CFR 438.116), which require a non-federally qualified MCE to:

» Provide assurances satisfactory to the state that its provision against the risk of insolvency is
adequate to ensure that its enrollees would not be liable for the MCE’s debts if the MCE became
insolvent.

* Meet the solvency standards established by the state for private health maintenance organizations or
be licensed or certified by the state as a risk-bearing entity.

2.5.2 Insurance

The MCE must comply with all applicable insurance laws of Indiana and of the federal government
throughout the term of the contract. No fewer than 90 calendar days before delivering services under
this contract, the MCE must obtain Fidelity Bond or Fidelity Insurance from an insurance company
authorized to do business in the state of Indiana.

This insurance coverage must be maintained throughout the term of the contract. No fewer than 30
calendar days before each policy’s renewal effective date, the MCE must submit its certificate of
insurance to the state for approval. The MCE must submit the certificate of insurance through the state-
established document review process.

2.5.3 Reinsurance

The MCE must purchase reinsurance from a commercial reinsurer and must establish reinsurance
agreements meeting the requirements as enumerated in the scope of work. The MCE must submit new
policies, renewals, or amendments to the state for review and approval at least 120 calendar days

Library Reference Number: MC100009 17
Published: Jan. 24, 2024

Policies and Procedures as of Jan. 24, 2024

Version: 4.0



Section 2: Managed Care Entity — Contractor Requirements Healthy Indiana Plan

18

MCE Policies and Procedures Manual

before becoming effective. The MCE must submit these through the state-established document review
process.

2.5.3.1 Agreements and Coverage

The MCE’s must adhere to and provide all agreements and proof of coverages listed below:

+ The attachment point must be equal to or less than $200,000 and must apply to all services. The
MCE electing to establish commercial reinsurance agreements with an attachment point greater
than $200,000 must provide a justification in its proposal or submit justification to the state in
writing at least 120 calendar days before the policy renewal date or date of the proposed change.
The MCE must receive approval from the state before changing the attachment point.

* The MCE’s co-insurance responsibilities above the attachment point shall be no greater than 20%.
» Reinsurance agreements must transfer risk from the MCE to the reinsurer.

* The reinsurer’s payment to the MCE must depend on and vary directly with the amount and timing
of claims settled under the reinsured contract. Contractual features that delay timely reimbursement
are not acceptable.

* The MCE must maintain a plan acceptable to the commissioner of the IDOI for the continuation of
benefits in event of receivership. The MCE must finance the greater of $1 million or total projected
costs, as calculated by the form set forth in 760 I4C 1-70-8.

* The MCE must obtain continuation of coverage insurance (insolvency insurance) to continue plan
benefits for members until the end of the period for which premiums are paid. This coverage must
extend to members in acute care hospitals or nursing facilities when the MCE’s insolvency occurs
during the members’ inpatient stays. The MCE must continue to reimburse for its members’ care
under those circumstances (such as inpatient stays) until members are discharged from the acute
care setting or nursing facility.

2.5.3.2 Requirements for Reinsurance Companies

*  The MCE must submit documentation proving that the reinsurer follows the National Association
of Insurance Commissioners’ (NAICs”) Reinsurance Accounting Standards.

* The MCE is required to obtain reinsurance from insurance organizations that have Standard and
Poor’s claims-paying ability ratings of AA or higher and a Moody’s bond rating of A1 or higher.

2.5.3.3 Subcontractors

» Subcontractors’ reinsurance coverage requirements must be clearly defined in the reinsurance
agreement.

* Subcontractors are encouraged to obtain their own stop-loss coverage with the previously
mentioned terms.

» If subcontractors do not obtain reinsurance on their own, the MCE is required to forward
appropriate recoveries from stop-loss coverage to applicable subcontractors.

2.5.4 Financial Accounting Requirements

The MCE must maintain accounting records specific to the HIP program. These records must
incorporate performance and financial data of subcontractors, particularly risk-bearing subcontractors,
as appropriate. The MCE must maintain accounting records in accordance with IDOI requirements.

In accordance with 42 CFR 455.100-106, the MCE must notify the state of any person or corporation
with 5% or more ownership or controlling interest in the MCE and must submit financial statements
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for these individuals or corporations. Annual audits must include an annual actuarial opinion of the
MCE’s incurred-but-not-received (IBNR) claims specific to the HIP program.

Authorized representatives or agents of state and federal governments must have access to the MCE’s
accounting records and to the accounting records of its subcontractors for review, analysis, inspection,
audit, or reproduction (given reasonable notice and at reasonable times during the performance or
retention contract period). The MCE must file financial and other information required by the IDOI
with the state insurance commissioner.

Copies of any accounting records pertaining to the contract must be made available by the MCE to the
state within 10 calendar days of receiving a written request from the state. If such original
documentation is not presented as requested, the MCE must provide transportation, lodging, and
subsistence at no cost for all state and federal representatives to carry out audit functions at the
principal offices of the MCE or where such records are located. The FSSA, the state, the IDOI, and
other state and federal agencies (and their respective authorized representatives or agent) must have
access to all accounting and financial records of any individual, partnership, firm, or corporation, as
the records relate to transactions with any department, board, commission, institution, or other state or
federal agency connected with the contract.

The MCE must maintain financial records pertaining to the contract, including all claims records, for
three years following the end of the federal fiscal year during which the contract is terminated, or when
all state and federal audits of the contract have been completed, whichever is later (in accordance with
45 CFR 75.361). Financial records must address matters of ownership, organization, and operation of
the MCE’s financial, medical, and other recordkeeping systems. However, accounting records
pertaining to the contract must be retained until final resolution of all pending audit questions and for
one year following the termination of any litigation relating to the contract (if the litigation has not
terminated within the three-year period).

In addition, the state requires MCEs to produce the following financial information, on request:

» Tangible net equity (TNE) or risk-based capital at balance sheet date

* Cash and cash equivalents

* Claims payment, IBNR, reimbursement, fee-for-service claims, and provider contracts by line of
business

* Appropriate insurance coverage for medical malpractice, general liability, property, workmen’s
compensation and fidelity bond, in conformance with state and federal regulations

» Revenue sufficiency by line of business/group

* Renewal rates or proposed rates by line of business

* Corrective Action Plan documentation and implementation

+ Financial, cash flow, and medical expense projections by line of business
* Underwriting plan and policy by line of business

* Premium receivable analysis by line of business

+ Affiliate and intercompany receivables

* Current liability payables by line of business

* Medical liabilities by line of business

+ Copies of any correspondence to and from the IDOI
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2.5.5 Reporting Transactions with Parties of Interest

The MCE, if not federally qualified, must disclose to the state information on certain types of
transactions it has with a party of interest, as defined in the Public Health Service Act (see
$$§1903(m)(2)(A)(viii) and 1903(m)(4) of the Social Security Act).

A party of interest as defined in §1318(b) of the Public Health Service Act is:

» Any director, officer, partner, or employee responsible for management or administration of an
HMO; any person who is directly or indirectly the beneficial owner of more than 5 percent of the
equity of the HMO; any person who is the beneficial owner of a mortgage, deed of trust, note, or
other interest secured by, and valuing more than five percent of the HMO; or, in the case of an
HMO organized as a nonprofit corporation, an incorporator or member of such corporation under
applicable state corporation law

* Any organization in which a staff member who is a director, officer or partner has directly or
indirectly a beneficial interest of more than five percent of the equity of the HMO; or has a
mortgage, deed of trust, note, or other interest valuing more than five percent of the assets of the
HMO

* Any person directly or indirectly controlling, controlled by, or under common control with an HMO
or

* Any spouse, child, or parent of an individual described in the previous bulleted subsections.

2.5.6 Types of Disclosure Transactions

Business transactions which shall be disclosed include the following:
* Any sale, exchange, or lease of any property between the HMO and a party in interest.
* Any lending of money or other extension of credit between the HMO and a party in interest.

* Any furnishing for consideration of goods, services (including management services), or facilities
between the HMO and the party in interest. This does not include salaries paid to employees for
services provided in the normal course of their employment.

The information which must be disclosed in the transactions between the MCE and a party in interest
listed previously include the following:

* The name of the party in interest for each transaction
* A description of each transaction and the quantity or units involved
* The accrued dollar value of each transaction during the fiscal year

< Justification of the reasonableness of each transaction

In addition to the previous information on business transactions, the MCE may be required to submit a
consolidated financial statement for the MCE and the party in interest.

If the contract is an initial contract with the state, but the MCE has operated previously in the
commercial or Medicare markets, information on business transactions for the entire year preceding
the initial contract period must be disclosed. If the contract is being renewed or extended, the MCE
must disclose information about business transactions that occurred during the prior contract period.
The business transactions that must be reported are not limited to transactions related to serving the
Medicaid enrollment. All the MCE’s business transactions must be reported.
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2.5.7 Medical Loss Ratio

Each reporting year, consistent with MLR standards as required in 42 CFR 438.8, the Contractor shall
calculate, attest to the accuracy, and submit to FSSA its Medical Loss Ratio (MLR). The calculation
must fully comply with 42 CFR 438.8(d)-(f) which specifies that the MLR calculation is the ratio of
the numerator (as defined in accordance with 42 CFR 438.8(e)) to the denominator (as defined in
accordance with 42 CFR 438.8(f)). In accordance with 42 CFR 438.604(a)(3), 42 CFR 438.606, and 42
CFR 438.8, the Contractor is required to submit data on the basis of which the State determines the
compliance with MLR requirements. In addition, the State provides the following clarifications:

e The MLR calculation shall be performed separately for each MLR reporting year per 42 CFR
438.8(a).

e The MLR calculation shall be performed separately for each program. The MLR for the
Healthy Indiana Plan program shall be calculated separately from other managed care
programs.

e For each MLR reporting year, a preliminary calculation will be performed with six months of
incurred claims run-out, and a final calculation will be performed with 18 months of incurred
claims run-out.

e Incurred claims reported in the MLR should relate only to members who were enrolled with
the MCE on the dates of service, based on data and information available on the reporting
date. (Claims for members who were retroactively disenrolled should be recouped from
providers and excluded from MLR reporting).

e Under sub-capitated or sub-contracted arrangements, the MCE may only include amounts
actually paid to providers for covered services and supplies as incurred claims. The non-
benefit portion of sub-capitated and sub-contracted payments should be excluded from
incurred claims. The MCE should ensure all subcontracts provide for sufficient transparency
to allow for this required reporting.

The MCE shall maintain, at minimum, a medical loss ratio (MLR) of 87% for the Healthy Indiana Plan
line of business per 42 CFR 438.8(c). The State reserves the right to recoup excess capitation paid to
the MCE in the event the MCE’s MLR, as calculated by the State on an annual basis, is less than 87%.

In any instance where the state makes a retroactive change to the capitation payments for the MLR
reporting year where the MLR report has already been submitted, the Contractor must re-calculate the
MLR for all reporting years affected by the change and submit a new MLR report meeting the
applicable requirements per 42 CFR 438.8(m) and 42 CFR 438.8(k). In addition, the MCE is required
to submit MLR reporting as described in the MCE Reporting Manual. The state reserves the right to
recoup excess capitation paid to the MCE if the MCE’s MLR, as calculated by the state on an annual
basis, is less than 87%.

2.6 Subcontracts

The term subcontracts include contractual agreements between the MCE and healthcare providers or
other ancillary medical providers. The term subcontracts include contracts between the MCE and
another prepaid health plan, physician-hospital organization, any entity that performs delegated
activities related to the state MCE contract, and any administrative entities not involved in the actual
delivery of medical care. The state encourages the MCE to subcontract with entities located in Indiana.
The state does not allow the MCE to subcontract with entities located overseas.

The state must approve all subcontracts and changes in subcontractors or material changes to
subcontracting arrangements. The state may waive its right to review subcontracts and material
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changes to subcontracts. This waiver does not constitute any future waivers of review for that or any
additional subcontracts. Subcontracts with entities that are located outside of or will perform work
outside of the United States and Territories of the United States are prohibited. No subcontract may
extend past the term of the contract the MCE has with the state. A reference to this provision and its
requirement must be included in all provider agreements and subcontracts.

Subcontractor agreements do not terminate the legal responsibility of the MCE to the state to ensure
that all activities under the contract are carried out. The MCE must oversee subcontractor activities and
submit annual reports on its subcontractors’ compliance, corrective actions, and outcomes of the
MCE’s monitoring activities. The MCE is accountable for any functions and responsibilities that it
delegates.

The MCE must provide an indemnification clause in all subcontracts. This clause must indemnify and
hold harmless the state of Indiana, its officers, and employees from all claims and suits, including court
costs, attorneys’ fees, and other expenses for injuries or damages sustained because of an act of
omission of the MCE or the subcontractor.

This indemnification requirement does not extend to the contractual obligations and agreements
between the MCE and healthcare providers, or other ancillary medical providers that have contracted
with the MCE. The subcontracts must further provide that the state shall not provide such
indemnification to the subcontractor.

If the MCE subcontracts with another prepaid health plan, physician-hospital organization, or other
risk-bearing entity that accepts financial risk for services the MCE does not directly provide, the MCE
must monitor the financial stability of the subcontractors with payments equal to or greater than 5% of
premium/revenue. The MCE must obtain the following from the subcontractor each quarter:

» Statement of revenues and expenses
» Balance sheet
+ Cash flows and changes in equity and fund balance

* IBNR estimates

At least annually, the MCE must obtain from the subcontractor audited financial statements, including
a statement of revenues and expenses, balance sheet, cash flows and changes in equity or fund balance,
and an actuarial opinion of the IBNR estimates. The MCE must make these documents available to the
state on request.

The MCE must comply with 42 CFR 438.230 and the following subcontracting requirements:

» The MCE must obtain the state’s approval before subcontracting any portion of the project’s
requirements. The MCE must give the state a written request and submit a draft contract or model
provider agreement at least 60 calendar days before using a subcontractor. If the MCE changes the
subcontractor contract, the MCE must submit the amendment for the state review and approval 60
calendar days before the revised contract’s effective date. The state must approve changes in
vendors for any previously approved subcontracts. All subcontracts must be submitted through the
state document review process using the Care Programs Subcontract Checklist. The state will not
review a subcontract that is submitted without the checklist attached.

» The MCE must evaluate prospective subcontractors’ ability to perform delegated activities before
subcontracting services associated with the HIP program.

» The MCE must have a written agreement in place that specifies the subcontractor’s responsibilities
and provides an option for revoking delegation or imposing other sanctions if performance is
inadequate. The written agreement must comply with and is subject to the provisions of all Indiana
statutes. The subcontract cannot extend beyond the term of the state’s contract with the MCE.
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* The MCE must collect performance and financial data from its subcontractors; monitor delegated
performance on an ongoing basis; and conduct formal, periodic, and random reviews, as directed by
the state. The MCE must incorporate all subcontractors’ data into the MCE’s performance and
financial data for a comprehensive evaluation of the MCE’s performance and, when appropriate,
identify areas for its subcontractors’ improvement. The MCE must take corrective action if
deficiencies are identified during a review.

* All subcontractors must fulfill all state and federal requirements appropriate to the services or
activities delegated under the subcontract.

* The MCE must comply with all subcontract requirements specified in 42 CFR 438.230.

* The MCE must submit a plan to the OMPP to describe how the subcontractor will be monitored for
debarred employees.

» All subcontracts, provider contracts, agreements, or other arrangements by which the MCE intends
to deliver services must be subject to review and approval by the state and must be sufficient to
ensure the fulfillment of the requirements of 42 CFR 434.6. In accordance with IC 12-15-30-5(b),
subcontract agreements terminate when the MCE’s contract with the state terminates.

The MCE must have policies and procedures addressing auditing and monitoring subcontractors’ data,
data submissions, and performance. The MCE must integrate subcontractors’ financial and
performance data (as appropriate) into the MCE’s information system to accurately and completely
report MCE performance and confirm contract compliance.

The state reserves the right to audit the MCE’s subcontractors’ self-reported data and change reporting
requirements at any time with reasonable notice. The state may require corrective actions and will
assess liquidated damages, as specified in Exhibits 3 and 4 of the contract, for noncompliance with
reporting requirements and performance standards.

If the MCE uses subcontractors to provide direct services to members, such as behavioral health
services, the subcontractors must meet the same requirements as the MCE, and the MCE must
demonstrate its oversight and monitoring of the subcontractor’s compliance with these requirements.
The MCE must require subcontractors providing direct services to have quality improvement goals and
performance improvement activities specific to the types of services provided by the subcontractors.

While the MCE may choose to subcontract claims processing functions, or portions of those functions,
with a state-approved subcontractor, the MCE must demonstrate that the use of such subcontractors is
invisible to providers, including out-of-network and self-referral providers, and will not result in
confusion to the provider community about where to submit claims for payments. For example, the
MCE may elect to establish one post office box address for submission of all out-of-network provider
claims. If different subcontracting organizations are responsible for processing those claims, it is the
MCE’s responsibility to ensure that the subcontracting organizations forward claims to the appropriate
processing entity. Using this type of method will not lengthen the timeliness standards for claims
processing. In this example, the definition of date of receipt is the date of the claim’s receipt at the post
office box.

2.7 Confidentiality of Members’ Medical Records
and Other Information

The MCE must ensure that members’ medical records, as well as any other health and enrollment
information that contains individually identifiable health information, is used and disclosed in
accordance with the privacy requirements set forth in the Health Insurance Portability and
Accountability Act (HIPAA) Privacy Rule (see 45 CFR parts 160 and 164, subparts A and E). The
MCE must also comply with all other applicable state and federal privacy and confidentiality
requirements.
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2.8 Internet Quorum Inquiries

The MCE must respond to Internet Quorum (IQ) inquiries within the time frame set forth by the state.
The state forwards all IQs via email to the MCE compliance officer. When forwarding an 1Q inquiry to
the MCE for a response, the state will designate that the inquiry is an IQ inquiry and identify when the
MCE’s response is due. IQ inquiries typically include member, provider, and other constituent
concerns and require a prompt response. The MCE’s failure to provide a timely and satisfactory
response to 1Q inquiries, as determined by the state contract analyst, will subject the MCE to the
liquidated damages set forth in Exhibit 4 of the contract. A satisfactory response must include
sufficient information to enable the state to respond to the inquiry thoroughly and accurately within the
time frames given. When applicable, the state may request additional details to determine what caused
the issue to arise and how the MCE plans to mitigate the issue moving forward.

2.9 Material Changes

A material change to operations is any change in overall business operations, such as policy, process or
protocol which affects, or can reasonably be expected to affect, more than 5% of the MCE’s
membership or provider network.

Before implementing a material change in operation, the MCE shall submit a request to the state for
review and approval at least 60 calendar days in advance of the effective date of the change. The
request must contain, at minimum, information regarding the nature of the change, the rationale for the
change, and the proposed effective date. The MCE must communicate material changes to members or
providers at least 30 days before the effective date of the change. Any member or provider
communication material is subject to the review and approval of the state.

2.10 Data Requests

MCEs can submit data requests to the state for statistics to help manage their member populations.
These data requests are produced by the state Data Management Unit. The MCEs are not allowed to
make data requests to any other state-contracted entities, such as the state fiscal agent.

The MCE representative should contact their contract manager to make a data request.

The state reviews the data request to determine whether the data will be provided. Data will not be
provided for the following scenarios:

* The MCE has access to this data via another mechanism (such as via the 834 enrollment roster).

¢ There are HIPAA concerns. Data is not released for non-MCE enrolled members.

If the state approves the data request, the state contract manager creates a data request with FSSA Data
and Analytics. If the state denies the data request, the state contract manager notifies the MCE
representative via email that the requested data will not be produced and why.

After the data request is complete, the state FSSA Data and Analytics team sends the data to the state
contract manager for review. The state contract manager reviews the data and forwards it to the MCE
representative to complete the process.
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Section 3: HIP Plan Design and Member Eligibility

3.1 HIP Plus

HIP Plus (MARP) is available for all members enrolled in HIP who choose to make their POWER
Account contribution. Individuals in HIP Plus make a POWER Account contribution and do not have

copayments for services. They have a copayment for nonemergent use of the emergency department
(ED).

3.1.1 Low Income Adults

In 2015, HIP was changed to provide healthcare coverage to all non-disabled low-income adults
between the ages of 19 and 64 with household income at or below 138% federal poverty level (FPL).
This change included the transition to HIP of many members who were previously enrolled in Hoosier
Healthwise. This transition to HIP promoted better health outcomes for individuals, but also reduced
churn between the programs, created administrative efficiencies, and provided a seamless experience
for the members. In addition, the POWER Account changed from a $1,100 deductible to a $2,500
deductible while still including first-dollar coverage for preventive services. The annual and lifetime
caps were also removed from the plan.

3.2 HIP Basic

HIP Basic (MARB) is the default option for members with income at or below 100% FPL, which does
not take into account the 5% cost-share, who fail to make a POWER Account contribution. HIP Basic
requires the member to make copayments at the point of service for services received from a provider,
with the exception of preventive services. Individuals enrolled in HIP Basic are allowed to reenroll in
HIP Plus upon their annual redetermination if they choose to begin paying their POWER Account
contributions.

3.2.1 HIP Basic Potential Plus

Individuals enrolled in HIP Basic are allowed to reenroll in HIP Plus upon their annual
redetermination if they choose to begin paying their POWER Account contributions.

3.2.2 Low/Income Adults

In 2015, HIP was changed to provide healthcare coverage to all non-disabled low-income adults
between the ages of 19 and 64 with household income at or below 138% federal poverty level (FPL).
This change included the transition to HIP of many members who were previously enrolled in Hoosier
Healthwise. This transition to HIP promoted better health outcomes for individuals, but also reduced
churn between the programs, created administrative efficiencies, and provided a seamless experience
for the members. In addition, the POWER Account changed from a $1,100 deductible to a $2,500
deductible while still including first-dollar coverage for preventive services. The annual and lifetime
caps were also removed from the plan.
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3.3 HIP State Plan

Individuals enrolled in HIP State Plan Plus (MASP) benefits have access to the greater benefit
package available under the State Plan. Those in State Plan Plus have the same cost-sharing
requirements as HIP Plus, they must make a POWER Account contribution, and they do not have
copayments for services.

3.3.1 Low/Income Adults

In 2015, HIP was changed to provide healthcare coverage to all non-disabled low-income adults
between the ages of 19 and 64 with household income at or below 138% federal poverty level (FPL).
This change included the transition to HIP of many members who were previously enrolled in Hoosier
Healthwise. This transition to HIP promoted better health outcomes for individuals, but also reduced
churn between the programs, created administrative efficiencies, and provided a seamless experience
for the members. In addition, the POWER Account changed from a $1,100 deductible to a $2,500
deductible while still including first-dollar coverage for preventive services. The annual and lifetime
caps were also removed from the plan.

3.3.2 Medically Frail HIP Members

Consistent with 42 CFR §440.315(f), a HIP member will be considered medically frail if he or she has
one or more of the following:

» A disabling mental disorder
* A chronic substance abuse disorder
* Serious and complex medical conditions

» Physical, intellectual, or developmental disability that significantly impair the individual’s ability to
perform one or more activities of daily living

* A disability determination based on Social Security Administration criteria

The medically frail process is operationalized utilizing the Milliman Medical Underwriting Guidelines,
which assigns a point value to health conditions, including behavioral health and substance use
disorders. Members who have verified conditions and meet the specified medically frail debit point
thresholds using the Milliman Medical Underwriting Guidelines are eligible to receive State Plan
benefits. The provision of State Plan benefits will not change the underlying HIP program plan in
which the member is enrolled. For example, a member enrolled in HIP Basic who is determined
medically frail are transferred to HIP State Plan Basic benefits, while a member enrolled in H/P Plus
are transferred to HIP State Plan Plus. HIP State Plan Basic and HIP State Plan Plus are provided by
the same MCEs and have the same cost-sharing structures as the standard HIP Basic and HIP Plus
plans. However, the State Plan benefit package for medically frail members provides additional
benefits that are not covered in the HIP Basic or HIP Plus plans.

3.3.2.1 Identifying Medically Frail Members

Each MCE is responsible for identifying and verifying all of its members who are medically frail.
Notwithstanding the foregoing, members with a disability determination based on Social Security
Administration criteria or members who are confirmed to have HIV or AIDS by the Indiana State
Department of Health are automatically confirmed medically frail by the state. The MCE will not be
responsible for verifying the medically frail designation of the members identified as such by the state,
and such members are directly opened into HIP State Plan benefits.
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The HIP member’s MCE will verify the member’s frail status through claims or supplemental
information utilizing the Milliman Medical Underwriting Guidelines. Medically frail members may
self-identify to their MCE at any point during the year by reporting that they believe they may qualify
for medically frail status. MCEs have 30 calendar days from the date the member self-reported to the
MCE to determine if the member is medically frail. In addition, MCEs may also independently identify
a member as medically frail at any time during the year based on the member’s medical and/or
pharmacy claims history.

The MCE may identify potentially medically frail members through the following methods:
*  Member claims data

* Results of Health Needs Screen and/or Comprehensive Health Assessment

*  Member self-identification

* Provider identification

*  Member appeal

The MCE shall establish processes to allow current members to self-identify as medically frail and for
providers to identify members to the MCE as potentially medically frail. If requested by the member or
by a provider on behalf of the member, then the MCE shall conduct a medically frail assessment within
30 calendar days from the date in which the member or provider, as applicable, contacted the MCE.
Members who self-report medically frail status but who cannot be confirmed medically frail must
receive written notice from the MCE that their condition could not be confirmed or does not qualify
them for medically frail status. Members must be notified of the outcome of the assessment within
three business days of the completed assessment.

3.3.2.2 Medically Frail Assessment

After a member has been identified as potentially medically frail, the MCE must use the Milliman
Medical Underwriting Guidelines (“Milliman Guidelines”) to designate the member as medically frail.
A HIP member may be designated as medically frail at any time during the member’s 12-month
benefit period, provided such designation is supported by the Milliman Guidelines. After being
designated as medically frail, the member’s medically frail status is active for 12 months from the
original confirmation date. If the MCE receives information during the 12-month period that would
make them suspect that the member is not medically frail or that the confirmation was made in error,
then the MCE must take action to revoke the member’s medically frail status and provide the member
with the opportunity to appeal such action as noted in the following.

The MCE must apply the Milliman Guidelines to the member’s claims history to generate debit points
for the member. If claims data is not available, the MCE must manually apply the Milliman Guidelines
to the information obtained in the initial health needs screen and comprehensive health assessment or
submitted medical records.

Members qualify as medically frail based on the member’s qualifying conditions and related risk
scores as follows:

* 150 debit points for indicated medical conditions

* 75 debit points for indicated behavioral health conditions

» 75 debit points for indicated substance abuse conditions

* 150 debit points for any combination of indicated medical, behavioral health, or substance abuse
conditions

* Needs assistance with one of the activities of daily living (ADL) based on ADL screener
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If the results of applying the Milliman Guidelines supports a medically frail designation, then the MCE
must document and support the decision. Documentation must include, but is not limited to, all the
following, as applicable:

e Output files from the Milliman Renewal MUGs tool indicating the number of debit points the
member accumulated

*  Completed comprehensive health assessment tool
* Documentation of attempts to make contact with their member and/or physician(s)

* Recorded responses to the ADL screener and supporting information indicating member
impairment in ADLs

* Supplemental information gathered by the MCE to make a complete decision (such as lab results,
physician notes, or lifestyle factors)

The MCE shall notify the state’s fiscal agent within one business day of making any affirmative
medically frail determination. If the MCE determines a member is not medically frail, then the MCE
shall notify the state’s fiscal agent within one business day of making the determination only if the
determination would change a member’s current benefit package.

The notice to the state’s fiscal agent must identify:
* The medically frail designation
* The date of the medically frail determination, and

» After the supplemental file is available, the method used by the MCE to make the medically frail
determination, specifically, whether the MCE relied solely on the Milliman Guidelines or if
supplemental information was relied upon.

If the MCE relied on supplemental information, then the MCE shall maintain documentation of all
information used to support the medically frail determination. The state will develop a form and a
process by which the MCE may submit this information to the state’s fiscal agent. After the form and
process is developed, the MCE shall submit a Medically Frail Supplemental File to the state’s fiscal
agent monthly in a format specified by the state, which contains a generic description of the
supplemental information used by the MCE to support the medically frail designation. The state will
use this information to conduct audits of the MCE’s medically frail determinations. At all times, the
MCEs must maintain all documentation, generate high-level and detailed reports on their medically
frail population, and provide member data for audit purposes as requested by the state.

Upon receipt of the medically frail determination, the state will transfer the member to the appropriate
benefit package effective the first day of the month following receipt of the medically frail
determination.

MCESs may apply the Milliman Guidelines in an automated fashion against member claims data on a
monthly basis to all HIP membership to confirm or reconfirm member medically frail status.

3.3.2.3 Medically Frail Notice and Appeals

The MCE must provide written notice to any member whose benefits will change due to the MCE’s
medically frail designation, regardless of how the member was identified to the MCE. In addition, the
MCE must provide written notice of the MCE’s medically frail designation to any member who self-
identified as medically frail or who was identified by a provider as potentially medically frail,
regardless of whether the determination will impact member benefits. The written notice of medically
frail determination must include the following information: (i) the medically frail determination; (ii) if
applicable, the reason for a denial; (iii) any resulting changes to the member’s benefits; and (iv) a
description of the member’s right to file an appeal, including the process for requesting an appeal from
the MCE. MCE notices must include required language as designated by the state and notices must be
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approved through the standard approval process before being sent to members. If the member was
identified to the MCE by the member’s provider, then a notification of the final determination must
also be sent to the referring provider. The MCE must provide this notice within three business days of
the determination being made.

Members, or providers acting on the member’s behalf in accordance with 42 CFR 438.402, shall have
60 calendar days from the date of action notice within which to file an appeal to the MCE. The MCE
shall process and dispose of all medically frail appeals in accordance with the MCE’s standard
grievance and appeals process as detailed in Section 4.9 of the Scope of Work. Upon final resolution of
the member appeal with the MCE, the MCE shall provide written notice of the resolution to the
member as specified in the following:

» For appeals not resolved wholly in favor of the member, the notice shall also include information
regarding the member’s right to request a state fair hearing, including the procedures to do so and
the right to request to receive benefits while the hearing is pending, including instructions on how
to make the request. This notice must incorporate the state fair hearing language as provided by the
state.

» For appeals that result in the member’s medically frail status being confirmed, the MCE may
systematically confirm the member’s medically frail status on a going-forward basis only. The
MCE may also request through the Rapid Response Team (RRT) process that the state back-date
the medically frail status to no earlier than the first day of the month in which the notice is dated
that the member was found not to meet the medically frail criteria.

For member adverse action appeals related to the MCE’s medically frail determination that result in a
reduction of the member’s benefit package (for example, a member is determined no longer medically
frail at annual redetermination), the MCE must ensure continuation of State Plan benefits upon appeal,
provided the member timely files the appeal before the expiration of their State Plan benefits. To
ensure continuation of State Plan benefits during appeal, the MCE should send a frail = Y indicator
through the state’s fiscal agent. The MCE must maintain documentation of the appeal record, and
when the supplemental file is implemented, input a frail confirmation reason specifying that the
member frail indicator was changed to ‘Y’ because of appeal. Members that appeal after the expiration
of their benefits are not entitled to continuation of medically frail benefits during the appeal, and the
MCE should not send a frail ‘Y’ during the appeal for these members. If the final resolution of the
medically frail appeal with the MCE determines that the member is medically frail, the MCE shall
provide written notice to the member stating that their medically frail status has been confirmed and
update the existing frail confirmation reasons within the file. If the member’s medically frail status
could not be confirmed upon appeal to meet the medically frail criteria, the MCE shall provide written
notice to the individual that they do not meet the medically frail criteria, including an explanation as to
how the determination was made, and detailing their state appeal rights as provided by the state. The
MCE shall change the member’s medically frail status in the member record from “Y” to “N”” and
submit the change to the state’s fiscal agent.

If a member timely appeals an adverse appeal decision to the state following the MCE’s final notice,
then the state will ask for the MCE to confirm if the member exhausted their appeal rights with the
MCE. Upon receipt of a request from the State Office of Administrative Law Proceedings (OALP), the
MCE shall confirm whether the member has exhausted their MCE appeal process within two business
days of receiving notification of the member’s request for a state fair hearing. In addition, if requested
by the FSSA, the MCE shall promptly respond to all requests for documentation required for the state
fair hearing within the timeframes identified in the specific request.

If the member’s State Plan benefits are reinstated and backdated following a state fair hearing decision,
then the MCE shall send a medically frail confirmation to the state within two business days of the
decision and the state shall, as applicable, back-date the medically frail confirmation to the date
specified by the hearings and appeals decision.
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3.3.2.4 Medically Frail Annual Review

The MCE must maintain documentation that every medically frail member meets the specific
medically frail criteria, as set forth by the FSSA, for receipt of HIP State Plan benefits. For members
initially determined medically frail by the MCE, the MCE must confirm a member’s medically frail
status at least once every 12 months in accordance with a process determined by the FSSA. At
minimum, the MCE shall affirm the medically frail designation by conducting an annual review of the
member’s claim history and/or pharmacy data against the Milliman Guidelines. For members initially
determined medically frail by the state, the MCE shall confirm medically frail status by conducting a
review of the member’s claim history and/or pharmacy data against the Milliman Guidelines only
when requested by the state in accordance with the timeframe and process determined by the FSSA.

Following the completion of the annual medically frail confirmation, the MCE shall notify the state’s

fiscal agent of the results, including any updated medically frail diagnostic indicators, no later than 15
calendar days before the one-year anniversary of the MCE’s previous medically frail determination or
confirmation, as applicable.

If a member is determined to no longer be medically frail, then the member is transferred to either:

* HIP Plus if they are currently making the required POWER Account contributions, or if they have
income over 100% FPL, or

* HIP Basic if they are currently paying copayments at the time of service and have income at or
below 100% FPL.

o The MCE is required to send a member notice with appeal rights and follow the
procedures indicated previously for members losing medically frail benefits.

If the member’s medically frail status is expiring at the end of their benefit period and the member is
transferring to another MCE, then the original MCE is responsible for the member’s medically frail
appeal. If the member’s medically frail status expires after the transfer, then the new MCE is
responsible for managing the member’s medically frail appeal. MCEs are expected to share
information to support the confirmation of medically frail status for individuals who transition to
another MCE at or near the time their medically frail status is set to expire.

3.3.2.5 State Audit

The state will conduct regular audits of the MCE’s medically frail confirmations to determine
appropriate identification and placement of medically frail members. The state anticipates that less
than ten percent (10%) of the MCE’s total newly eligible adult HIP population will be designated as
medically frail. The MCE shall consistently apply the Milliman Guidelines to every medically frail
determination and review. Before the implementation of the monthly Medically Frail Supplemental
File, the MCE is responsible for submitting to the state, upon request, generalized data on its medically
frail confirmations as well as specific details, including all documentation and supplemental
information requested for specific members selected for detailed audit. The MCE shall consistently
apply the comprehensive health assessment tool and Milliman Guidelines to every medically frail
determination and review.

3.4 Pregnancy Coverage Under HIP

HIP members who become pregnant will be transitioned to HIP Maternity for their pregnancy and 12-
month postpartum period. Pregnant HIP members will not have cost-sharing requirements and will
have enhanced services.
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3.5 Presumptive Eligibility

Presumptive eligibility (PE) provides immediate, temporary coverage for certain groups of individuals
who are likely to be eligible for HIP or other Medicaid coverage, including low-income parents or
caretakers, non-disabled adults (ages 19-64 years), and former foster care children, as determined by a
qualified hospital, provider, or other authorized entity.

Individuals determined presumptively eligible for HIP will be in the fee-for-service program until
their eligibility is determined.

The PE process allows qualified acute care and psychiatric hospitals, federally qualified health clinics
(FQHCS), rural health clinics (RHCs), community mental health centers (CMHCs), and local health
departments to make PE determinations. Qualified PE providers make a preliminary assessment of
eligibility based on a short list of eligibility questions, including age, income, pregnancy status, and
residency status. Individuals found presumptively eligible have temporary health coverage starting that
same day. The member receives a PE acceptance letter that serves as proof of coverage during the
temporary PE coverage period. Members who are found eligible in other categories (not Adult PE) are
placed in the fee-for-service program, and their benefits last until the last day of the month following
their PE determination or, if they apply to the IHCP, until a decision is made on their IHCP
application.

3.5.1 MCE Responsibilities During PE
3.5.1.1 Eligibility

Individuals determined presumptively eligible (PE) for HIP in accordance will be enrolled with an
MCE for a presumptively eligible period.

The PE applicant is able to select an MCE at the time of PE application. If an applicant fails to select
an MCE at the state will auto-assign the applicant to an MCE according to the state’s auto-assignment
methodology.

The MCE must conduct outreach to PE members to encourage them to complete an IHCP application
for health benefits within their PE period. The MCE must work with their authorized QP providers to
ensure that PE members are provided information at the time of the presumptive eligibility
determination regarding the importance of completing an application for health coverage. Such
education should also encourage members to include their unique presumptive eligibility MID on their
THCP application.

o The presumptive eligibility period ends when one of the following occurs:
o A member has not filed an Indiana Application for Health Coverage by the last day
of the month following the month in which their PE period began; or
o A determination has been made on the individual’s Indiana Application for Health
Coverage.

e The PE period will end when the member does not complete and file an a IHCP application for
health benefits by the end of the month following the month in which PE coverage begins

e A PE period for a member whose IHCP application for health benefits has been filed and
denied by the FSSA will end effective the date the state makes the adverse eligibility decision
on the member’s application.
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3.5.1.2 Presumptive Eligibility (PE) Covered Services and Provider
Access

When a PE member is determined to be presumptively eligible by a QP outside the MCE’s network,
the MCE must work with the QP to provide reimbursement for the initial services rendered to the
member.

3.5.1.2.1 PA and Appeal Rights

The MCE must have processes in place to provide prior authorization (PA) or prior approval (PA) for
services rendered to PE members from the date that their PE eligibility is established. This date may
pre-date the MCEs being able to see the member in Provider Health Care Portal

MCEs can use a copy or fax of the member’s PE approval letter as evidence of PE eligibility before the
member’s file is sent from Hospital PE to the MCE. MCEs may ask providers to hold claims and
submit them after eligibility is established. A temporary PA may be used for members who are not yet
loaded into the MCE’s system. The MCE may use a retrospective PA process for PE members.

3.5.1.3 Important Presumptive Eligibility Capitation Information

o Capitation is based on the MCE and PMP assignment. Two active assignments in one month
(for instance, one PE assignment and one HIP assignment) could equal two full capitation
payments. This could happen with HIP alone; it most often happens in combination with PE.
As long as a member has two Member IDs that are not linked during a month and two MCE
and PMP assignments, capitation is paid for both Member IDs and assignments. Also, the
linked Member IDs do not mean that capitation is not paid under both, because there could be
active PMP assignments under the PE MID and the 1099 MID.

If a member has PE for a portion of a month and HIP for a portion of a month, the capitation
rate is based on the MCE and PMP assignment and pays accordingly. If the MCE assignment
changes from one MCE to another, capitation would pay to both MCEs, based on the
assignment dates. A member assignment for 17 days or less results in half capitation, and an
assignment of 18 days or more results in a full capitation payment.

If member has PE regardless of Medicaid history (with or without prior IHCP eligibility) and
she is determined ineligible for Medicaid, capitation is paid, as long as the PE segment is
active and there is an MCE assignment for the PE period. Capitation is not recouped from an
MCE for a PE member if she is determined ineligible for Medicaid.

There are times when a member’s PE segment is not closed by the DFR caseworker after
Medicaid eligibility is granted. Because of the two active assignments, duplicate capitation is
paid for Hoosier Healthwise and PE. When the PE segment is eventually identified and
closed, the fiscal agent recoups the duplicate payments. If the PMP assignment is retroactively
ended, the systematic capitation reconciliation process recoups back to the end date of the
assignment. If the PE PMP assignment is removed, capitation reconciliation recoups all
capitation payments formerly covered by the PE PMP assignment that no longer exists.

Regardless of whether the PE member is granted bisect eligibility, retroactive eligibility, or
future-dated eligibility, capitation is based on the MCE and PMP assignment. If the MCE and
PMP assignment is open and active, capitation is paid. However, variables can occur that
affect the capitation rate such as:

o Changes in aid category — For all other aid categories, including PE, gender and age
are the deciding factors and determine the capitation rate.

Change in member’s residence
o Change of gender
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Section 4: BiIIin_g and Collections

4.1 Individual Cost-Sharing Obligations

The managed care entities (MCEs) will provide all Healthy Indiana Plan (HIP) members with a High
Deductible Health Plan (HDHP) paired with the Personal Wellness and Responsibility (POWER)
Account, which operates similar to a Health Savings Account (HSA) and is used to fund a $2,500
deductible. The initial state contribution to a member’s POWER Account is $1,300.

The MCE’s HIP membership shall be distributed into various subpopulations based on member
eligibility. These subpopulations within HIP will have varying benefits and cost-sharing obligations,
and the MCE shall ensure that its HIP members are placed in the appropriate benefit category and that
billing and collections activities are appropriate for the member’s benefit category. All HIP members
will have a calendar year benefit period — even if they leave the program and return — and will also
have the same MCE for that time. New members are able to select their MCE at the time of application
and ongoing members are able to change MCEs during the MCE selection period in the fall, which is
described in Member Enrollment.

The HIP benefit categories are as follows:

4.1.1 HIP Plus Member Cost Sharing

All HIP eligible members will initially be given the opportunity of an enhanced benefit package (HIP
Plus). HIP Plus participation requires members to make monthly POWER Account contributions
(PACs), except for individuals exempt from cost-sharing. Member eligibility in HIP Plus shall not be
final until either the first PAC or Fast Track prepayment is paid. To remain fully eligible for HIP Plus,
members must continually make monthly POWER Account contributions.

4.1.2 HIP Basic Member Cost Sharing

HIP members with income at or below 100% FPL who do not make an initial Fast Track prepayment
or initial and subsequent PACs are not eligible for HIP Plus, and are transferred to this category, a
more limited benefit package that requires copayments for services.

4.1.3 HIP Basic with Potential Plus Opportunity

HIP members who were unsuspended from an incarcerated status, transitioned to HIP from other
Medicaid coverage, or have earned POWER Account rollover are opened into HIP Basic coverage
with the opportun